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A weekly bulletin produced by knowledgeservices@dudley.gov.uk on Friday 27th March 2020. Containing information up to and including Thursday 26th  March 2020.
This information is provided to keep you up to date with the fast moving evidence on the COVID-19 pandemic. If you have any comments or would like to suggest any improvements please contact us at the email above.
Please note that while every effort is made to ensure that this information is up to date and accurate this bulletin is not a substitute for medical or legal advice.
If unsure you should always seek professional advice and Knowledge Services and Dudley MBC will not be held responsible for any use or misuse of this information.
Who is this for? 
Commissioning and clinical staff.
Technical Note:
If you are experiencing problems with a link right click to cut and paste directly into a browser. Please let us know if you are having problems accessing any item.
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Your questions answered - an update (24-03-2020): Professor Steven Riley on the current status of the COVID-19 Coronavirus pandemic and the latest report on transmission, economic activity and social distancing strategies in China.
https://www.youtube.com/watch?v=87PaliteOJw&feature=youtu.be
Source: UK University
Last updated: 24/03/20

Employee sharing' eases labor(sic) crunch amid COVID-19 outbreak
Chinese companies have come up with a creative way to optimize human resources during the COVID-19 epidemic. Called "employee sharing," the method lets businesses temporarily hire employees from companies that have yet to resume operations or are only partially operating due to the outbreak. 
http://www.china.org.cn/business/2020-03/24/content_75853822.htm
Source: Chinese State broadcasting
Updated: 24/03/20

UK launches whole genome sequence alliance to map spread of coronavirus
The Wellcome Sanger Institute will collaborate with expert groups across the country to analyse the genetic code of COVID-19 samples circulating in the UK, providing public health agencies with a unique tool to combat the virus
https://www.sanger.ac.uk/news/view/uk-launches-whole-genome-sequence-alliance-map-spread-coronavirus
Source: UK University
Last updated: 23/03/20

Clinical trials suspended in UK to prioritise covid-19 studies and free up staff
https://www.bmj.com/content/368/bmj.m1172.short?rss=1&utm_source=feedburner&utm_medium=feed&utm_campaign=Feed%3A+bmj%2Frecent+%28Latest+from+BMJ%29
Source: Journal
Last updated: 23/03/20

Coronavirus Bill: Overview 
The Coronavirus Bill (Bill 122 of 2019-21) was introduced to the House of Commons on 19 March 2020. The Bill is part of the Government's response to the Covid-19 pandemic and is intended to enable the Government to respond to an emergency situation and manage the effects of a pandemic.
The Library has produced a set of briefings before all stages of the Bill are scheduled in the House of Commons on Monday 23 March 2020.
https://commonslibrary.parliament.uk/research-briefings/cbp-8857/
Source: House of Commons Library
Last updated: 23/03/20

Hospitals get ramped up for delivery of protective kit to staff fighting coronavirus
Millions more items of personal protective equipment (PPE) for frontline staff have been delivered to NHS services across the country in the last few days as part of the fight against coronavirus.
Source: NHS
Last updated: 23/03/2020

Offline: COVID-19—a reckoning
Analysis and opinion published in the Lancet.
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30669-3/fulltext
Source: Correspondence to journal
Last updated: 21/03/20


Coronavirus Bill: What is the sunset clause provision?
https://commonslibrary.parliament.uk/social-policy/health/coronavirus-bill-what-is-the-sunset-clause-provision/?mc_cid=cc903f2b38&mc_eid=f8bcef62e1&utm_campaign=cc903f2b38-EMAIL_CAMPAIGN_2020_03_21_08_00&utm_medium=email&utm_source=HOC%20Library%20-%20Research%20alerts&utm_term=0_a9da1c9b17-cc903f2b38-103729249
Source: House of Commons Library
Last updated: 20/03/20

Government pledges £2.9bn to vulnerable in COVID-19 battle
“Of the £2.9bn, £1.6bn will be used to enable local authorities to respond to other COVID-19 pressures across all the services they deliver, including stepping up support for the adult social care workforce and for services helping the most vulnerable, including homeless people.”
https://www.carehomeprofessional.com/breaking-news-government-pledges-2-9bn-to-vulnerable-in-covid-19-battle/
Source: Trade paper
Last updated: 19/03/2020
[image: ]
From: https://twitter.com/DHSCgovuk/status/1240722207778705417/photo/1

Covid-19: all non-urgent elective surgery is suspended for at least three months in England
HS hospitals in England have been told to suspend all non-urgent elective surgery for at least three months from 15 April to help the service deal with the covid-19 pandemic.
Trusts are also advised to urgently discharge inpatients who are medically fit to leave. In addition, the NHS will block-buy capacity in independent hospitals within the next fortnight to “expand critical care capacity to the maximum,” NHS bosses have said.
https://www.bmj.com/content/368/bmj.m1106
Source: Journal
Last updated: 18/03/20

Covid-19 exposes weaknesses in European response to outbreaks
Despite high level political commitment from the EU, the ongoing spread of covid-19 exposes important obstacles to developing a comprehensive European response to infectious disease outbreaks. Member states have long guarded their national responsibility for health services.3 There are provisions within European treaties for acting together on public health issues, but they are limited. While existing arrangements allow action on “serious cross border health threats,”4 the EU must respect member states’ autonomy in operating their own health systems.
https://www.bmj.com/content/368/bmj.m1075
Source: Journal
Last updated: 18/03/20	


BBC London Coronavirus care workers
Raises the issue of people who can’t access self-care or 111 independently and how they would self-isolate. Also the safety of care workers who work with these individuals.
https://www.youtube.com/watch?v=_CJksoRuGjs&feature=youtu.be
Source: BBC London TV
Last updated: 16/03/2020

CQC Routine inspections suspended in response to coronavirus outbreak
The letters, sent to providers today, expand on an update we sent on 4 March. The changes they describe include:
· stopping routine inspections from today
· a shift towards other, remote methods to give assurance of safety and quality of care
· some inspection activity in a small number of cases, for example where there are allegations of abuse
· giving extra support to registered managers in adult social care
https://www.cqc.org.uk/news/stories/routine-inspections-suspended-response-coronavirus-outbreak
Source: Care Quality Commission
Updated: 16/03/2020

We Need Strong Public Health Care to Contain the Global Corona Pandemic
Now is the time to take stock and to assess the responses of different countries to the outbreak so far. What we can learn from the global Corona pandemic so far is that strong public health systems have the resilience to address massive health threats with the collective responses they require. Privatization of health services and individualization of risks might further undermine our ability to address this and future global pandemics.
https://journals.sagepub.com/doi/10.1177/0020731420916725
Source: Journal
Last updated: 03/20
Coronavirus: Warning of spike in scams linked to crisis
https://www.bbc.co.uk/news/uk-51964507
Source: BBC
Last updated: 03/20
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COVID-19: guidance on shielding and protecting people defined on medical grounds as extremely vulnerable
Information for shielding and protecting people defined on medical grounds as extremely vulnerable from COVID-19
https://www.gov.uk/government/publications/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19	
Source: UK government
Last updated: 24/03/20

Considerations related to the safe handling of bodies of deceased persons with suspected or confirmed COVID-19
This document aims to support public health preparedness planning and response activities on the safe handling of bodies of deceased persons with suspected or confirmed COVID-19: at the site of death, during transport, storage and preparation before burial/cremation, and during burial/cremation.
https://www.ecdc.europa.eu/en/publications-data/considerations-related-safe-handling-bodies-deceased-persons-suspected-or
Source: European Union
Last updated: 23/03/20

Covid-19: doctors in final trimester of pregnancy should avoid direct patient contact
Women who are more than 28 weeks pregnant should avoid direct contact with patients—whether or not they could be infected with covid-19, says updated guidance. Those who are less than 28 weeks pregnant, however, can continue to work in patient facing roles provided they use the right personal protection equipment (PPE).
https://www.bmj.com/content/368/bmj.m1173.short?rss=1&utm_source=feedburner&utm_medium=feed&utm_campaign=Feed%3A+bmj%2Frecent+%28Latest+from+BMJ%29
Source: Journal
Last updated: 23/03/20

COVID-19: guidance on shielding and protecting people defined on medical grounds as extremely vulnerable 
Information for shielding and protecting people defined on medical grounds as extremely vulnerable from COVID-19.
https://www.gov.uk/government/publications/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19
Source: Public Health England
Last updated: 21/03/20

COVID-19: guidance on home care provision 
This guidance is aimed at local authorities, clinical commissioning groups (CCGs) and registered providers, who support and deliver care to people in their own homes, including community health services.
This guidance sets out key messages to support planning and preparation in the event of an outbreak or widespread transmission of COVID-19.
https://www.gov.uk/government/publications/covid-19-residential-care-supported-living-and-home-care-guidance/covid-19-guidance-on-home-care-provision
Source: UK government
Last updated: 19/03/20

COVID-19: guidance for supported living provision 
This guidance sets out key messages to support planning and preparation in the event of an outbreak or widespread transmission of COVID-19.
It is aimed at local authorities, clinical commissioning groups (CCGs), community health services and providers of care and support delivered within supported living environments (people in their own homes), including for people with mental health conditions, learning disabilities or autistic adults.
https://www.gov.uk/government/publications/covid-19-residential-care-supported-living-and-home-care-guidance/covid-19-guidance-for-supported-living-provision
Source: UK government
Updated: 19/03/20

COVID-19 and the consequences of isolating the elderly
As countries are affected by coronavirus disease 2019 (COVID-19), the elderly population will soon be told to self-isolate for “a very long time” in the UK, and elsewhere.
This attempt to shield the over-70s, and thereby protect over-burdened health systems, comes as worldwide countries enforce lockdowns, curfews, and social isolation to mitigate the spread of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2).
However, it is well known that social isolation among older adults is a “serious public health concern” because of their heightened risk of cardiovascular, autoimmune, neurocognitive, and mental health problems.
https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(20)30061-X/fulltext
Source: Peer Reviewed Journal
Last updated:  19/03/20

COVID-19: guidance on residential care provision

· Maintaining Services 
· If staff or residents have symptoms
· Minimising the Risk of Transmission
· PPE
· Support from NHS, local authority and central government
https://www.gov.uk/government/publications/covid-19-residential-care-supported-living-and-home-care-guidance/covid-19-guidance-on-residential-care-provision
Source: UK Government
Last updated: 19/03/20

New adult social care guidance to protect the most vulnerable against COVID-19 
Adults receiving social care will be better protected by new guidance for councils and care providers as the government works to delay the spread of COVID-19.
https://www.gov.uk/government/news/new-adult-social-care-guidance-to-protect-the-most-vulnerable-against-covid-19
Source: DHSC and PHE
Last updated: 13/03/20

Coronavirus action plan: a guide to what you can expect across the UK 
Recognising the respective roles and responsibilities of the UK government and devolved administrations, this document sets out what the UK as a whole has already done – and plans to do further – to tackle the current coronavirus outbreak, based on our wealth of experience dealing with other infectious diseases and our influenza pandemic preparedness work.
https://www.gov.uk/government/publications/coronavirus-action-plan/coronavirus-action-plan-a-guide-to-what-you-can-expect-across-the-uk
Source: UK government
Last updated: 3/03/20

Social care provider resilience during COVID-19: guidance to commissioners
Shared guidance to local authority commissioners from the Association of Directors of Adult Social Services (ADASS), the Local Government Association (LGA) and the Care Provider Alliance (CPA).
https://www.local.gov.uk/coronavirus-information-councils/social-care-provider-resilience-during-covid-19-guidance-commissioners
Source: NGO
Last updated: Unknown

Corona Virus – Older people
Advice from Dudley Metropolitan Council for older and vulnerable people and how they can look after themselves.
https://www.dudley.gov.uk/coronavirusolderpeople


Source: Local Authority
Last updated: unknown

Guidance for infection prevention and control in healthcare settings
· Routes of transmission
· Incubation and Infection Period
· How long COVID-19 survives in the environment



Source: Department of Health and Social Care and Public Health England
Last updated: Unknown

Data protection and coronavirus: what you need to know
FAQs. 
We know you might need to share information quickly or adapt the way you work. Data protection will not stop you doing that. It’s about being proportionate - if something feels excessive from the public’s point of view, then it probably is.
https://ico.org.uk/for-organisations/data-protection-and-coronavirus/
Source: NGO
Last updated: Unknown
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COVID-19: guidance for households with possible coronavirus infection
Current guidance translated into Arabic, Bengali, Traditional Chinese – Cantonese, Simplified Chinese – Mandarin, French, Guajarati, Polish, Portuguese, Punjabi, Urdu, Welsh and illustrated easy read.
https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance
Source: UK government
Updated: 24/03/20
Alternative Formats - Public Information Resources
https://campaignresources.phe.gov.uk/resources/campaigns/101/resources/5080
Alternative formats of the public health advice about how you can help stop the spread of viruses, like coronavirus (COVID-19), by practising good respiratory and hand hygiene.
https://campaignresources.phe.gov.uk/resources/campaigns/101/resources/5080
Source: Public Health England
Last updated: 17/03/20	
NHS Guidance Translated into 34 lanauages
https://www.doctorsoftheworld.org.uk/coronavirus-information/
English, Albanian, Amharic, Arabic, Armenian, Bengali, Bulgarian, Czech, Dari, Farsi, French, Gujarati, Greek, Hindi, Italian, Hungarian, Kurdish Sorani, Lithuanian, Malayalam, Portuguese, Simplified Chinese, Pashto, Polish, Portuguese, Punjabi, Russian, Romanian, Sindhi, Slovak, Spanish, Somali, Tigrinya, Turkish, Urdu, Vietnamese.
Source: Charity
Last updated: 16/03/20

MENCAP Easy Read Guide to COVID
https://www.mencap.org.uk/advice-and-support/health/coronavirus-covid-19
Source: Charity
Last updated: Unknown	
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European Commission Response to Coronavirus
The European Commission is coordinating a common European response to the outbreak of COVID-19. An Information portal and statistics dashboard.
https://ec.europa.eu/info/live-work-travel-eu/health/coronavirus-response_en?utm_source=some_EO&utm_medium=tw_organic&utm_campaign=COVID_response_EU
Source: European Commission
Last updated: Live updates

EPI-WIN: WHO information network for epidemics
From the WHO. EPI-WIN seeks to give everyone access to timely, accurate, and easy-to-understand advice and information from trusted sources on public health events and outbreaks: currently the COVID-19 public health emergency.
Source: International Organisation
Last updated: Live updates

COVID Google Dashboard
Google dashboard containing information, guidance and statistics.
https://www.google.com/covid19/
Source: Google
Last updated: Live updates#Caregivers, clean AND disinfect frequently touched surfaces – like doorknobs, light switches, countertops, handles, phones, faucets, and more – daily to help you and the cancer patient you care for stay healthy: http://bit.ly/HighRiskCOVID19  #COVID19 #HighRiskCOVID19

An interactive web-based dashboard to track COVID-19 in real time
The dashboard, first shared publicly on Jan 22, illustrates the location and number of confirmed COVID-19 cases, deaths, and recoveries for all affected countries. It was developed to provide researchers, public health authorities, and the general public with a user-friendly tool to track the outbreak as it unfolds.
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30120-1/fulltext
Source: Peer reviewed journal
Last updated: 19/02/20
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Protection

COVID-19: protecting health-care workers
As the pandemic accelerates, access to personal protective equipment (PPE) for health workers is a key concern. Medical staff are prioritised in many countries, but PPE shortages have been described in the most affected facilities. Some medical staff are waiting for equipment while already seeing patients who may be infected or are supplied with equipment that might not meet requirements. Alongside concerns for their personal safety, health-care workers are anxious about passing the infection to their families. Health-care workers who care for elderly parents or young children will be drastically affected by school closures, social distancing policies, and disruption in the availability of food and other essentials.
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30644-9/fulltext
Source: Journal	
Last updated: 21/03/20

Protecting health-care workers from subclinical coronavirus infection
Health-care workers face an elevated risk of exposure to infectious diseases, including the novel coronavirus (COVID-19) in China. It is imperative to ensure the safety of healthcare workers not only to safeguard continuous patient care but also to ensure they do not transmit the virus. COVID-19 can spread via cough or respiratory droplets, contact with bodily fluids, or from contaminated surfaces.


Source: Peer reviewed journal
Last updated: 13/02/20


Epidemiology

Evidence of initial success for China exiting COVID-19 social distancing policy after achieving containment
In response to the fast-growing epidemic, China imposed strict social distancing in Wuhan on 23 January 2020 followed closely by similar measures in other provinces. At the peak of the outbreak in China (early February), there were between 2,000 and 4,000 new confirmed cases per day. For the first time since the outbreak began there have been no new confirmed cases caused by local transmission in China reported for five consecutive days up to 23 March 2020.
https://www.imperial.ac.uk/mrc-global-infectious-disease-analysis/news--wuhan-coronavirus/
Source: UK University
Last updated: 24/03/20

COVID-19 in Europe: the Italian lesson
All other European countries appear to be in a similar situation, with just a short time-lag of a couple of weeks (figure). We urge all countries to acknowledge the Italian lesson and to immediately adopt very restrictive measures to limit viral diffusion, ensure appropriate health-system response, and reduce mortality, which appears to be higher than previously estimated, with a crude case-fatality rate of almost 4%.
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30690-5/fulltext
Source: Peer reviewed journal
Last updated: 24/03/20


Considerations relating to social distancing measures in response to COVID-19 – second update
Social distancing is an action taken to minimise contact with other individuals; social distancing measures comprise one category of non-pharmaceutical countermeasures (NPCs)1 aimed at reducing disease transmission and thereby also reducing pressure on health services.
This document builds upon existing ECDC documents, including guidelines for the use of non-pharmaceutical measures to delay and mitigate the impact of 2019-nCoV, a rapid risk assessment: outbreak of novel coronavirus disease – 6th update, a technical report on the use of evidence in decision-making during public health emergencies, and a guidance document on community engagement for public health events caused by communicable disease threats in the EU/EEA.
https://www.ecdc.europa.eu/en/publications-data/considerations-relating-social-distancing-measures-response-covid-19-second
Source: European Union
Last updated: 23/03/20

Canada and COVID-19: learning from SARS
In an exclusive interview with The Lancet, David Naylor, one of Canada's leading experts on pandemic control, says Canada's response to coronavirus disease 2019 (COVID-19) is vastly benefiting from the country's experience with a 2003 epidemic of severe acute respiratory syndrome (SARS) that killed 44 Canadians.
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30670-X/fulltext
Source: Peer Reviewed Journal
Last updated: 21/03/20

Use of antiviral drugs to reduce COVID-19 transmission
Our objective is to evaluate the reduction in transmissibility of SARS-CoV-2 and in disease progression among the contacts of an index case. The design intervention is based on the design used during the Ebola ça Suffit vaccination trial for Ebola in 2015.
Source: Peer reviewed journal
Last updated: 19/03/20

Prolonged presence of SARS-CoV-2 viral RNA in faecal samples
Respiratory transmission is still the primary route for SARS-CoV-2 and evidence is not yet sufficient to develop practical measures for the group of patients with negative respiratory tract sample results but positive faecal samples. Further research into the viability and infectivity of SARS-CoV-2 in faeces is required.
https://www.thelancet.com/journals/langas/article/PIIS2468-1253(20)30083-2/fulltext
Source: Journal
Last updated: 19/03/20 

Guidance on social distancing for everyone in the UK and protecting older people and vulnerable adults
Advice on who should practice social distancing and how:
https://www.gov.uk/government/publications/covid-19-guidance-on-social-distancing-and-for-vulnerable-people/guidance-on-social-distancing-for-everyone-in-the-uk-and-protecting-older-people-and-vulnerable-adults
Source: UK Government
Last updated: 19/03/20


The possibility of COVID‐19 transmission from eye to nose
It has been confirmed that COVID‐19 is mainly transmitted through both respiratory droplets and direct contact. Aerosols are another possible transmission route requiring attention. In February 2020, a report in The Lancet raised the issue that ocular surfaces may be a potential target for SARS‐CoV‐2 invasion.
https://onlinelibrary.wiley.com/doi/full/10.1111/aos.14412
Source: Journal
Last updated: 18/03/20
Covid-19 and community mitigation strategies in a pandemic
No specific drugs or vaccines are available, and health systems are overburdened everywhere. We have to rely on targeted, non-coercive, community interventions with sufficient transparency and public engagement and trust, and implement them urgently. Such measures may help delay the exponential spread of the outbreak until drugs become available. Transparency and trust are critical to preserving a calm and compliant response to mitigation advice among the public.
https://www.bmj.com/content/368/bmj.m1066
Source: Journal
Last updated: 17/03/20

Epidemiology, causes, clinical manifestation and diagnosis, prevention and control of coronavirus disease (COVID-19) during the early outbreak period: a scoping review.
A scoping review was conducted following the methodological framework suggested by Arksey and O'Malley. In this scoping review, 65 research articles published before 31 January 2020 were analyzed and discussed to better understand the epidemiology, causes, clinical diagnosis, prevention and control of this virus.
https://www.ncbi.nlm.nih.gov/pubmed/32183901
Source: Peer reviewed journal
Last updated: 17/03/20	
Potential impact of seasonal forcing on a SARS-CoV-2 pandemic 
Here, we explore how seasonal variation in transmissibility could modulate a SARS-CoV-2 pandemic. Data from routine diagnostics show a strong and consistent seasonal variation of the four endemic coronaviruses (229E, HKU1, NL63, OC43) and we parameterise our model for SARS-CoV-2 using these data. The model allows for many subpopulations of different size with variable parameters. Simulations of different scenarios show that plausible parameters result in a small peak in early 2020 in temperate regions of the Northern Hemisphere and a larger peak in winter 2020/2021. Variation in transmission and migration rates can result in substantial variation in prevalence between regions.
https://smw.ch/article/doi/smw.2020.20224
Source: Journal
Last updated: 16/03/20

Real estimates of mortality following COVID-19 infection
[image: ]
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30195-X/fulltext
Source: Peer reviewed journal
Last updated: 12/03/20

Interventions to mitigate early spread of SARS-CoV-2 in Singapore: a modelling study
We adapted an influenza epidemic simulation model to estimate the likelihood of human-to-human transmission of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) in a simulated Singaporean population. Using this model, we estimated the cumulative number of SARS-CoV-2 infections at 80 days, after detection of 100 cases of community transmission, under three infectivity scenarios (basic reproduction number [R0] of 1·5, 2·0, or 2·5) and assuming 7·5% of infections are asymptomatic.
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30162-6/fulltext
Source: Peer reviewed journal
Last updated: Unknown


Infection Control
COVID-19 Guidance for infection prevention and control in healthcare settings


Source: PHE and other NGOs
Last updated: Unknown



Research and Testing

Covid-19: UK government calls on industry to help boost testing capacity to 25 000 people a day
As many as 25 000 people a day will be tested for covid-19 in NHS hospitals within weeks in a push to increase capacity, the government has said.
Source: Journal
Last updated: 26/03/20	

Early in the epidemic: impact of preprints on global discourse about COVID-19 transmissibility
For the past three decades, preprint servers have become commonplace in the scientific publication ecosystem, and COVID-19 has prompted a seemingly unprecedented use of these platforms.
Although peer-review is crucial for the validation of science, the ongoing outbreak has showcased the speed with which preprints can disseminate information during emergencies.
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(20)30113-3/fulltext
Source: Peer reviewed journal
Last updated: 24/03/20

Clinical features and obstetric and neonatal outcomes of pregnant patients with COVID-19 in Wuhan, China: a retrospective, single-centre, descriptive study
The maternal, fetal, and neonatal outcomes of patients who were infected in late pregnancy appeared very good, and these outcomes were achieved with intensive, active management that might be the best practice in the absence of more robust data. The clinical characteristics of these patients with COVID-19 during pregnancy were similar to those of non-pregnant adults with COVID-19 that have been reported in the literature.
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30176-6/fulltext
Source: Peer reviewed journal 
Last updated: 24/03/20
COVID-19 in a patient with chronic lymphocytic leukaemia
Since the outbreak of coronavirus disease 2019 (COVID-19) first began in Wuhan, China, in December, 2019, the viral epidemic has quickly engulfed China. Here we describe a case of a patient with chronic lymphocytic leukaemia with COVID-19.
https://www.thelancet.com/journals/lanhae/article/PIIS2352-3026(20)30074-0/fulltext
Source: Peer reviewed journal
Last updated: 04/20 (pre-pub)

Viral dynamics in mild and severe cases of COVID-19
We previously reported that the viral load of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) peaks within the first week of disease onset.Findings from Feb, 2020, indicated that the clinical spectrum of this disease can be very heterogeneous. Here, we report the viral RNA shedding patterns observed in patients with mild and severe COVID-19.
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30232-2/fulltext
Source: Peer reviewed journal
Last updated: 19/03/20
Clinical course and risk factors for mortality of adult inpatients with COVID-19 in Wuhan, China: a retrospective cohort study
In this retrospective, multicentre cohort study, we included all adult inpatients (≥18 years old) with laboratory-confirmed COVID-19 from Jinyintan Hospital and Wuhan Pulmonary Hospital (Wuhan, China) who had been discharged or had died by Jan 31, 2020. Demographic, clinical, treatment, and laboratory data, including serial samples for viral RNA detection, were extracted from electronic medical records and compared between survivors and non-survivors. We used univariable and multivariable logistic regression methods to explore the risk factors associated with in-hospital death.
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30566-3/fulltext
Source: Peer reviewed journal
Last updated: 11/03/20

Persistence of coronaviruses on inanimate surfaces and their inactivation with biocidal agents
Currently, the emergence of a novel human coronavirus, SARS-CoV-2, has become a global health concern causing severe respiratory tract infections in humans. Human-to-human transmissions have been described with incubation times between 2-10 days, facilitating its spread via droplets, contaminated hands or surfaces.
https://www.journalofhospitalinfection.com/article/S0195-6701(20)30046-3/abstract
Source: Journal
Last updated:  03/20

Pharmacology

SCIO briefing on TCM's important role and a list of effective drugs in COVID-19 prevention and control
http://www.china.org.cn/china/2020-03/25/content_75857989.htm
Source: Chinese state broadcasting
Last updated: 25/03/20

Management of pregnant women infected with COVID-19
With immunocompromised status and physiological adaptive changes during pregnancy, pregnant women could be more susceptible to COVID-19 infection than the general population. As COVID-19 is rapidly spreading, maternal management and fetal safety become a major concern, but there is scarce information of assessment and management of pregnant women infected with COVID-19, and the potential risk of vertical transmission is unclear. In The Lancet Infectious Diseases, Nan Yu and colleagues report the clinical features and obstetric and neonatal outcomes of pregnancy with COVID-19 pneumonia in Wuhan, China. Seven pregnant women with COVID-19 pneumonia were assessed and the onset symptoms were similar to those reported in non-pregnant adults with COVID-19.
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30191-2/fulltext
Source: Peer reviewed journal
Last updated: 24/03/20

Immunosuppression for hyperinflammation in COVID-19: a double-edged sword?
The authors hypothesise that approaches such as corticosteroids or Janus kinase (JAK) inhibitors could be considered if hyperinflammation is present.
Broad immunosuppression in patients with overwhelming viral illness might be inadvisable. Beneficial anti-inflammatory effects should be weighed up against the potentially detrimental effects of inhibiting anti-viral immunity, thereby delaying virus clearance and perpetuating illness.
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30691-7/fulltext
Source: Peer reviewed journal
Last updated: 24/03/20
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From: https://www.nhs.uk/conditions/coronavirus-covid-19/self-isolation-advice/
Last updated: 19/03/20

Should patients stop their biologic treatment during the COVID-19 pandemic
At this point, there is no specific clinical data on COVID-19 in patients with dermatologic disease or on biologics. While guidelines and package inserts suggest that biologics are contraindicated in case of clinically important active infections, these guides do not recommend stopping treatment because of potential infection risks in the community. Moreover, there does not seem to be evidence that TNF-α inhibition will increase the risk of SARS-CoV-2 infection, specifically. In seasonal influenza and H1N1 influenza, patients on an anti-TNF agents have a similar risk of infection compared with the general population.
https://www.tandfonline.com/doi/full/10.1080/09546634.2020.1742438
Source: Journal
Last updated: 19/03/20

The possibility of COVID‐19 transmission from eye to nose
Combined with all this information, we assert that, when coming into contact with confirmed or suspected cases of COVID‐19, healthcare workers should wear eye safety goggles. This should become one of the critical measures for preventing the spread of COVID‐19. The authors hope this topic is helpful for work in the outbreak area.
https://onlinelibrary.wiley.com/doi/full/10.1111/aos.14412
Source: Journal
Last updated: 18/03/20

Is nicotine exposure linked to cardiopulmonary vulnerability to COVID‐19 in the general population?
Here, we focus on those individuals who have been exposed to nicotine prior to their exposure to the virus. We predict that these individuals are “primed” to be at higher risk because nicotine can directly impact the putative receptor for the virus (ACE2) and lead to deleterious signaling in lung epithelial cells.
https://febs.onlinelibrary.wiley.com/doi/abs/10.1111/febs.15303
Source: Viewpoint from journal
Last updated: 18/03/20

The Emerging Pandemic of Coronavirus: The Urgent Need for Public Health Leadership
Surveillance of communicable diseases of national importance was first defined by Langmuir as the critical watchfulness over the distribution and trends of incidence through the systematic collection, consolidation, and regular dissemination of data to all who need to know.Since that time, as noted by Henderson, surveillance systems have increased in number and sophistication with advances in data collection, analysis, and communication. 
https://www.amjmed.com/article/S0002-9343(20)30207-2/fulltext
Source: Journal
Last Updated: 18/03/20

COVID-19: consider cytokine storm syndromes and immunosuppression
All patients with severe COVID-19 should be screened for hyperinflammation using laboratory trends (eg, increasing ferritin, decreasing platelet counts, or erythrocyte sedimentation rate) and the HScore  to identify the subgroup of patients for whom immunosuppression could improve mortality. Therapeutic options include steroids, intravenous immunoglobulin, selective cytokine blockade (eg, anakinra or tocilizumab) and JAK inhibition.
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30628-0/fulltext
Source: Peer reviewed journal
Last updated: 16/03/20


Are patients with hypertension and diabetes mellitus at increased risk for COVID-19 infection?
We suggest that patients with cardiac diseases, hypertension, or diabetes, who are treated with ACE2-increasing drugs, are at higher risk for severe COVID-19 infection and, therefore, should be monitored for ACE2-modulating medications, such as ACE inhibitors or ARBs.
https://www.thelancet.com/journals/lanres/article/PIIS2213-2600(20)30116-8/fulltext
Source: Peer reviewed journal
Last updated: 11/03/20

Should biologics for psoriasis be interrupted in the era of COVID-19?
With daily media warnings of a looming pandemic, physicians are understandably concerned about immunosuppressive or immunomodulating effects that might render patients on biologic therapies more susceptible to COVID-19 infection. At this early stage, we do not have specific data about susceptibility to the virus, but we have data on infectious complications for biologic therapies from their pivotal trials for psoriasis.
Source: Journal
Last updated: 6/03/20
Radiotherapy in the time of the Coronavirus pandemic: when less is better.
https://www.ncbi.nlm.nih.gov/pubmed/32199942?dopt=Abstract
In addition to the challenge of containing the spread of COVID-19, the hospital management of infected patients remains a major burden for the health care system. Though not in the front line in fighting the disease, radiation oncologists are nevertheless directly impacted by this situation.First, radiation oncology departments, as other hospital departments, have to face staff shortage due to quarantine holding and requisitioning. Second, cancer patients treated in radiation oncology departments are often frail and immunocompromised and at risk of being severely affected if infected by COVID-19. The more time they spend in hospitals and public environment the more they are likely to be infected and/or to spread COVID-19.
https://www.ncbi.nlm.nih.gov/pubmed/32199942?dopt=Abstract
Source: Journal 
Last updated: 03/20

[bookmark: Palliative][bookmark: LocalInformation]Palliative Care
European Association for Palliative Care
Advice and experience from European partners. Including useful resources.
https://www.eapcnet.eu/publications/coronavirus-and-the-palliative-care-response
Source: Multi-national association
Last updated: Unknown
Coronavirus Guidance (COVID-19) from Hospice UK
Hospice UK has brought together links to official guidance and resources to provide information for people about the current outbreak of Coronavirus in the UK. We also have links to statements given by hospices in response.
Source: Charity
Last updated: Unknown

Palliative care and COVID-19
We are sharing here some observations based on a rapid, non-systematic review of key literature on palliative care in pandemic and related contexts, such as humanitarian disasters of various kinds. We try to highlight some of the issues that require consideration. In doing so we want to contribute to the rapidly developing dialogue about COVID-19 and palliative care, which is occurring between service providers, researchers, community groups and others wishing to pool knowledge and information in the interests of informed strategies and collective action.
http://endoflifestudies.academicblogs.co.uk/palliative-care-and-covid-19/
Source: UK University
Last updated: 19/03/20

The challenge of providing holistic care in a viral epidemic: opportunities for palliative care 
Dealing with a novel viral epidemic creates spiritual and psychosocial issues similar to those encountered in a palliative care practice. Palliative care workers would do well to be aware of such issues and act proactively when such epidemics arise.
https://journals.sagepub.com/doi/abs/10.1191/0269216304pm859oa
Source: Journal
Last updated: January 2004

Local Information
Dudley CVS COVID-19 Community Action and Support 
DudleyCVS has been asked to lead on co-ordinating the community response to COVID-19 in Dudley borough, working with existing voluntary and community groups and the volunteer centre and connecting people that need support to assets in their local community.
http://dudleycvsreview.org/covid-19-community-action-and-support/
Source: Voluntary Organisation
Last updated: Unknown
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 ADVICE FOR SUSTAINING STAFF WELLBEING IN CRITICAL CARE DURING AND BEYOND COVID-19


Source: Professional body
Last Updated: Unknown

Mental Health Strategies to Combat the Psychological Impact of COVID-19 Beyond Paranoia and Panic.
https://www.ncbi.nlm.nih.gov/pubmed/32200399
Source: Journal
Last updated: 23/03/20

Social Isolation - How to Help Patients be Less Lonely
Diagnosis and management of social isolation.
https://patient.info/doctor/Social-Isolation-How-to-Help-Patients-be-Less-Lonely
Source: Healthcare partner
Last updated: 28/12/16

Coping with COVID stress
Tips for coping with COVID19 stress from a MSF psychiatrist
https://twitter.com/MSF/status/1240699557308248068
Source: Charity
Last updated: 19/03/20

Covid-19: Home based exercise activities could help during self isolation
We believe that what is lacking from the current advice, and the behavioural changes considered for the public, is the possibility to harness pre-exposure conditioning as a positive way to help our fellow human beings prepare physically and psychologically for infection and its sequelae. [1] Prior to anticipated medical stresses such as elective surgery or pregnancy, standard advice is to optimise physical fitness. [2] This is particularly pertinent since the covid-19 quarantine-like measures may appear to be favouring a more sedentary approach with individuals waiting indoors, hoping to avoid the perceived inevitable infection. [3] 
https://blogs.bmj.com/bmj/2020/03/16/covid-19-home-based-exercise-activities-could-help-during-self-isolation/
Source: Peer reviewed journal
Last updated: 16/03/20

Physical activity guidelines for older adults
Older adults should do some type of physical activity every day. Any type of activity is good for you. The more you do the better.
https://www.nhs.uk/live-well/exercise/physical-activity-guidelines-older-adults/
Source: NHS
Last updated: 8/10/19
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COVID-19 Health, safety and wellbeing
Preserving and protecting the health, safety and wellbeing of staff is critical for NHS organisations as they respond to the COVID-19 outbreak.
https://www.nhsemployers.org/covid19/health-safety-and-wellbeing
Source: NHS Confederation
Last updated: Unknown

Key Worker Information
This includes but is not limited to doctors, nurses, midwives, paramedics, social workers, care workers, and other frontline health and social care staff including volunteers; the support and specialist staff required to maintain the UK’s health and social care sector; those working as part of the health and social care supply chain, including producers and distributers of medicines and medical and personal protective equipment.
https://www.gov.uk/government/publications/coronavirus-covid-19-maintaining-educational-provision/guidance-for-schools-colleges-and-local-authorities-on-maintaining-educational-provision
Source: UK Government
Last updated: 19/03/20

Guidance for employers and businesses on coronavirus (COVID-19)
https://www.gov.uk/government/publications/guidance-to-employers-and-businesses-about-covid-19/guidance-for-employers-and-businesses-on-coronavirus-covid-19
Source: UK Government
Last updated: 20/03/20

Coronavirus (COVID-19): your rights (GMB)
https://www.gmb.org.uk/coronavirus-covid-19-your-rights

Coronavirus: your rights at work (Unison)
Last updated: Unknown
Source: Trade union
https://www.unison.org.uk/coronavirus-rights-work/
Last updated: 20/03/20
Source: Trade union

COVID Rapid Response

[image: ‘A single action from one person can be the difference between life and death for another, and simple acts of kindness are going to make all the difference in keeping some of the most vulnerable people well and out of hospital.’ — Dr Nikki Kanani]
https://www.nhsprofessionals.nhs.uk/rapid-response
Source: NHS
Last updated: Unknown

Training

Free COVID-19 e-learning programme
Health Education England e-Learning for Healthcare (HEE e-LfH) has created an e-learning programme in response to COVID-19.
The programmes are free to access for the entire UK health and care workforce, including those working in the NHS, the independent sector and social care.
https://www.nhsemployers.org/news/2020/03/covid%2019%20elearning
Source: Health Education England
Updated: 24/03/20
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COVID Myth-busting Thread
Twitter thread by blue-ticked US medic.
https://twitter.com/faheemyounus/status/1241812326019485698
Source: Blue ticked US medic
Last updated: 22/03/20

Coronavirus disease 2019: the harms of exaggerated information and non‐evidence‐based measures
The evolving coronavirus disease 2019 (COVID‐19) pandemic is certainly cause for concern. Proper communication and optimal decision‐making is an ongoing challenge, as data evolve. The challenge is compounded, however, by exaggerated information. This can lead to inappropriate actions. It is important to differentiate promptly the true epidemic from an epidemic of false claims and potentially harmful actions.
Source: Journal
Last updated: 19/03/20

Coronavirus: the spread of misinformation
There has been a global rise recently in the spread of misinformation that has plagued the scientific community and public. Disconnect between scientific consensus and members of the public on topics such as vaccine safety, the shape of the earth, or climate change has existed for a number of years. However, this has progressively worsened as society has become further divided in the political climate of today. In turn, it has created an optimal environment for antiscience groups to gain footing and propagate their false theories and information. The public health crisis emerging due to the coronavirus (COVID-19) is also now beginning to feel the effects of misinformation.
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-020-01556-3
Source: Journal
Last updated: 18/03/20	

COVID-19: coronavirus myths debunked
Coronavirus disease 2019: the harms of exaggerated information and non‐evidence‐based measures
The evolving coronavirus disease 2019 (COVID‐19) pandemic1 is certainly cause for concern. Proper communication and optimal decision‐making is an ongoing challenge, as data evolve. The challenge is compounded, however, by exaggerated information. This can lead to inappropriate actions. It is important to differentiate promptly the true epidemic from an epidemic of false claims and potentially harmful actions.
https://onlinelibrary.wiley.com/doi/abs/10.1111/eci.13222
Source: Peer reviewed journal
Last updated: 19/03/20

Coronavirus disease (COVID-19) advice for the public: Myth busters
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/advice-for-public/myth-busters
Source: World Health Organization
Last updated: unknown
[image: ]
From: https://www.who.int/emergencies/diseases/novel-coronavirus-2019/advice-for-public/myth-busters

Q&A: Similarities and differences – COVID-19 and influenza
As the COVID-19 outbreak continues to evolve, comparisons have been drawn to influenza. Both cause respiratory disease, yet there are important differences between the two viruses and how they spread. This has important implications for the public health measures that can be implemented to respond to each virus.
https://www.who.int/news-room/q-a-detail/q-a-similarities-and-differences-covid-19-and-influenza
Source: World Health Organization
Last updated: 17/03/20
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Coronavirus advice for 
older or vulnerable people 
What can vulnerable people do to look after themselves and 
protect others from coronavirus (COVID-19)? 
Coronavirus may feel daunting, especially for older people. Everyone is asked to reduce their social contacts (social 
distancing) to help slow the spread of the virus. This particularly applies to people aged over 70, anyone with long-term 
health problems and those who are pregnant. This means reducing face to face contact you have with other people, such as 
avoiding group gatherings in public places, visitors at home and using less public transport. People are advised to work from 
home where possible.


People who have coronavirus symptoms are asked to self-isolate to protect others. Symptoms are either a new continuous 
cough (coughing repeatedly) or a high temperature where you feel hot to touch on your chest or back. If you have 
symptoms, stay at home for 7 days. If you live with other people, they should stay at home for 14 days from the day the first 
person got symptoms. This means completely avoiding work, school, other public places and not using public transport or 
taxis. This also means asking others to help buy food and other essentials. You can go outside for the purpose of exercise 
but keep a safe distance between yourself and others.


An army of people and services are working around the clock to support older and vulnerable people and put new measures 
in place to ensure that no vulnerable person in our community is left unsupported.  


If you are self-isolating:
•	 Make sure you keep a stock of your medication and make sure you order repeat prescriptions before you run out
•	 Keep warm and keep the heating on if necessary 
•	 If you are able, try to keep active and move around
•	 Eat and drink regularly, to stay hydrated 
•	 Don’t be afraid to ask people for help - ask family, friends and neighbours to get supplies for you
•	 Keep in touch with people by talking to family and friends on the telephone or via social media 


How you can help someone who is self-isolating:
•	 Offer to pick up food, other supplies and prescriptions and leave them on their doorstep. If you must enter someone’s 


home please keep a distance of a minimum of two metres or three good steps away from them 
•	 Help someone to set up an online delivery service or do a shop on their behalf 
•	 If someone doesn’t have access to the internet at home, check the latest information and update them 


If you are feeling anxious or know someone who is worried about coronavirus, please visit 
www.dudley.gov.uk/coronavirusolderpeople  where information and guidance can be found.  


Remember to:
•	 Wash your hands regularly and thoroughly using soap and water for at least 20 seconds at a time 
•	 Cover your nose and mouth with a tissue when you cough and throw it away immediately www.dudley.gov.uk/coronavirusolderpeople


Dudley Council is monitoring the situation closely and co-ordinating with Public Health England


Appeal for volunteers
Voluntary groups and community-minded individuals are mobilising throughout Dudley borough to help older or 
vulnerable people who are already, or preparing to, self-isolate due to coronavirus.


Dudley Council for Voluntary Services is leading the community response in Dudley borough and will be 
working in partnership with Dudley Council including public health colleagues, the police, fire service and NHS. 
Over coming days and weeks community action will be coordinated in order to support vulnerable people. 


People and community groups are being asked to come forward and register their interest if they 
can spare time to help provide support in the future. 
To register or find out more go to http://dudleycvsreview.org/


Please do not go to your doctor or a hospital to be tested
Call NHS 111 or visit www.111.nhs.uk if symptoms persist for longer than 7 days


Catch it, bin it, kill it!


There are practical things we can do as individuals, as neighbours 
and in our communities to help each other:   


Other helpful numbers:
Dudley Council Plus 0300 555 2345 
Access to adult social care helpline 0300 555 0055 
Dudley Carers Hub 01384 818723 (for people caring for an older or vulnerable family member or friend)


Dedicated helpline for vulnerable people 01384 465375 


Care homes and adult social care support 
Dudley Council’s care workers are continuing to work as normal and people who receive adult social care will continue 
to have those visits.


A number of care homes, gateways, networks and centres have already closed to customers and visitors. Building 
access, closures and changes to opening times are happening on a daily basis so please make sure you visit the 
council’s website to find out the very latest information.  


Food banks 
People are urged to donate to their local food banks if they can. 


Pleased to meet you helpline 01384 812761
If you are feeling lonely or isolated you can call the helpline Monday to Friday, 9am-4pm for a regular friendly chat and to 
find out about help in the local area, including help with arranging for grocery or medicine supplies to be dropped off to you.
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1. Introduction  


This document outlines the infection prevention and control advice for healthcare workers 


involved in receiving, assessing and caring for patients who are a possible or confirmed case of 


COVID-19.  It is based on the best evidence available from previous pandemic and inter-


pandemic periods and focuses on the infection prevention and control aspects of this disease 


only, recognising that a preparedness plan will consider other counter measures.  


The infection prevention and control advice in this document is considered good practice in 


response to this COVID-19 pandemic.   


N.B. The emerging evidence base on COVID-19 is rapidly evolving. Further updates may 


be made to this guidance as new detail or evidence emerges.    


1.1 Scope and purpose  


This document provides guidance and information on infection prevention and control 


procedures to inform and advise local healthcare planning for COVID-19. This guidance has 


been written for the NHS, but the infection prevention and control principles apply to other 


settings where healthcare is delivered. It is issued jointly by the Department of Health and 


Social Care (DHSC), Public Health Wales (PHW), Public Health Agency (PHA) Northern 


Ireland, Health Protection Scotland (HPS) and Public Health England as official guidance.  


Whilst this guidance seeks to ensure a consistent and resilient UK wide approach, some 


differences in operational details and organisational responsibilities may apply in Northern 


Ireland, England, Wales and Scotland.  
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2. Transmission characteristics of COVID-


19 and principles of infection prevention 


and control 


2.1 Routes of transmission 


Infection control advice is based on the reasonable assumption that the transmission 


characteristics of COVID-19 are similar to those of the 2003 SARS-CoV outbreak. The initial 


phylogenetic and immunologic similarities between COVID-19 and SARS-CoV can be 


extrapolated to gain insight into some of the epidemiological characteristics. The transmission 


of COVID-19 is thought to occur mainly through respiratory droplets generated by coughing and 


sneezing, and through contact with contaminated surfaces.1  The predominant modes of 


transmission are assumed to be droplet and contact.  For SARS-CoV, evidence suggests that 


use of both respirators and surgical face masks offer a similar level of protection, both 


associated with up to an 80% reduction in risk of infection.2 During AGPs there is an increased 


risk of aerosol spread of infectious agents irrespective of the mode of transmission (contact, 


droplet, or airborne) (Section 6.5 AGPs), and airborne precautions must be implemented when 


performing AGPs, including those carried out on a suspected or confirmed case of COVID-19.  


In light of the above, the Department of Health and Social Care’s New and Emerging 


Respiratory Virus Threat Assessment Group (NERVTAG) have recommended that airborne 


precautions should be implemented at all times in clinical areas considered AGP ‘hot spots’ e.g. 


Intensive Care Units (ICU), Intensive Therapy Units (ITU) or High Dependency Units (HDU) that 


are managing COVID-19 patients (unless patients are isolated in a negative pressure isolation 


room/or single room, where only staff entering the room need wear a respirator).  


In other areas a fluid-resistant (Type IIR) surgical mask (FRSM) is recommended; all general 


ward staff, community, ambulance and social care staff should wear an FRSM for close patient 


contact (within 1 metre), unless performing an AGP, when a filtering face piece (class 3) (FFP3) 


respirator, eye protection, a disposable long sleeved gown and gloves should be worn.  


Initial research has identified the presence of live COVID-19 virus in the stools and conjunctival 


secretions of confirmed cases.1  All secretions (except sweat) and excretions, including 
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diarrhoeal stools from patients with known or suspected COVID-19, should be regarded as 


potentially infectious. 


2.2 Incubation and infectious period 


Assessment of the clinical and epidemiological characteristics of SARS-CoV-2 cases suggests 


that, similar to SARS-CoV, patients will not be infectious until the onset of symptoms.  In most 


cases, individuals are usually considered infectious while they have symptoms; how infectious 


individuals are, depends on the severity of their symptoms and stage of their illness. The median 


time from symptom onset to clinical recovery for mild cases is approximately 2 weeks and is 3-6 


weeks for severe or critical cases.3  There have been case reports that suggest infectivity 


during the asymptomatic period, with one patient found to be shedding virus before the onset of 


symptoms.4  Further study is required to determine the actual occurrence and impact of 


asymptomatic transmission.   


Precautions in section 5: Standard Infection Control Precautions (SICPs) and section 6: 


Transmission Based Precautions (TBPs) should remain in place until symptoms resolve.  


From international data, the balance of evidence is that infectivity has significantly reduced 7 


days after the onset of symptoms.  


2.3 Survival in the environment 


Human coronaviruses can survive on inanimate objects and can remain viable for up to 5 days 


at temperatures of 22-25°C and relative humidity of 40-50% (which is typical of air-conditioned 


indoor environments).1  Survival on environmental surfaces is also dependent on the surface 


type.1  Extensive environmental contamination may occur following an aerosol generating 


procedure (AGP). The rate of clearance of aerosols in an enclosed space is dependent on the 


extent of any mechanical/natural ventilation – the greater the number of air changes per hour 


(ventilation rate), the sooner any aerosol will be cleared.5 The time required for clearance of 


aerosols, and thus the time after which the room can be entered without a filtering face piece 


(class 3) (FFP3) respirator, can be determined by the number of air changes per hour (ACH) as 


outlined in WHO guidance; in general wards and single rooms there should be a minimum of 6 


air changes per hour, in negative-pressure isolation rooms there should be a minimum of 12 air 


changes per hour.6 Where feasible, environmental  decontamination should be performed when 


it is considered appropriate to enter the room/area without an FFP3 respirator. A single air 
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change is estimated to remove 63% of airborne contaminants, after 5 air changes less than 1% 


of airborne contamination is thought to remain.7 A minimum of 20 minutes i.e. 2 air changes, in 


hospital settings where the majority of these procedures occur is considered pragmatic. 


The precautions described in section 5.2: Hand hygiene and section 6.6: Management of 


patient care environment and equipment should be followed.    
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3. Organisational preparedness for 


preventing and controlling COVID-19 


Limiting transmission of COVID-19 in the healthcare setting requires a range of infection 


prevention and control measures which can be considered as a hierarchy of controls. 


Administrative controls are implemented at an organisational level (e.g. the design and use of 


appropriate processes, systems and engineering controls, and provision and use of suitable 


work equipment and materials) to help prevent the introduction of infection and to control and 


limit the transmission of infection in healthcare. The control of exposure at source, including 


adequate ventilation systems and effective environmental decontamination will physically 


reduce exposure to infection. Employers are under a legal obligation – under control of 


substances hazardous to health (COSHH) – to adequately control the risk of exposure to 


hazardous substances where exposure cannot be prevented. The provision and use of personal 


protective equipment (PPE), including respiratory protective equipment (RPE), will protect staff, 


patients and visitors. Employees have an obligation to make full and proper use of any control 


measures, including PPE, provided by their employer. The principles below are listed as a 


hierarchy of infection prevention and control measures at a local hospital/ward level. (Note that 


this list is not exhaustive but includes key principles and illustrates a useful approach to 


preventing and controlling COVID-19). 


Hierarchy of Control measures: 


● Early recognition/reporting of cases; 


● Early assessment/triaging of cases; 


● Implementing control measures, including:  


– maintaining separation in space and/or time between suspected and confirmed 


COVID-19 patients, 


– educating staff, patients and visitors about Standard infection control precautions 


(SICPs) and Transmission Based Precautions (TBPs), 


– prompt implementation of TBPs to limit transmission,   
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– restricting access of ill visitors to the facility, 


– instructing staff members with symptoms to stay at home and not come to work until 


symptoms resolve,  


– planning and implementation of strategies for surge capacity. 


In preparedness for implementing these control measures all healthcare organisations should 


undertake planning, and test the preparedness response for the various phases of a pandemic. 


This includes: 


● An assessment of their facilities’ current capabilities. Healthcare services will not be able 


to operate under ‘business as usual’ during a COVID-19 pandemic. An assessment of 


the practical ability to deliver care and implement control measures under the pressure 


of an exceptional number of patient admissions and reduced staff numbers due to illness 


must be assessed; ensuring their facilities’ most current blueprints are readily available 


and accessible if needed to make necessary changes; 


● An assessment of the current workforce;  


● Working in a multidisciplinary team with healthcare and social care leaders/managers, 


engineering, and clinical staff to plan for segregation of patients and/or services and 


creation of adequate isolation rooms; identifying potential areas that could be converted 


effectively with minimum modifications; and 


● Defining engineering, administrative, and personnel requirements that can be efficiently 


implemented during a pandemic COVID-19 event.8 
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4. Infection prevention and control 


precautions 


Standard infection control precautions (SICPs) and transmission based precautions (TBPs) 


must be used when managing patients with suspected or confirmed COVID-19.   


4.1 Standard infection control precautions (SICPs) definition 


Standard infection control precautions (SICPs) are the basic infection prevention and control 


measures necessary to reduce the risk of transmission of infectious agents from both 


recognised and unrecognised sources. Sources include blood and other body fluids, secretions 


and excretions (excluding sweat), non-intact skin or mucous membranes, and any equipment or 


items in the care environment. SICPs should be used by all staff, in all care settings, at all 


times, for all patients. 


4.2 Transmission Based Precautions (TBPs) definition 


Transmission based precautions (TBPs) are applied when SICPs alone are insufficient to 


prevent cross transmission of an infectious agent. TBPs are additional infection control 


precautions required when caring for a patient with a known or suspected infectious agent. 


TBPs are categorised by the route of transmission of the infectious agent: 


4.3 Routes of transmission:  


● Contact precautions: Used to prevent and control infection transmission via direct 


contact or indirectly from the immediate care environment (including care equipment). 


This is the most common route of infection transmission. 


● Droplet precautions: Used to prevent and control infection transmission over short 


distances via droplets (>5μm) from the respiratory tract of one individual directly onto a 


mucosal surface or conjunctivae of another individual. Droplets penetrate the respiratory 


system to above the alveolar level. The maximum distance for cross transmission from 


droplets has not been definitively determined, although a distance of approximately  


1 metre (3 feet) around the infected individual has frequently been reported in the 
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medical literature as the area of risk.7, 9  


● Airborne precautions: Used to prevent and control infection transmission without 


necessarily having close contact via aerosols (≤5μm) from the respiratory tract of one 


individual directly onto a mucosal surface or conjunctivae of another individual. Aerosols 


penetrate the respiratory system to the alveolar level.  


Interrupting transmission of COVID-19 requires both droplet and contact precautions; if an 


aerosol generating procedure (AGP) is being undertaken then airborne precautions are 


required in addition to contact precautions.   
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5. Standard infection control precautions 


(SICPs) 


5.1 Patient placement/assessment for infection risk  


Patients must be promptly assessed for infection risk on arrival at the care area and, if possible, 


prior to accepting a patient from another care area. Patients should be continuously reviewed 


throughout their inpatient stay. In all healthcare settings, patients with symptoms of COVID-19 


should be segregated from non-symptomatic patients as promptly as possible.  


5.2 Hand hygiene 


Hand hygiene is essential to reduce the transmission of infection in health and other care settings 


and is a critical element of standard infection control precautions (SICPs). All staff, patients and 


visitors should decontaminate their hands with alcohol based hand rub (ABHR) when entering 


and leaving areas where care for –suspected and confirmed COVID-19 patients is being 


delivered.   


Hand hygiene must be performed immediately before every episode of direct patient care and 


after any activity or contact that potentially results in hands becoming contaminated, including 


the removal of personal protective equipment (PPE), equipment decontamination and waste 


handling: https://www.who.int/gpsc/5may/Your_5_Moments_For_Hand_Hygiene_Poster.pdf 


Before performing hand hygiene: 


● expose forearms (bare below the elbows); 


● remove all hand and wrist jewellery (a single, plain metal finger ring is permitted but 


should be removed (or moved up) during hand hygiene); 


● ensure finger nails are clean, short and that artificial nails or nail products are not worn; 


● cover all cuts or abrasions with a waterproof dressing. 



https://www.who.int/gpsc/5may/Your_5_Moments_For_Hand_Hygiene_Poster.pdf
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Technique for hand washing and rubbing 


● Hand hygiene includes the use of ABHR for routine hand hygiene and hand washing with 


soap and water, including thorough drying, if hands are visibly soiled or dirty.  


● The technique for hand washing must be carried out thoroughly and for a time period 


sufficient to inactivate the virus i.e. 40 to 60 seconds. See Appendix 1 – Best practice 


how to hand wash. 


● ABHR must be available for all staff as near to point of care as possible, where this is not 


practical, personal dispensers should be used. The technique for use of ABHR to 


decontaminate hands must be carried out thoroughly and for a time period sufficient to 


inactivate the virus i.e. 20 to 30 seconds. See Appendix 2. 


● Where no running water is available or hand hygiene facilities are lacking, such as in a 


patient’s home, staff may use hand wipes followed by ABHR and should wash their 


hands at the first available opportunity. 


5.3 Respiratory and cough hygiene – ‘Catch it, bin it, kill it’ 


Patients, staff and visitors should be encouraged to minimise potential COVID-19 transmission 


through good respiratory hygiene measures: 


● Disposable, single-use tissues should be used to cover the nose and mouth when 


sneezing, coughing or wiping and blowing the nose. Used tissues should be disposed of 


promptly in the nearest waste bin. 


● Tissues, waste bins (lined and foot operated) and hand hygiene facilities should be 


available for patients, visitors and staff. 


● Hands should be cleaned (using soap and water if possible, otherwise using ABHR) after 


coughing, sneezing, using tissues or after any contact with respiratory secretions and 


contaminated objects. 


● Encourage patients to keep hands away from the eyes, mouth and nose. 


● Some patients (e.g. the elderly and children) may need assistance with containment of 
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respiratory secretions; those who are immobile will need a container (e.g. a plastic bag) 


readily at hand for immediate disposal of tissues. 


● In common waiting areas or during transportation, symptomatic patients may wear a 


fluid-resistant (Type IIR) surgical face mask (FRSM), if tolerated, to minimise the 


dispersal of respiratory secretions and reduce environmental contamination.   


5.4 Personal Protective Equipment (PPE) 


Before undertaking any procedure staff should assess any likely exposure and ensure PPE is 


worn that provides adequate protection against the risks associated with the procedure or task 


being undertaken. All staff should be trained in the proper use of all PPE that they may be 


required to wear.       


In addition: 


● Staff who have had and recovered from COVID-19 should continue to follow infection 


control precautions, including the PPE recommended in this document. 


All PPE should be:  


● compliant with the relevant BS/EN standards (European technical standards as adopted 


in the UK); 


● located close to the point of use; 


● stored to prevent contamination in a clean/dry area until required for use (expiry dates 


must be adhered to); 


● single-use only; 


● changed immediately after each patient and/or following completion of a procedure or task; 


and 


● disposed of after use into the correct waste stream i.e. healthcare/clinical waste (this may 


require disposal via orange or yellow bag waste; local guidance will be provided depending 


on the impact of the disease)  
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5.4.1 Disposable apron/gown   


Disposable plastic aprons must be worn to protect staff uniform or clothes from contamination 


when providing direct patient care and during environmental and equipment decontamination.  


Fluid-resistant gowns must be worn when a disposable plastic apron provides inadequate cover 


of staff uniform or clothes for the procedure/task being performed and when there is a risk of 


extensive splashing of blood and/or other body fluids e.g. during aerosol generating procedures 


(AGPs). If non fluid-resistant gowns are used, a disposable plastic apron should be worn 


underneath.  


Disposable aprons and gowns must be changed between patients and immediately after 


completion of a procedure/task. 


5.4.2 Disposable gloves  


Disposable gloves must be worn when providing direct patient care and when exposure to 


blood and/or other body fluids is anticipated/likely, including during equipment and 


environmental decontamination. Gloves must be changed immediately following the care 


episode or the task undertaken. 


5.4.3 Eye protection/Face visor 


Eye/face protection should be worn when there is a risk of contamination to the eyes from 


splashing of secretions (including respiratory secretions), blood, body fluids or excretions. An 


individual risk assessment should be carried out prior to/at the time of providing care. 


Disposable, single-use, eye/face protection is recommended.  


Eye/face protection can be achieved by the use of any one of the following:  


● surgical mask with integrated visor;  


● full face shield/visor;  


● polycarbonate safety spectacles or equivalent;  


Regular corrective spectacles are not considered adequate eye protection. 


See Appendix 3 for the correct order of donning and doffing personal protective equipment (PPE).  
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5.5 Safe management of linen (laundry) 


No special procedures are required; linen is categorised as ‘used’ or ‘infectious’. All linen used 


in the direct care of patients with suspected and confirmed COVID-19 should be managed as 


‘infectious’ linen. Linen must be handled, transported and processed in a manner that prevents 


exposure to the skin and mucous membranes of staff, contamination of their clothing and the 


environment: 


Disposable gloves and an apron should be worn when handling infectious linen.  


All linen should be handled inside the patient room/cohort area. A laundry receptacle should be 


available as close as possible to the point of use for immediate linen deposit.   


When handling linen do not:  


● rinse, shake or sort linen on removal from beds/trolleys; 


● place used/infectious linen on the floor or any other surfaces e.g. a locker/table top; 


● re-handle used/infectious linen once bagged; 


● overfill laundry receptacles; or 


● place inappropriate items in the laundry receptacle e.g. used equipment/needles. 


 


When managing infectious linen: 


● place directly into a water-soluble/alginate bag and secure; 


● place the water-soluble bag inside a clear polythene bag and secure; 


● place the polythene bag into in the appropriately coloured (as per local policy) linen bag 


(hamper). 


All linen bags/receptacles must be tagged e.g. ward/care area and date. Store all 


used/infectious linen in a designated, safe, lockable area whilst awaiting uplift. Organisational 


preparedness plans should consider the safe storage of excess linen awaiting collection and for 


maintaining supplies of clean linen for patient use.  
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5.6 Staff uniforms/clothes 


The appropriate use of personal protective equipment (PPE) will protect staff uniform from 


contamination in most circumstances. Healthcare facilities should provide changing 


rooms/areas where staff can change into uniforms on arrival at work.  


Organisations may consider the use of theatre scrubs for staff who do not usually wear a 


uniform but who are likely to come into close contact with patients e.g. medical staff.   


Healthcare laundry services should be used to launder staff uniforms. If there is no laundry 


facility available, then uniforms should be transported home in a disposable plastic bag. This 


bag should be disposed of into the household waste stream. 


Uniforms should be laundered: 


● separately from other household linen; 


● in a load not more than half the machine capacity; 


● at the maximum temperature the fabric can tolerate, then ironed or tumbled-dried. 


NB. It is best practice to change into and out of uniforms at work and not wear them when 


travelling; this is based on public perception rather than evidence of an infection risk. This does 


not apply to community health workers who are required to travel between patients in the same 


uniform.   


5.7 Management of blood and body fluid spills 


Spillages must be decontaminated in line with local policy. For an example, see Appendix 4. 


5.8 Management of healthcare (including clinical) and non-clinical waste  


Large volumes of waste may be generated by frequent use of PPE; advice from the local waste 
management team should be sought prospectively on how to manage this. 


Dispose of all waste as clinical waste. 
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Waste from a possible or a confirmed case must be disposed of as Category B waste. The 
transport of Category B waste is described in Health Technical Memorandum 07-01: Safe 
management of healthcare waste. Disposal of all waste related to possible or confirmed cases 
should be classified as infectious clinical waste suitable for alternative treatment, unless the 
waste has other properties that would require it to be incinerated. 
 


6. Transmission based precautions (TBPs) 


for pandemic COVID-19 


In addition to standard infection control precautions (SICPs), droplet precautions should be used 


for patients known or suspected to be infected with COVID-19 in all healthcare settings. 


● COVID-19 virus is expelled as droplets from the respiratory tract of an infected individual 


(e.g. during coughing and sneezing) directly onto a mucosal surface or conjunctiva of a 


susceptible individual(s) or environmental surface(s). 


● Droplets travel only short distances through the air; a distance of at least 1 metre has 


been used for deploying droplet precautions.  However, this distance should be 


considered as the minimum rather than an absolute:  


● Transmission based precautions (TBPs (droplet) should be continued until the resolution 


of the patient’s fever and respiratory symptoms.   


6.1 Duration of precautions 


Patients should remain in isolation/cohort with TBPs applied until the resolution of fever and 


respiratory symptoms. The duration of TBPs may require modification based on the intelligence 


gathered about COVID-19. 


The decision to modify the duration of, or ‘stand down’ TBPs should be made by the clinical 


team managing the patient(s); based on patient condition and in agreement with the local 


Infection Prevention and Control Team (IPCT). 


 


6.2 Segregation and cohorting (inpatient settings) 



https://www.gov.uk/government/publications/guidance-on-the-safe-management-of-healthcare-waste

https://www.gov.uk/government/publications/guidance-on-the-safe-management-of-healthcare-waste
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6.2.1 Negative pressure isolation rooms  


Special environmental controls, such as negative pressure isolation rooms, are not necessary 


to prevent the transmission of COVID-19. However, in the early stages, and in high risk 


settings, patients with suspected or confirmed COVID-19 may be isolated in negative pressure 


rooms.   


6.2.2 Single rooms  


Wherever possible, patients with suspected or confirmed COVID-19 should be placed in single 


rooms. In an escalating situation there is however likely to be a lack of single rooms/isolation 


facilities.   Where single/isolation rooms are in short supply, and cohorting is not yet considered 


possible (patient(s) awaiting laboratory confirmation), prioritise patients who have excessive 


cough and sputum production for single/isolation room placement.  


Single rooms in COVID-19 segregated areas should, wherever possible, be reserved for 


performing aerosol generating procedures (AGPs). 


Single rooms in non-COVID-19 areas should be reserved for patients requiring isolation for 


other (non-influenza-like illness) reasons.  


The prioritising of patients for isolation other than suspected or confirmed COVID-19 patients 


should be decided locally, based on patient need and local resources. 


6.2.3 Cohort areas 


If a single/isolation room is not available, cohort confirmed respiratory infected patients with 


other patients confirmed to have COVID-19. Ensure patients are physically separated; a 


distance of at least 1 metre. Use privacy curtains between the beds to minimise opportunities 


for close contact. Where possible, a designated self-contained area or wing of the healthcare 


facility should be used for the treatment and care of patients with COVID-19. This area should: 


● include a reception area that is separate from the rest of the facility and should, if 


feasible, have a separate entrance/exit from the rest of the building; 


● not be used as a thoroughfare by other patients, visitors or staff, including patients being 


transferred, staff going for meal breaks, and staff and visitors entering and exiting the 


building; 
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● be separated from non-segregated areas by closed doors; and 


● have signage displayed warning of the segregated area to control entry. 


Hospitals should consider creating cohort areas which differentiate the level of care required.  It 


may also be prudent to consider: 


● the need for cohorting in single/mixed sex wards/bays  


● underlying patient condition (immunocompromised);  


● age groups when cohorting children; and 


● routine childhood vaccination status when cohorting children. 


6.2.4 Staff cohorting  


Assigning a dedicated team of staff to care for patients in isolation/cohort rooms/areas is an 


additional infection control measure. This should be implemented whenever there are sufficient 


levels of staff available (so as not to have a negative impact on non-affected patients’ care). 


Where possible, staff who have had confirmed COVID-19 and recovered should work in the 


cohort areas and care for COVID-19 patients. Such staff should continue to follow the infection 


control precautions, including personal protective equipment (PPE), as outlined in this 


document (see section 7). 


6.2.5 Visitors to segregated/cohort areas 


Visitors to all areas of the healthcare facility should be restricted to essential visitors only, such 


as parents of paediatric patients or an affected patient’s main carer. Local risk assessment and 


practical management should be considered, ensuring this is a pragmatic and proportionate 


response, including the consideration of whether there is a requirement for visitors to wear PPE 


or respiratory protective equipment (RPE). 


Visiting may be suspended if considered appropriate. All visitors entering a segregated/cohort 


area must be instructed on hand hygiene. They must not visit any other care area.  







COVID-19: Guidance for infection prevention and control in healthcare settings. Version 1.0. 
 


Page 23 of 49 


Signage to support restrictions is critical. Visitors with COVID-19 symptoms must not enter the 


healthcare facility. Visitors who are symptomatic should be encouraged to leave and must not 


be permitted to enter areas where there are immunocompromised patients.   


6.3 Patient transfers and transport 


6.3.1 Intra-hospital transfers: 


● The movement and transport of patients from their single room/cohort area should be 


limited to essential purposes only. Staff at the receiving destination must be informed 


that the patient has or is suspected to have COVID-19. 


● If transport/movement is necessary, consider offering the patient a fluid-resistant (Type 


IIR) surgical mask (FRSM) to be worn during transportation, to minimise the dispersal of 


respiratory droplets.   


● Patients must be taken straight to and returned from clinical departments and must not 


wait in communal areas. If possible, patients should be placed at the end of clinical lists.    


6.3.2 Transfer from primary care/community settings: 


● If transfer from a primary care facility or community setting to hospital is required, the 


ambulance service should be informed of the infectious status of the patient.  


● Staff of the receiving ward/department should be notified in advance of any transfer and 


must be informed that the patient has or is suspected to have COVID-19.  


6.3.3 Inter-hospital transfers:  


● Patient transfer from one healthcare facility to another should be avoided; transfer may 


be undertaken if medically necessary for specialist care arising out of complications or 


concurrent medical events (for example, cardiac angioplasty, and renal dialysis). If 


transfer is essential, the ambulance service and receiving hospital must be advised in 


advance of the infectious status of the patient.  


6.4 Personal protective equipment (PPE) 
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Personal protective equipment (PPE) for the care of patients with COVID-19 is summarised in 


Table 1, see Appendix 3 for how to put on and remove PPE.  


Table 1: Transmission based precautions (TBPs):  Personal protective equipment (PPE) 
for care of patients with pandemic COVID-19 


 Entry to cohort 
area (only if 
necessary) no 
patient 
contact* 


General ward 
* 


High risk unit 
ICU/ITU/HDU 


Aerosol 
generating 
procedures (any 
setting) 


Disposable 


Gloves 


No Yes Yes Yes 


Disposable 


Plastic Apron 


No Yes Yes No 


Disposable 


Gown 


No No No Yes 


Fluid-resistant 


(Type IIR) 


surgical mask 


(FRSM)  


Yes Yes No No 


Filtering face 


piece (class 3) 


(FFP3) 


respirator 


No No Yes 


 


Yes 


Disposable Eye 


protection 


No Risk 


assessment 


Risk assessment 


(always if wearing 


an FFP3) 


Yes  


*Personal protective equipment (PPE) for close patient contact (within 1 metre) also applies to the collection of 


nasal or nasopharyngeal swabs. 


6.4.1 Fluid resistant (Type IIR) surgical face masks (FRSM) 


Fluid-resistant (Type IIR) surgical masks (FRSMs) are worn to protect the wearer from the 


transmission of COVID-19 by respiratory droplets. 
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In all healthcare settings: 


● A FRSM must be worn when working in close contact (within 2 meres) of a patient with 


COVID-19 symptoms.   


● In an area where pandemic COVID-19 patients have been cohorted together, it may be 


more practical for staff to wear a FRSM at all times, rather than only when in close 


contact with a patient. Similarly, in primary care/outpatient settings it may be more 


practical for staff working in a segregated (COVID-19 patient) area to wear a FRSM for 


the duration they are in the patient area. 


●  A FRSM for COVID-19 should:  


– be well fitted covering both nose and mouth; 


– not be allowed to dangle around the neck of the wearer after or between each 


use; 


– not be touched once put on; 


– be changed when they become moist or damaged; and 


– be worn once and then discarded as healthcare (clinical) waste (hand 


hygiene must always be performed after disposal). 


The provision of a FRSM for patients with suspected/confirmed COVID-19 at point of 


assessment or triage in any healthcare setting should be considered if the patient can tolerate it 


(except when in a dedicated COVID-19 area).  


6.4.2 Filtering face piece (class 3) (FFP3) respirators 


Filtering face piece (class 3) (FFP3) respirators should be worn whenever there is a risk of 


airborne transmission of pandemic COVID-19 i.e. during aerosol generating procedures (AGPs) 


and at all times in intensive care unit (ICU), intensive therapy unit (ITU), high dependency unit 


(HDU) where COVID-19 patients are cohorted.  


All tight fitting respiratory protective equipment (RPE) (i.e. FFP3 respirators) must be: 


● single use (disposable) and fluid-resistant*; 
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● fit tested on all healthcare staff who may be required to wear an FFP3 respirator to 


ensure an adequate seal/fit according to the manufacturers’ guidance; fit checked 


(according to the manufacturers’ guidance) every time an FFP3 respirator is donned to 


ensure an adequate seal has been achieved; 


● compatible with other facial protection used i.e. protective eyewear so that this does not 


interfere with the seal of the respiratory protection. Regular corrective spectacles are not 


considered adequate eye protection; 


● disposed of and replaced if breathing becomes difficult, the respirator is damaged or 


distorted, the respirator becomes obviously contaminated by respiratory secretions or 


other body fluids, or if a proper face fit cannot be maintained; and 


● be worn once and then discarded as healthcare (clinical) waste (hand hygiene 


must always be performed after disposal). 


*valved respirators are not fully fluid-resistant unless they are also ‘shrouded’. If a valved, non-


shrouded FFP3 respirator is used appropriate eye protection must be worn. 


In the absence of an anteroom/lobby remove FFP3 respirators in a safe area (e.g. outside the 


isolation/cohort room/area). 


All other PPE should be removed in the patient care area. 


Further information regarding fitting and fit checking of respirators can be found on the Health 


and Safety Executive website. 


See Appendix 6 for guidance on facial hair and FFP3 wear.  



http://www.hse.gov.uk/respiratory-protective-equipment/basics.htm

http://www.hse.gov.uk/respiratory-protective-equipment/basics.htm
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6.5 Aerosol-generating procedures (AGPs) 


Aerosols generated by medical procedures are one route for the transmission of the COVID-19 


virus. The following procedures are considered to be potentially infectious AGPs: 


● Intubation, extubation and related procedures; 


● Tracheotomy/tracheostomy procedures;  


● Manual ventilation; 


● Open suctioning; 


● Bronchoscopy; 


● Non-invasive ventilation (NIV) e.g. Bi-level Positive Airway Pressure (BiPAP) and 


Continuous Positive Airway Pressure ventilation (CPAP); 


● Surgery and post-mortem procedures in which high-speed devices are used;  


● High-frequency oscillating ventilation (HFOV); 


● High-flow Nasal Oxygen (HFNO) 


● Induction of sputum (see glossary); 


● Some dental procedures (e.g. high speed drilling).   


For patients with suspected/confirmed COVID-19, any of these potentially infectious AGPs 


should only be carried out when essential. Where possible, these procedures should be carried 


out in a single room with the doors shut. Only those healthcare staff who are needed to 


undertake the procedure should be present. A disposable, fluid repellant surgical gown, gloves, 


eye protection and a FFP3 respirator should be worn by those undertaking the procedure and 


those in the room.  


Certain other procedures/equipment may generate an aerosol from material other than patient 


secretions but are not considered to represent a significant infectious risk. Procedures in this 


category include: 
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● administration of pressurised humidified oxygen; 


● administration of medication via nebulisation.  


Note: 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 patients 


to remove nebulisers and oxygen masks. 


 


6.6 Management of equipment and the care environment  


Decontamination of equipment and the care environment must be performed using either:  


● A combined detergent/disinfectant solution at a dilution of 1,000 parts per million 


available chlorine (ppm available chlorine (av.cl.)); or 


● A general purpose neutral detergent in a solution of warm water followed by a 


disinfectant solution of 1,000ppm av.cl. 


Only cleaning (detergent) and disinfectant products supplied by employers are to be used.  


Products must be prepared and used according to the manufacturers’ instructions and 


recommended product "contact times" must be followed. 


6.6.1 Equipment  


Patient care equipment should be single-use items if possible. Reusable (communal) non-


invasive equipment should as far as possible be allocated to the individual patient or cohort of 


patients.   


Reusable (communal) non-invasive equipment must be decontaminated: 


● between each patient and after patient use; 


● after blood and body fluid contamination; and 


● at regular intervals as part of equipment cleaning. 
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An increased frequency of decontamination should be considered for reusable non-invasive 


care equipment when used in isolation/cohort areas. 


• ventilators should be protected with a high efficiency filter, such as BS EN 13328-1 


• closed system suction should be used 


 


 


See Appendix 4 for guidance on routine decontamination of reusable non-invasive patient care 


equipment. 


Avoid the use of fans that re-circulate the air.10 


There is no need to use disposable plates or cutlery. Crockery and cutlery can be washed by 


hand or in a dishwasher using household detergent and hand-hot water after use. 


6.6.2 Environment 


Patient isolations rooms, cohort areas and clinical rooms must be decontaminated at least 


daily. Clinical rooms should also be decontaminated after clinical sessions for patients with 


suspected/known pandemic COVID-19. In addition, patient isolation rooms must be terminally 


cleaned: 


● Following resolution of symptoms, discharge or transfer (this includes removal and 


laundering of all curtains and bed screens); 


● Once vacated by staff following an AGP. Clearance of infectious particles after an AGP 


is dependent on the mechanical/natural ventilation and air change per hour(ACH) within 


the room. A single air change is estimated to remove 63% of airborne contaminants; 


after 5 air changes, less than 1% of airborne contamination is thought to remain.  In an 


isolation room with 10-12 ACH a minimum of 20 minutes is considered pragmatic; in a 


side room with 6 ACH this would be approximately 1 hour. Advice should be sought from 


the local Infection Prevention and Control Team (IPCT). 


An increased frequency of decontamination should be incorporated into the environmental 


decontamination schedules for areas where there may be higher environmental contamination 


rates e.g.  
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● toilets/commodes particularly if patients have diarrhoea; and 


● “frequently touched” surfaces such as medical equipment, door/toilet handles and locker 


tops, patient call bells, over bed tables and bed rails should be cleaned at least twice 


daily and when known to be contaminated with secretions, excretions or body fluids. 


Domestic/cleaning staff performing environmental decontamination should: 


● be allocated to specific area(s) and not be moved between COVID-19 and non-COVID-


19 care areas; 


● be trained in which personal protective equipment (PPE) to use and the correct methods 


of wearing, removing and disposing of PPE. The care environment should be kept clean 


and clutter free. All non-essential items including toys, books and magazines should be 


removed from reception and waiting areas, consulting and treatment rooms, emergency 


departments, day rooms and lounges.  When made available, these items should not be 


shared. All toys must be cleanable and should be cleaned regularly (preferably at the 


same time as the environment).  


6.7 Handling dead bodies  


The principles of Standard Infection Control Precautions (SICPs) and Transmission Based 


Precautions (TBPs) continue to apply whilst deceased individuals remain in the care 


environment. This is due to the ongoing risk of infectious transmission via contact although the 


risk is usually lower than for living patients. Where the deceased was known or suspected to 


have been infected with COVID-19, there is no requirement for a body bag, and viewing, 


hygienic preparations, post-mortem and embalming are all permitted. 
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7. Occupational health and staff 


deployment  


Prompt recognition of cases of COVID-19 among healthcare staff is essential to limit the 


spread. Healthcare staff with influenza-like illness should not come to work. As a general 


principle, healthcare staff who provide care in areas for suspected/confirmed patients should not 


care for other patients, although exceptions may be necessary.   


A risk assessment is required for health and social care staff at high risk of complications from 


COVID-19, including pregnant staff. Employers should: 


● Discuss with employees who are at risk or are pregnant the need to be deployed away from 


areas used for the care of those who have, or are clinically suspected of having, COVID-19; 


or, in the primary care setting, from clinics set up to manage people with COVID-19 


symptoms.   


● Ensure that advice is available to all healthcare staff, including specific advice to those at 


risk from complications. 


Bank, agency and locum staff should follow the same deployment advice as permanent staff. 


As part of their employer’s duty of care, providers have a role to play in ensuring that a fit 


testing programme is in place for those who may need to wear filtering face piece (class 3) 


(FFP3) respirator. In the event of a breach in infection control procedures e.g. an incorrectly worn 


FFP3 respirator during a potentially infectious aerosol generating procedure (AGP, staff should 


be reviewed by occupational health. 


Occupational health departments should lead on the implementation of systems to monitor staff 


illness and absence. 


Where possible, staff who have had confirmed COVID-19 (early in the stages of the outbreak 


this would be via virology confirmation, thereafter, this is likely to be as per case definition) 


should work in the cohort areas and care for suspected/confirmed COVID-19 patients. Such 


staff should continue to follow the infection control precautions, including personal protective 


equipment (PPE), as outlined in this document.    
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8. Specific settings 


The following guidance is given to assist specific care settings to implement the principles of 


standard infection control precautions (SICPs) and transmission based precautions (TBPs) 


described in this document, which apply in all care settings.   


8.1 Care home settings  


Isolation within a care home for a known/suspected infection can be achieved in the persons’ 


bedroom in most cases. Residents should remain in their bedroom whilst considered infectious 


(as described above) and the door should remain closed (if unable to isolate the individual then 


this should be documented).   


8.2 Primary care  


In primary care settings (e.g. General Practitioner (GP) practices) suspected COVID-19 


patients should be segregated in place or time from other patients, this may be achieved by: 


● Creating a separate area within the facility for care of suspected patients, including 


separate waiting and reception areas if possible. The area should be separated from 


non-segregated areas by closed doors. To control entry, signage should be displayed 


warning of the segregated area. 


● Alternatively, suspected patients should be seen at a different time from other patients, 


with disinfection of shared areas taking place between different clinics.  


● GP practices may make arrangements for distinct COVID-19 and non-COVID-19 clinics. 


(Non-essential GP clinics may need to be cancelled to enable this).  


● Primary care staff should, wherever possible be allocated to either COVID-19  or  


other patients.  
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8.3 Outpatient settings  


For patients who develop symptoms and have long term health conditions that require 


attendance at outpatient settings e.g. hospital day care, options include:  


● deferring the procedure and re-scheduling the next appointment;  


● transferring the patient to a designated hospital with isolation or cohort facilities;  


● introducing physical barriers such as screens in special units to separate patients with 


symptoms of COVID-19.  


8.4 Dental surgeries 


Patients with symptoms of COVID-19 should not be seen for routine dental care. If a dental 


emergency is suspected such as severe haemorrhaging or difficulty in breathing the patient 


should be seen in a hospital environment.   


If emergency dental care is required staff in attendance should be kept to a minimum and must 


wear appropriate personal protective equipment (PPE) (see table 1) particularly if this involves 


high speed drilling section 6.5. 


8.5 Home visits 


Home visits should continue as long as required to patients without COVID-19. If it becomes 


necessary to suspend some home visits, alternative arrangements must be put in place to 


maintain contact (e.g. telephone liaison). Health and social care staff performing non-deferrable 


essential visits (for example, child protection) to households with suspected/confirmed COVID-


19, should follow the infection control precautions in this document. 


 


8.6 Ambulances  


In ambulances, patient segregation can be achieved by: 


● designating an ambulance(s) for transfer of patients with suspected/confirmed COVID-19 


for the duration of each shift;  
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● transporting coughing and sneezing patients on their own whenever possible. However, if 


pressure upon the service occurs, two patients with symptoms of COVID-19 may be 


transferred together and should wear a fluid-resistant (Type IIR) surgical mask (FRSM).  


Depending on the stage of the pandemic and an assessment of risk, ambulance staff may be 


required to wear respiratory protective equipment (RPE). This will be determined locally.  


8.7 Emergency departments and acute assessment units 


Emergency departments and acute assessment units may be overwhelmed with patients 


seeking care during the peak of a pandemic. Alternative approaches to triage and initial 


assessment will be required to: 


● rapidly screen and identify those who have symptoms of COVID-19 upon their arrival; 


● separate symptomatic patients from others to reduce the risk of transmission; and 


● determine as early as possible the type of care patients will require (i.e. see and 


discharge or admit for treatment). 


8.7.1 Screening and triage 


Signage should be displayed prior to and on entry to assessment units instructing patients with 


symptoms to inform reception staff immediately on their arrival. 


A triage practitioner(s) should be based in the reception to manage patient flow, including 


deferral of patients who do not require emergency care. 


8.7.2 Reception area 


Patients with symptoms of COVID-19 should be triaged to a segregated waiting and 


assessment area immediately. Patients should be instructed to stay in this waiting area and not 


visit other departments or, parts of the hospital/unit, or go to public areas such as the cafeteria. 


Signage and physical barriers should be used as appropriate. 


If separate areas for patients with symptoms of COVID-19 cannot be established, an alternative 


area/site should be set up for those at highest risk of complications from COVID-19 and who do 


not have respiratory symptoms (e.g. patients presenting for dialysis, patients with a history of 
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blood cell or organ transplantation, chemotherapy, or who are immunocompromised for other 


reasons). 


Patients who do not have symptoms of COVID-19 but require prompt acute care assessment 


should be triaged to a specific waiting and examination area, physically separate from the 


COVID-19 waiting and assessment area. 


8.7.3Critical care 


PPE must be worn: 


• all respiratory equipment must be protected with a high efficiency filter (such as BS EN 13328-


1). This filter must be disposed of after use 


• disposable respiratory equipment should be used wherever possible. Re-usable equipment 


must, as a minimum, be decontaminated in accordance with the manufacturer’s instructions 


• a closed suctioning system must be used 


• ventilator circuits should not be broken unless necessary 


• ventilators must be placed on standby when carrying out bagging 


 


8.7.4 Theatres 


• theatres must be informed in advance of a patient transfer of a confirmed or possible COVID-


19 positive case 


• the patient should be transported directly to the operating theatre and should wear a surgical 


mask if it can be tolerated 


• the patient should be anaesthetised and recovered in the theatre. Staff should wear protective 


clothing but only those at risk of exposure from aerosol generating procedures, ie during 


intubation need to wear FFP3 respirators and full gowns. considerations about the use of 


respiratory/anaesthetic equipment are addressed in the critical care section above 


• instruments and devices should be decontaminated in the normal manner in accordance with 


manufacturers’ advice 


• both laryngoscope handle and blade should either be single use or reprocessed in the Sterile 


Supply Department. Video laryngoscope blades should be single use and scope/handle 


decontaminated as per manufacture instructions. 


• the theatre should be cleaned as per local policy for infected cases, paying particular attention 


to hand contact points on the anaesthetic machine 


• theatres should not be used by staff or patients for 20 minutes after the patient leaves if 


conventionally ventilated, or 5 minutes if ultraclean ventilation is used 


• possible or confirmed cases of COVID-19 should be placed at the end of the list where feasible 


 


 



https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/wuhan-novel-coronavirus-wn-cov-infection-prevention-and-control-guidance#PPE
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Appendix 1 – Best practice how to hand 


wash 
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Appendix 2 – Best Practice How to hand rub 
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Appendix 3 – Best Practice - Putting on and 


taking off PPE 
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Appendix 4: Routine decontamination of reusable non-invasive 


patient care equipment  


 


 


  


Routine decontamination of reusable non-


invasive care equipment 


• Check manufacturer’s instructions for suitability of cleaning products especially when dealing with electronic equipment. 


• Wear appropriate PPE e.g. disposable, non-sterile gloves and aprons. 


Is equipment 


contaminated 


with blood? 


Is equipment contaminated 


with urine/vomit/faeces or has 


it been used on a patient with a 


known or suspected 


infection/colonisation? 


• Decontaminate equipment 
with disposable 
cloths/paper towel and a 
fresh solution of general-
purpose detergent and 
water or detergent 
impregnated wipes.   


• Rinse and thoroughly dry. 


• Disinfect specific items of 
non-invasive, reusable, 
communal care equipment 
if recommended by the 
manufacturer e.g. 70% 
isopropyl alcohol on 
stethoscopes 


• Immediately decontaminate 
equipment with disposable 
cloths/paper roll and a fresh 
solution of detergent, rinse, dry 
and follow with a disinfectant 
solution of 1,000 parts per million 
available chlorine (ppm av cl) * 
rinse and thoroughly dry  


• Or use a combined 
detergent/chlorine releasing 
solution with a concentration of 
1,000 ppm av cl*, rinse and 
thoroughly dry 


• If the item cannot withstand 
chlorine releasing agents consult 
the manufacturer’s instructions for 
a suitable alternative to use 
following or combined with 
detergent cleaning.  


 


• Immediately decontaminate 
equipment with disposable 
cloths/paper roll and a fresh 
solution of detergent, rinse, dry 
and follow with a disinfectant 
solution of 10,000 parts per 
million available chlorine (ppm 
av cl) * rinse and thoroughly dry  


• Or use a combined 
detergent/chlorine releasing 
solution with a concentration of 
10,000 ppm av cl*, rinse and 
thoroughly dry 


• If the item cannot withstand 
chlorine releasing agents consult 
the manufacturer’s instructions for 
a suitable alternative to use 
following or combined with 
detergent cleaning.  


 


• Follow manufacturer’s instructions for dilution, application and 
contact time. 


• Clean the piece of equipment from the top or furthest away point 


• Discard disposable cloths/paper roll immediately into the 
healthcare waste receptacle 


• Discard detergent/disinfectant solution in the designated area 


• Clean, dry and store re-usable decontamination equipment 


• Remove and discard PPE 


• Perform hand hygiene 


* Scottish National 
Blood Transfusion 
service and Scottish 
Ambulance Service use 
products different from 
those stated in the 
National Infection 
Prevention and Control 
Manual 


No 


No 


Yes 


Yes 
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Appendix 5 – Best Practice - Management of 


blood and body fluid spillages 
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Appendix 6: Facial hair and FFP3 respirators 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


*Ensure that hair does not cross the respirator sealing surface 
 
For any style, hair should not cross or interfere with the respirator sealing surface. If the 
respirator has an exhalation valve, hair within the sealed mask area should not impinge upon or 
contact the valve. 
 


 


*Adapted from The Centers for Disease Control and Prevention, The National Personal Protective Technology Laboratory (NPPTL), NIOSH. 


Facial Hairstyles and Filtering Facepiece Respirators. 2017.  


Available online at https://www.cdc.gov/niosh/npptl/RespiratorInfographics.html . Accessed 26/02/2020. 



https://www.cdc.gov/niosh/npptl/RespiratorInfographics.html
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Appendix 7 Glossary 


Aerosol-generating procedures 


(AGPs) 


Certain medical and patient care activities that 


can result in the release of airborne particles 


(aerosols). AGPs can create a risk of airborne 


transmission of infections that are usually only 


spread by droplet transmission.  


Airborne Transmission 


 


The spread of infection from one person to 


another by airborne particles (aerosols) 


containing infectious agents.  


Airborne particles 


 


Very small particles that may contain 


infectious agents. They can remain in the air for 


long periods of time and can be carried over 


long distances by air currents. Airborne particles 


can be released when a person coughs 


or sneezes, and during aerosol generating 


procedures (AGPs). “Droplet nuclei” are 


aerosols formed from the evaporation of larger 


droplet particles (see Droplet Transmission). 


Aerosols formed from droplet particles in this 


way behave as other aerosols. 


Airborne precautions Measures used to prevent and control infections 


spread without necessarily having close patient 


contact via aerosols (less than or equal to 5μm) 


from the respiratory tract of one individual 


directly onto a mucosal surface or conjunctivae 


of another individual. Aerosols can penetrate the 


respiratory system to the alveolar level. 


 


BS/EN standards 


 


Mandatory technical specifications created by 


either the British Standards Institute (BS) or 


European Standardisation Organisations (EN) in 


collaboration with government bodies, industry 


experts and trade associations. They aim to 


ensure the quality and safety of products, 


services and systems. 







COVID-19: Guidance for infection prevention and control in healthcare settings. Version 1.0. 
 


Page 44 of 49 


Cohort area 


 


An area (room, bay, ward) in which two or more 


patients (a cohort) with the same confirmed 


infection are placed. A cohort area should be 


physically separate from other patients. 


Contact precautions 


 


Measures used to prevent and control infections 


that spread via direct contact with the patient or 


indirectly from the patient’s immediate care 


environment (including care equipment). This is 


the most common route of infection 


transmission. 


Contact transmission Contact transmission is the most common route 


of transmission, and consists of two distinct 


types: direct contact and indirect contact. Direct 


transmission occurs when microorganisms are 


transmitted directly from an infectious individual 


to another individual without the involvement of 


another contaminated person or object (fomite). 


Indirect transmission occurs when 


microorganisms are transmitted from an 


infectious individual to another individual through 


a contaminated object or person (fomite) or 


person. 


COVID-19 COVID-19 is a highly infectious respiratory 


disease caused by a novel coronavirus. The 


disease was discovered in China in December 


2019 and has since spread around the world. 


Droplet precautions 


 


Measures used to prevent and control infections 


spread over short distances (at least 1 metre (3 


feet) via droplets (greater than 5μm) from the 


respiratory tract of one individual directly onto a 


mucosal surface or conjunctivae of another 


individual. Droplets penetrate the respiratory 


system to above the alveolar level. 


Droplet transmission  The spread of infection from one person to 


another by droplets containing infectious agents. 


Eye/Face protection 


 


Worn when there is a risk from splashing of 


secretion (including respiratory secretions), 


eye/face protection can be achieved by the use 


of any one of the following: a surgical mask with 


integrated visor; a full face visor/shield; or 
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polycarbonate safety spectacles or equivalent;  


FFP3 Respiratory protection that is worn over the nose 


and mouth designed to protect the wearer from 


inhaling hazardous substances, including 


airborne particles (aerosols). FFP stands for 


filtering face piece. There are three categories of 


FFP respirator: FFP1, FFP2 and FFP3. An FFP3 


respirator provides the highest level of 


protection, and is the only category of respirator 


legislated for use in UK healthcare settings. 


Fluid-resistant (Type IIR) surgical face 


mask (FRSM) 


 


A disposable fluid-resistant mask worn over the 


nose and mouth to protect the mucous 


membranes of the wearer’s nose and mouth 


from splashes and infectious droplets. FRSMs 


can also be used to protect patients.  When 


recommended for infection control purposes a 


'surgical face mask' typically denotes a  


fluid-resistant (Type IIR) surgical mask. 


Fluid-resistant  


 


A term applied to fabrics that resist liquid 


penetration, often used interchangeably with 


'fluid-repellent' when describing the properties of 


protective clothing or equipment. 


Frequently touched surfaces 


 


Surfaces of the environment which are 


commonly touched/come into contact with 


human hands. 


High Consequence Infectious Disease 


(HCID) 


In the UK, a high consequence infectious disease 


(HCID) is defined according to the following 


criteria: Acute infectious disease; typically has a 


high case-fatality rate; may not have effective 


prophylaxis or treatment; often difficult to 


recognise and detect rapidly; ability to spread in 


the community and within healthcare settings; and 


requires an enhanced individual, population and 


system response to ensure it is managed 


effectively, efficiently and safely. 


Healthcare/clinical waste Waste produced as a result of healthcare 


activities for example soiled dressings, sharps. 
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High risk units   Intensive care units, intensive therapy units and 


high dependency units.  


Incubation period 


 


The period between the infection of an individual 


by a pathogen and the manifestation of the illness 


or disease it causes. 


Induction of sputum Induction of sputum typically involves the 


administration of nebulised saline to moisten and 


loosen respiratory secretions (this may be 


accompanied by chest physiotherapy (percussion 


and vibration)) to induce forceful coughing. 


Infectious linen 


 


Linen that has been used by a patient who is 


known or suspected to be infectious and/or linen 


that is contaminated with blood and/or other body 


fluids e.g. faeces. 


Long term health condition 


 


Defined as: 


• Chronic obstructive pulmonary disease, 


bronchitis, emphysema or asthma 


• Heart disease 


• Kidney disease 


• Liver disease 


• Stroke or a transient ischaemic attack (TIA) 


• Diabetes 


• Lowered immunity as a result of disease or 


medical treatment, such as steroid 


medication or cancer treatment 


• Neurological condition, such as 


Parkinson's disease, motor neurone 


disease, multiple sclerosis (MS), cerebral 


palsy, or a learning disability 


• Problem with spleen, including sickle cell 


disease, or had spleen removed 


• A BMI of 40 or above (obese). 


Negative pressure isolation room 


 


A room which maintains permanent negative 


pressure i.e. air flow is from the outside adjacent 


space (e.g. corridor) into the room and then 


exhausted to the outdoors. 
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New and emerging viruses (including 


respiratory viruses) 


 


The Centers for Disease Control and Prevention 


(CDC) defines emerging infectious diseases as:  


• New infections resulting from changes in or 


evolution of existing organisms. 


• Known infections spreading to new 


geographical areas or populations. 


• Previously unrecognised infections 


appearing in areas undergoing ecological 


transformation. 


• Old infections re-emerging as a result of 


antibiotic resistance in known agents or 


breakdown in public health measures.  


Personal Protective Equipment  


(PPE) 


 


Equipment a person wears to protect themselves 


from risks to their health or safety, including 


exposure to infection agents. The level of PPE 


required depends on: Suspected/known infectious 


agent; severity of the illness caused; transmission 


route of the infectious agent; and the 


procedure/task being undertaken. 


Respiratory droplets 


 


A small droplet, such as a particle of moisture 


released from the mouth during coughing, 


sneezing, or speaking. 


Respiratory symptoms ‘Respiratory symptoms’ include rhinorrhoea 


(runny nose); sore throat; cough; difficulty 


breathing or shortness of breath.  


Segregation  Physically separating or isolating from other 


people. 


SARS-CoV Severe acute respiratory syndrome coronavirus, 


the virus responsible for the 2003 outbreak of 


human coronavirus disease. 


SARS-CoV-2 Severe acute respiratory syndrome coronavirus 2, 


the virus responsible for the 2019 outbreak of 


COVID-19 disease. 


Standard infection control 


precautions (SICPs) 


 


SICPs are the basic infection prevention and 


control measures necessary to reduce the risk of 


transmission of an infectious agent from both 


recognised and unrecognised sources of 
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infection. 


Single room 


 


A room with space for one patient and usually 


contains as a minimum: a bed; locker/wardrobe; 


and a clinical wash-hand basin. 


Staff cohorting 


 


When staff care for one specific group of patients 


and do not move between different patient 


cohorts. Patient cohorts may include for example 


‘symptomatic’, ‘asymptomatic and exposed’, or 


‘asymptomatic and unexposed’ patient groups.  


Transmission based precautions 


 


Additional precautions to be used in addition to 


SICPs when caring for patients with a known or 


suspected infection or colonisation. 
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Protecting health-care 
workers from subclinical 
coronavirus infection


Health-care workers face an elevated 
risk of exposure to infectious diseases, 
including the novel coronavirus 
(COVID-19) in China. It is imperative 
to ensure the safety of health-
care workers not only to safeguard 
continuous patient care but also to 
ensure they do not transmit the virus. 
COVID-19 can spread via cough or 
respiratory droplets, contact with 
bodily fluids, or from contaminated 
surfaces.1 According to recent guide
lines from the China National Health 
Commission, pneumonia caused 
by COVID-19 was included as a 
Group B infectious disease, which 
is in the same category as other 
infectious viruses such as severe acute 
respiratory syndrome (SARS) and 
highly pathogenic avian influenza 
(HPAI). However, current guidelines 
suggest  ensur ing protect ive 
measures for all health-care workers 
similar to those indicated for 
Group A infections—a category 
reserved for highly infectious 
pathogens, such as cholera and 
plague.2 WHO confirmed 8098 cases 
and 774 (9·6%) deaths during the 
SARS outbreak in 2002, of which 
health-care workers accounted for 
1707 (21%) cases.


Recent evidence suggests that even 
someone who is non-symptomatic 
can spread COVID-19 with high 
efficiency, and conventional measures 
of protection, such as face masks, 


provide insufficient protection. A 
boy aged 10 years who was infected 
with COVID-19 had no symptoms but 
had visible changes in lung imaging 
and blood markers of disease.1 
Another patient undergoing surgery 
in a hospital in Wuhan infected 
14 health-care workers even before 
fever onset.3 Additionally, a medical 
expert, who visited Wuhan to 
investigate the COVID-19 outbreak, 
after returning to Beijing, initially 
exhibited conjunctivitis of the lower 
left eyelid before the appearance 
of catarrhal symptoms and fever.4 
The individual tested positive for 
COVID-19, suggesting its tropism to 
non-respiratory mucosal surfaces, 
thus limiting the effectiveness of 
face masks. A patient who travelled 
from Shanghai to attend a meeting in 
Germany was subclinical until on the 
flight back to China. However, two 
of this patient’s close contacts and 
another two patients attending the 
meeting without close contact were 
found to be infected with COVID-19.5 
This recent case shows that not only 
can subclinical patients transmit 
the virus effectively but patients can 
also shed high amounts of the virus 
and infect others even after recovery 
from the acute illness. These findings 
warrant aggressive measures (such as 
N95 masks, goggles, and protective 
gowns) to ensure the safety of health-
care workers during this COVID-19 
outbreak, as well as future outbreaks, 
especially in the initial stages where 
limited information about the 
transmission and infective potency of 
the virus is available.
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1. Introduction  


This document outlines the infection prevention and control advice for healthcare workers 


involved in receiving, assessing and caring for patients who are a possible or confirmed case of 


COVID-19.  It is based on the best evidence available from previous pandemic and inter-


pandemic periods and focuses on the infection prevention and control aspects of this disease 


only, recognising that a preparedness plan will consider other counter measures.  


The infection prevention and control advice in this document is considered good practice in 


response to this COVID-19 pandemic.   


N.B. The emerging evidence base on COVID-19 is rapidly evolving. Further updates may 


be made to this guidance as new detail or evidence emerges.    


1.1 Scope and purpose  


This document provides guidance and information on infection prevention and control 


procedures to inform and advise local healthcare planning for COVID-19. This guidance has 


been written for the NHS, but the infection prevention and control principles apply to other 


settings where healthcare is delivered. It is issued jointly by the Department of Health and 


Social Care (DHSC), Public Health Wales (PHW), Public Health Agency (PHA) Northern 


Ireland, Health Protection Scotland (HPS) and Public Health England as official guidance.  


Whilst this guidance seeks to ensure a consistent and resilient UK wide approach, some 


differences in operational details and organisational responsibilities may apply in Northern 


Ireland, England, Wales and Scotland.  
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2. Transmission characteristics of COVID-


19 and principles of infection prevention 


and control 


2.1 Routes of transmission 


Infection control advice is based on the reasonable assumption that the transmission 


characteristics of COVID-19 are similar to those of the 2003 SARS-CoV outbreak. The initial 


phylogenetic and immunologic similarities between COVID-19 and SARS-CoV can be 


extrapolated to gain insight into some of the epidemiological characteristics. The transmission 


of COVID-19 is thought to occur mainly through respiratory droplets generated by coughing and 


sneezing, and through contact with contaminated surfaces.1  The predominant modes of 


transmission are assumed to be droplet and contact.  For SARS-CoV, evidence suggests that 


use of both respirators and surgical face masks offer a similar level of protection, both 


associated with up to an 80% reduction in risk of infection.2 During AGPs there is an increased 


risk of aerosol spread of infectious agents irrespective of the mode of transmission (contact, 


droplet, or airborne) (Section 6.5 AGPs), and airborne precautions must be implemented when 


performing AGPs, including those carried out on a suspected or confirmed case of COVID-19.  


In light of the above, the Department of Health and Social Care’s New and Emerging 


Respiratory Virus Threat Assessment Group (NERVTAG) have recommended that airborne 


precautions should be implemented at all times in clinical areas considered AGP ‘hot spots’ e.g. 


Intensive Care Units (ICU), Intensive Therapy Units (ITU) or High Dependency Units (HDU) that 


are managing COVID-19 patients (unless patients are isolated in a negative pressure isolation 


room/or single room, where only staff entering the room need wear a respirator).  


In other areas a fluid-resistant (Type IIR) surgical mask (FRSM) is recommended; all general 


ward staff, community, ambulance and social care staff should wear an FRSM for close patient 


contact (within 1 metre), unless performing an AGP, when a filtering face piece (class 3) (FFP3) 


respirator, eye protection, a disposable long sleeved gown and gloves should be worn.  


Initial research has identified the presence of live COVID-19 virus in the stools and conjunctival 


secretions of confirmed cases.1  All secretions (except sweat) and excretions, including 
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diarrhoeal stools from patients with known or suspected COVID-19, should be regarded as 


potentially infectious. 


2.2 Incubation and infectious period 


Assessment of the clinical and epidemiological characteristics of SARS-CoV-2 cases suggests 


that, similar to SARS-CoV, patients will not be infectious until the onset of symptoms.  In most 


cases, individuals are usually considered infectious while they have symptoms; how infectious 


individuals are, depends on the severity of their symptoms and stage of their illness. The median 


time from symptom onset to clinical recovery for mild cases is approximately 2 weeks and is 3-6 


weeks for severe or critical cases.3  There have been case reports that suggest infectivity 


during the asymptomatic period, with one patient found to be shedding virus before the onset of 


symptoms.4  Further study is required to determine the actual occurrence and impact of 


asymptomatic transmission.   


Precautions in section 5: Standard Infection Control Precautions (SICPs) and section 6: 


Transmission Based Precautions (TBPs) should remain in place until symptoms resolve.  


From international data, the balance of evidence is that infectivity has significantly reduced 7 


days after the onset of symptoms.  


2.3 Survival in the environment 


Human coronaviruses can survive on inanimate objects and can remain viable for up to 5 days 


at temperatures of 22-25°C and relative humidity of 40-50% (which is typical of air-conditioned 


indoor environments).1  Survival on environmental surfaces is also dependent on the surface 


type.1  Extensive environmental contamination may occur following an aerosol generating 


procedure (AGP). The rate of clearance of aerosols in an enclosed space is dependent on the 


extent of any mechanical/natural ventilation – the greater the number of air changes per hour 


(ventilation rate), the sooner any aerosol will be cleared.5 The time required for clearance of 


aerosols, and thus the time after which the room can be entered without a filtering face piece 


(class 3) (FFP3) respirator, can be determined by the number of air changes per hour (ACH) as 


outlined in WHO guidance; in general wards and single rooms there should be a minimum of 6 


air changes per hour, in negative-pressure isolation rooms there should be a minimum of 12 air 


changes per hour.6 Where feasible, environmental  decontamination should be performed when 


it is considered appropriate to enter the room/area without an FFP3 respirator. A single air 
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change is estimated to remove 63% of airborne contaminants, after 5 air changes less than 1% 


of airborne contamination is thought to remain.7 A minimum of 20 minutes i.e. 2 air changes, in 


hospital settings where the majority of these procedures occur is considered pragmatic. 


The precautions described in section 5.2: Hand hygiene and section 6.6: Management of 


patient care environment and equipment should be followed.    
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3. Organisational preparedness for 


preventing and controlling COVID-19 


Limiting transmission of COVID-19 in the healthcare setting requires a range of infection 


prevention and control measures which can be considered as a hierarchy of controls. 


Administrative controls are implemented at an organisational level (e.g. the design and use of 


appropriate processes, systems and engineering controls, and provision and use of suitable 


work equipment and materials) to help prevent the introduction of infection and to control and 


limit the transmission of infection in healthcare. The control of exposure at source, including 


adequate ventilation systems and effective environmental decontamination will physically 


reduce exposure to infection. Employers are under a legal obligation – under control of 


substances hazardous to health (COSHH) – to adequately control the risk of exposure to 


hazardous substances where exposure cannot be prevented. The provision and use of personal 


protective equipment (PPE), including respiratory protective equipment (RPE), will protect staff, 


patients and visitors. Employees have an obligation to make full and proper use of any control 


measures, including PPE, provided by their employer. The principles below are listed as a 


hierarchy of infection prevention and control measures at a local hospital/ward level. (Note that 


this list is not exhaustive but includes key principles and illustrates a useful approach to 


preventing and controlling COVID-19). 


Hierarchy of Control measures: 


● Early recognition/reporting of cases; 


● Early assessment/triaging of cases; 


● Implementing control measures, including:  


– maintaining separation in space and/or time between suspected and confirmed 


COVID-19 patients, 


– educating staff, patients and visitors about Standard infection control precautions 


(SICPs) and Transmission Based Precautions (TBPs), 


– prompt implementation of TBPs to limit transmission,   
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– restricting access of ill visitors to the facility, 


– instructing staff members with symptoms to stay at home and not come to work until 


symptoms resolve,  


– planning and implementation of strategies for surge capacity. 


In preparedness for implementing these control measures all healthcare organisations should 


undertake planning, and test the preparedness response for the various phases of a pandemic. 


This includes: 


● An assessment of their facilities’ current capabilities. Healthcare services will not be able 


to operate under ‘business as usual’ during a COVID-19 pandemic. An assessment of 


the practical ability to deliver care and implement control measures under the pressure 


of an exceptional number of patient admissions and reduced staff numbers due to illness 


must be assessed; ensuring their facilities’ most current blueprints are readily available 


and accessible if needed to make necessary changes; 


● An assessment of the current workforce;  


● Working in a multidisciplinary team with healthcare and social care leaders/managers, 


engineering, and clinical staff to plan for segregation of patients and/or services and 


creation of adequate isolation rooms; identifying potential areas that could be converted 


effectively with minimum modifications; and 


● Defining engineering, administrative, and personnel requirements that can be efficiently 


implemented during a pandemic COVID-19 event.8 
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4. Infection prevention and control 


precautions 


Standard infection control precautions (SICPs) and transmission based precautions (TBPs) 


must be used when managing patients with suspected or confirmed COVID-19.   


4.1 Standard infection control precautions (SICPs) definition 


Standard infection control precautions (SICPs) are the basic infection prevention and control 


measures necessary to reduce the risk of transmission of infectious agents from both 


recognised and unrecognised sources. Sources include blood and other body fluids, secretions 


and excretions (excluding sweat), non-intact skin or mucous membranes, and any equipment or 


items in the care environment. SICPs should be used by all staff, in all care settings, at all 


times, for all patients. 


4.2 Transmission Based Precautions (TBPs) definition 


Transmission based precautions (TBPs) are applied when SICPs alone are insufficient to 


prevent cross transmission of an infectious agent. TBPs are additional infection control 


precautions required when caring for a patient with a known or suspected infectious agent. 


TBPs are categorised by the route of transmission of the infectious agent: 


4.3 Routes of transmission:  


● Contact precautions: Used to prevent and control infection transmission via direct 


contact or indirectly from the immediate care environment (including care equipment). 


This is the most common route of infection transmission. 


● Droplet precautions: Used to prevent and control infection transmission over short 


distances via droplets (>5μm) from the respiratory tract of one individual directly onto a 


mucosal surface or conjunctivae of another individual. Droplets penetrate the respiratory 


system to above the alveolar level. The maximum distance for cross transmission from 


droplets has not been definitively determined, although a distance of approximately  


1 metre (3 feet) around the infected individual has frequently been reported in the 
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medical literature as the area of risk.7, 9  


● Airborne precautions: Used to prevent and control infection transmission without 


necessarily having close contact via aerosols (≤5μm) from the respiratory tract of one 


individual directly onto a mucosal surface or conjunctivae of another individual. Aerosols 


penetrate the respiratory system to the alveolar level.  


Interrupting transmission of COVID-19 requires both droplet and contact precautions; if an 


aerosol generating procedure (AGP) is being undertaken then airborne precautions are 


required in addition to contact precautions.   
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5. Standard infection control precautions 


(SICPs) 


5.1 Patient placement/assessment for infection risk  


Patients must be promptly assessed for infection risk on arrival at the care area and, if possible, 


prior to accepting a patient from another care area. Patients should be continuously reviewed 


throughout their inpatient stay. In all healthcare settings, patients with symptoms of COVID-19 


should be segregated from non-symptomatic patients as promptly as possible.  


5.2 Hand hygiene 


Hand hygiene is essential to reduce the transmission of infection in health and other care settings 


and is a critical element of standard infection control precautions (SICPs). All staff, patients and 


visitors should decontaminate their hands with alcohol based hand rub (ABHR) when entering 


and leaving areas where care for –suspected and confirmed COVID-19 patients is being 


delivered.   


Hand hygiene must be performed immediately before every episode of direct patient care and 


after any activity or contact that potentially results in hands becoming contaminated, including 


the removal of personal protective equipment (PPE), equipment decontamination and waste 


handling: https://www.who.int/gpsc/5may/Your_5_Moments_For_Hand_Hygiene_Poster.pdf 


Before performing hand hygiene: 


● expose forearms (bare below the elbows); 


● remove all hand and wrist jewellery (a single, plain metal finger ring is permitted but 


should be removed (or moved up) during hand hygiene); 


● ensure finger nails are clean, short and that artificial nails or nail products are not worn; 


● cover all cuts or abrasions with a waterproof dressing. 



https://www.who.int/gpsc/5may/Your_5_Moments_For_Hand_Hygiene_Poster.pdf





COVID-19: Guidance for infection prevention and control in healthcare settings. Version 1.0. 
 


Page 15 of 49 


Technique for hand washing and rubbing 


● Hand hygiene includes the use of ABHR for routine hand hygiene and hand washing with 


soap and water, including thorough drying, if hands are visibly soiled or dirty.  


● The technique for hand washing must be carried out thoroughly and for a time period 


sufficient to inactivate the virus i.e. 40 to 60 seconds. See Appendix 1 – Best practice 


how to hand wash. 


● ABHR must be available for all staff as near to point of care as possible, where this is not 


practical, personal dispensers should be used. The technique for use of ABHR to 


decontaminate hands must be carried out thoroughly and for a time period sufficient to 


inactivate the virus i.e. 20 to 30 seconds. See Appendix 2. 


● Where no running water is available or hand hygiene facilities are lacking, such as in a 


patient’s home, staff may use hand wipes followed by ABHR and should wash their 


hands at the first available opportunity. 


5.3 Respiratory and cough hygiene – ‘Catch it, bin it, kill it’ 


Patients, staff and visitors should be encouraged to minimise potential COVID-19 transmission 


through good respiratory hygiene measures: 


● Disposable, single-use tissues should be used to cover the nose and mouth when 


sneezing, coughing or wiping and blowing the nose. Used tissues should be disposed of 


promptly in the nearest waste bin. 


● Tissues, waste bins (lined and foot operated) and hand hygiene facilities should be 


available for patients, visitors and staff. 


● Hands should be cleaned (using soap and water if possible, otherwise using ABHR) after 


coughing, sneezing, using tissues or after any contact with respiratory secretions and 


contaminated objects. 


● Encourage patients to keep hands away from the eyes, mouth and nose. 


● Some patients (e.g. the elderly and children) may need assistance with containment of 
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respiratory secretions; those who are immobile will need a container (e.g. a plastic bag) 


readily at hand for immediate disposal of tissues. 


● In common waiting areas or during transportation, symptomatic patients may wear a 


fluid-resistant (Type IIR) surgical face mask (FRSM), if tolerated, to minimise the 


dispersal of respiratory secretions and reduce environmental contamination.   


5.4 Personal Protective Equipment (PPE) 


Before undertaking any procedure staff should assess any likely exposure and ensure PPE is 


worn that provides adequate protection against the risks associated with the procedure or task 


being undertaken. All staff should be trained in the proper use of all PPE that they may be 


required to wear.       


In addition: 


● Staff who have had and recovered from COVID-19 should continue to follow infection 


control precautions, including the PPE recommended in this document. 


All PPE should be:  


● compliant with the relevant BS/EN standards (European technical standards as adopted 


in the UK); 


● located close to the point of use; 


● stored to prevent contamination in a clean/dry area until required for use (expiry dates 


must be adhered to); 


● single-use only; 


● changed immediately after each patient and/or following completion of a procedure or task; 


and 


● disposed of after use into the correct waste stream i.e. healthcare/clinical waste (this may 


require disposal via orange or yellow bag waste; local guidance will be provided depending 


on the impact of the disease)  
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5.4.1 Disposable apron/gown   


Disposable plastic aprons must be worn to protect staff uniform or clothes from contamination 


when providing direct patient care and during environmental and equipment decontamination.  


Fluid-resistant gowns must be worn when a disposable plastic apron provides inadequate cover 


of staff uniform or clothes for the procedure/task being performed and when there is a risk of 


extensive splashing of blood and/or other body fluids e.g. during aerosol generating procedures 


(AGPs). If non fluid-resistant gowns are used, a disposable plastic apron should be worn 


underneath.  


Disposable aprons and gowns must be changed between patients and immediately after 


completion of a procedure/task. 


5.4.2 Disposable gloves  


Disposable gloves must be worn when providing direct patient care and when exposure to 


blood and/or other body fluids is anticipated/likely, including during equipment and 


environmental decontamination. Gloves must be changed immediately following the care 


episode or the task undertaken. 


5.4.3 Eye protection/Face visor 


Eye/face protection should be worn when there is a risk of contamination to the eyes from 


splashing of secretions (including respiratory secretions), blood, body fluids or excretions. An 


individual risk assessment should be carried out prior to/at the time of providing care. 


Disposable, single-use, eye/face protection is recommended.  


Eye/face protection can be achieved by the use of any one of the following:  


● surgical mask with integrated visor;  


● full face shield/visor;  


● polycarbonate safety spectacles or equivalent;  


Regular corrective spectacles are not considered adequate eye protection. 


See Appendix 3 for the correct order of donning and doffing personal protective equipment (PPE).  
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5.5 Safe management of linen (laundry) 


No special procedures are required; linen is categorised as ‘used’ or ‘infectious’. All linen used 


in the direct care of patients with suspected and confirmed COVID-19 should be managed as 


‘infectious’ linen. Linen must be handled, transported and processed in a manner that prevents 


exposure to the skin and mucous membranes of staff, contamination of their clothing and the 


environment: 


Disposable gloves and an apron should be worn when handling infectious linen.  


All linen should be handled inside the patient room/cohort area. A laundry receptacle should be 


available as close as possible to the point of use for immediate linen deposit.   


When handling linen do not:  


● rinse, shake or sort linen on removal from beds/trolleys; 


● place used/infectious linen on the floor or any other surfaces e.g. a locker/table top; 


● re-handle used/infectious linen once bagged; 


● overfill laundry receptacles; or 


● place inappropriate items in the laundry receptacle e.g. used equipment/needles. 


 


When managing infectious linen: 


● place directly into a water-soluble/alginate bag and secure; 


● place the water-soluble bag inside a clear polythene bag and secure; 


● place the polythene bag into in the appropriately coloured (as per local policy) linen bag 


(hamper). 


All linen bags/receptacles must be tagged e.g. ward/care area and date. Store all 


used/infectious linen in a designated, safe, lockable area whilst awaiting uplift. Organisational 


preparedness plans should consider the safe storage of excess linen awaiting collection and for 


maintaining supplies of clean linen for patient use.  
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5.6 Staff uniforms/clothes 


The appropriate use of personal protective equipment (PPE) will protect staff uniform from 


contamination in most circumstances. Healthcare facilities should provide changing 


rooms/areas where staff can change into uniforms on arrival at work.  


Organisations may consider the use of theatre scrubs for staff who do not usually wear a 


uniform but who are likely to come into close contact with patients e.g. medical staff.   


Healthcare laundry services should be used to launder staff uniforms. If there is no laundry 


facility available, then uniforms should be transported home in a disposable plastic bag. This 


bag should be disposed of into the household waste stream. 


Uniforms should be laundered: 


● separately from other household linen; 


● in a load not more than half the machine capacity; 


● at the maximum temperature the fabric can tolerate, then ironed or tumbled-dried. 


NB. It is best practice to change into and out of uniforms at work and not wear them when 


travelling; this is based on public perception rather than evidence of an infection risk. This does 


not apply to community health workers who are required to travel between patients in the same 


uniform.   


5.7 Management of blood and body fluid spills 


Spillages must be decontaminated in line with local policy. For an example, see Appendix 4. 


5.8 Management of healthcare (including clinical) and non-clinical waste  


Large volumes of waste may be generated by frequent use of PPE; advice from the local waste 
management team should be sought prospectively on how to manage this. 


Dispose of all waste as clinical waste. 
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Waste from a possible or a confirmed case must be disposed of as Category B waste. The 
transport of Category B waste is described in Health Technical Memorandum 07-01: Safe 
management of healthcare waste. Disposal of all waste related to possible or confirmed cases 
should be classified as infectious clinical waste suitable for alternative treatment, unless the 
waste has other properties that would require it to be incinerated. 
 


6. Transmission based precautions (TBPs) 


for pandemic COVID-19 


In addition to standard infection control precautions (SICPs), droplet precautions should be used 


for patients known or suspected to be infected with COVID-19 in all healthcare settings. 


● COVID-19 virus is expelled as droplets from the respiratory tract of an infected individual 


(e.g. during coughing and sneezing) directly onto a mucosal surface or conjunctiva of a 


susceptible individual(s) or environmental surface(s). 


● Droplets travel only short distances through the air; a distance of at least 1 metre has 


been used for deploying droplet precautions.  However, this distance should be 


considered as the minimum rather than an absolute:  


● Transmission based precautions (TBPs (droplet) should be continued until the resolution 


of the patient’s fever and respiratory symptoms.   


6.1 Duration of precautions 


Patients should remain in isolation/cohort with TBPs applied until the resolution of fever and 


respiratory symptoms. The duration of TBPs may require modification based on the intelligence 


gathered about COVID-19. 


The decision to modify the duration of, or ‘stand down’ TBPs should be made by the clinical 


team managing the patient(s); based on patient condition and in agreement with the local 


Infection Prevention and Control Team (IPCT). 


 


6.2 Segregation and cohorting (inpatient settings) 



https://www.gov.uk/government/publications/guidance-on-the-safe-management-of-healthcare-waste

https://www.gov.uk/government/publications/guidance-on-the-safe-management-of-healthcare-waste
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6.2.1 Negative pressure isolation rooms  


Special environmental controls, such as negative pressure isolation rooms, are not necessary 


to prevent the transmission of COVID-19. However, in the early stages, and in high risk 


settings, patients with suspected or confirmed COVID-19 may be isolated in negative pressure 


rooms.   


6.2.2 Single rooms  


Wherever possible, patients with suspected or confirmed COVID-19 should be placed in single 


rooms. In an escalating situation there is however likely to be a lack of single rooms/isolation 


facilities.   Where single/isolation rooms are in short supply, and cohorting is not yet considered 


possible (patient(s) awaiting laboratory confirmation), prioritise patients who have excessive 


cough and sputum production for single/isolation room placement.  


Single rooms in COVID-19 segregated areas should, wherever possible, be reserved for 


performing aerosol generating procedures (AGPs). 


Single rooms in non-COVID-19 areas should be reserved for patients requiring isolation for 


other (non-influenza-like illness) reasons.  


The prioritising of patients for isolation other than suspected or confirmed COVID-19 patients 


should be decided locally, based on patient need and local resources. 


6.2.3 Cohort areas 


If a single/isolation room is not available, cohort confirmed respiratory infected patients with 


other patients confirmed to have COVID-19. Ensure patients are physically separated; a 


distance of at least 1 metre. Use privacy curtains between the beds to minimise opportunities 


for close contact. Where possible, a designated self-contained area or wing of the healthcare 


facility should be used for the treatment and care of patients with COVID-19. This area should: 


● include a reception area that is separate from the rest of the facility and should, if 


feasible, have a separate entrance/exit from the rest of the building; 


● not be used as a thoroughfare by other patients, visitors or staff, including patients being 


transferred, staff going for meal breaks, and staff and visitors entering and exiting the 


building; 
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● be separated from non-segregated areas by closed doors; and 


● have signage displayed warning of the segregated area to control entry. 


Hospitals should consider creating cohort areas which differentiate the level of care required.  It 


may also be prudent to consider: 


● the need for cohorting in single/mixed sex wards/bays  


● underlying patient condition (immunocompromised);  


● age groups when cohorting children; and 


● routine childhood vaccination status when cohorting children. 


6.2.4 Staff cohorting  


Assigning a dedicated team of staff to care for patients in isolation/cohort rooms/areas is an 


additional infection control measure. This should be implemented whenever there are sufficient 


levels of staff available (so as not to have a negative impact on non-affected patients’ care). 


Where possible, staff who have had confirmed COVID-19 and recovered should work in the 


cohort areas and care for COVID-19 patients. Such staff should continue to follow the infection 


control precautions, including personal protective equipment (PPE), as outlined in this 


document (see section 7). 


6.2.5 Visitors to segregated/cohort areas 


Visitors to all areas of the healthcare facility should be restricted to essential visitors only, such 


as parents of paediatric patients or an affected patient’s main carer. Local risk assessment and 


practical management should be considered, ensuring this is a pragmatic and proportionate 


response, including the consideration of whether there is a requirement for visitors to wear PPE 


or respiratory protective equipment (RPE). 


Visiting may be suspended if considered appropriate. All visitors entering a segregated/cohort 


area must be instructed on hand hygiene. They must not visit any other care area.  
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Signage to support restrictions is critical. Visitors with COVID-19 symptoms must not enter the 


healthcare facility. Visitors who are symptomatic should be encouraged to leave and must not 


be permitted to enter areas where there are immunocompromised patients.   


6.3 Patient transfers and transport 


6.3.1 Intra-hospital transfers: 


● The movement and transport of patients from their single room/cohort area should be 


limited to essential purposes only. Staff at the receiving destination must be informed 


that the patient has or is suspected to have COVID-19. 


● If transport/movement is necessary, consider offering the patient a fluid-resistant (Type 


IIR) surgical mask (FRSM) to be worn during transportation, to minimise the dispersal of 


respiratory droplets.   


● Patients must be taken straight to and returned from clinical departments and must not 


wait in communal areas. If possible, patients should be placed at the end of clinical lists.    


6.3.2 Transfer from primary care/community settings: 


● If transfer from a primary care facility or community setting to hospital is required, the 


ambulance service should be informed of the infectious status of the patient.  


● Staff of the receiving ward/department should be notified in advance of any transfer and 


must be informed that the patient has or is suspected to have COVID-19.  


6.3.3 Inter-hospital transfers:  


● Patient transfer from one healthcare facility to another should be avoided; transfer may 


be undertaken if medically necessary for specialist care arising out of complications or 


concurrent medical events (for example, cardiac angioplasty, and renal dialysis). If 


transfer is essential, the ambulance service and receiving hospital must be advised in 


advance of the infectious status of the patient.  


6.4 Personal protective equipment (PPE) 
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Personal protective equipment (PPE) for the care of patients with COVID-19 is summarised in 


Table 1, see Appendix 3 for how to put on and remove PPE.  


Table 1: Transmission based precautions (TBPs):  Personal protective equipment (PPE) 
for care of patients with pandemic COVID-19 


 Entry to cohort 
area (only if 
necessary) no 
patient 
contact* 


General ward 
* 


High risk unit 
ICU/ITU/HDU 


Aerosol 
generating 
procedures (any 
setting) 


Disposable 


Gloves 


No Yes Yes Yes 


Disposable 


Plastic Apron 


No Yes Yes No 


Disposable 


Gown 


No No No Yes 


Fluid-resistant 


(Type IIR) 


surgical mask 


(FRSM)  


Yes Yes No No 


Filtering face 


piece (class 3) 


(FFP3) 


respirator 


No No Yes 


 


Yes 


Disposable Eye 


protection 


No Risk 


assessment 


Risk assessment 


(always if wearing 


an FFP3) 


Yes  


*Personal protective equipment (PPE) for close patient contact (within 1 metre) also applies to the collection of 


nasal or nasopharyngeal swabs. 


6.4.1 Fluid resistant (Type IIR) surgical face masks (FRSM) 


Fluid-resistant (Type IIR) surgical masks (FRSMs) are worn to protect the wearer from the 


transmission of COVID-19 by respiratory droplets. 
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In all healthcare settings: 


● A FRSM must be worn when working in close contact (within 2 meres) of a patient with 


COVID-19 symptoms.   


● In an area where pandemic COVID-19 patients have been cohorted together, it may be 


more practical for staff to wear a FRSM at all times, rather than only when in close 


contact with a patient. Similarly, in primary care/outpatient settings it may be more 


practical for staff working in a segregated (COVID-19 patient) area to wear a FRSM for 


the duration they are in the patient area. 


●  A FRSM for COVID-19 should:  


– be well fitted covering both nose and mouth; 


– not be allowed to dangle around the neck of the wearer after or between each 


use; 


– not be touched once put on; 


– be changed when they become moist or damaged; and 


– be worn once and then discarded as healthcare (clinical) waste (hand 


hygiene must always be performed after disposal). 


The provision of a FRSM for patients with suspected/confirmed COVID-19 at point of 


assessment or triage in any healthcare setting should be considered if the patient can tolerate it 


(except when in a dedicated COVID-19 area).  


6.4.2 Filtering face piece (class 3) (FFP3) respirators 


Filtering face piece (class 3) (FFP3) respirators should be worn whenever there is a risk of 


airborne transmission of pandemic COVID-19 i.e. during aerosol generating procedures (AGPs) 


and at all times in intensive care unit (ICU), intensive therapy unit (ITU), high dependency unit 


(HDU) where COVID-19 patients are cohorted.  


All tight fitting respiratory protective equipment (RPE) (i.e. FFP3 respirators) must be: 


● single use (disposable) and fluid-resistant*; 
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● fit tested on all healthcare staff who may be required to wear an FFP3 respirator to 


ensure an adequate seal/fit according to the manufacturers’ guidance; fit checked 


(according to the manufacturers’ guidance) every time an FFP3 respirator is donned to 


ensure an adequate seal has been achieved; 


● compatible with other facial protection used i.e. protective eyewear so that this does not 


interfere with the seal of the respiratory protection. Regular corrective spectacles are not 


considered adequate eye protection; 


● disposed of and replaced if breathing becomes difficult, the respirator is damaged or 


distorted, the respirator becomes obviously contaminated by respiratory secretions or 


other body fluids, or if a proper face fit cannot be maintained; and 


● be worn once and then discarded as healthcare (clinical) waste (hand hygiene 


must always be performed after disposal). 


*valved respirators are not fully fluid-resistant unless they are also ‘shrouded’. If a valved, non-


shrouded FFP3 respirator is used appropriate eye protection must be worn. 


In the absence of an anteroom/lobby remove FFP3 respirators in a safe area (e.g. outside the 


isolation/cohort room/area). 


All other PPE should be removed in the patient care area. 


Further information regarding fitting and fit checking of respirators can be found on the Health 


and Safety Executive website. 


See Appendix 6 for guidance on facial hair and FFP3 wear.  



http://www.hse.gov.uk/respiratory-protective-equipment/basics.htm

http://www.hse.gov.uk/respiratory-protective-equipment/basics.htm
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6.5 Aerosol-generating procedures (AGPs) 


Aerosols generated by medical procedures are one route for the transmission of the COVID-19 


virus. The following procedures are considered to be potentially infectious AGPs: 


● Intubation, extubation and related procedures; 


● Tracheotomy/tracheostomy procedures;  


● Manual ventilation; 


● Open suctioning; 


● Bronchoscopy; 


● Non-invasive ventilation (NIV) e.g. Bi-level Positive Airway Pressure (BiPAP) and 


Continuous Positive Airway Pressure ventilation (CPAP); 


● Surgery and post-mortem procedures in which high-speed devices are used;  


● High-frequency oscillating ventilation (HFOV); 


● High-flow Nasal Oxygen (HFNO) 


● Induction of sputum (see glossary); 


● Some dental procedures (e.g. high speed drilling).   


For patients with suspected/confirmed COVID-19, any of these potentially infectious AGPs 


should only be carried out when essential. Where possible, these procedures should be carried 


out in a single room with the doors shut. Only those healthcare staff who are needed to 


undertake the procedure should be present. A disposable, fluid repellant surgical gown, gloves, 


eye protection and a FFP3 respirator should be worn by those undertaking the procedure and 


those in the room.  


Certain other procedures/equipment may generate an aerosol from material other than patient 


secretions but are not considered to represent a significant infectious risk. Procedures in this 


category include: 
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● administration of pressurised humidified oxygen; 


● administration of medication via nebulisation.  


Note: 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 patients 


to remove nebulisers and oxygen masks. 


 


6.6 Management of equipment and the care environment  


Decontamination of equipment and the care environment must be performed using either:  


● A combined detergent/disinfectant solution at a dilution of 1,000 parts per million 


available chlorine (ppm available chlorine (av.cl.)); or 


● A general purpose neutral detergent in a solution of warm water followed by a 


disinfectant solution of 1,000ppm av.cl. 


Only cleaning (detergent) and disinfectant products supplied by employers are to be used.  


Products must be prepared and used according to the manufacturers’ instructions and 


recommended product "contact times" must be followed. 


6.6.1 Equipment  


Patient care equipment should be single-use items if possible. Reusable (communal) non-


invasive equipment should as far as possible be allocated to the individual patient or cohort of 


patients.   


Reusable (communal) non-invasive equipment must be decontaminated: 


● between each patient and after patient use; 


● after blood and body fluid contamination; and 


● at regular intervals as part of equipment cleaning. 
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An increased frequency of decontamination should be considered for reusable non-invasive 


care equipment when used in isolation/cohort areas. 


• ventilators should be protected with a high efficiency filter, such as BS EN 13328-1 


• closed system suction should be used 


 


 


See Appendix 4 for guidance on routine decontamination of reusable non-invasive patient care 


equipment. 


Avoid the use of fans that re-circulate the air.10 


There is no need to use disposable plates or cutlery. Crockery and cutlery can be washed by 


hand or in a dishwasher using household detergent and hand-hot water after use. 


6.6.2 Environment 


Patient isolations rooms, cohort areas and clinical rooms must be decontaminated at least 


daily. Clinical rooms should also be decontaminated after clinical sessions for patients with 


suspected/known pandemic COVID-19. In addition, patient isolation rooms must be terminally 


cleaned: 


● Following resolution of symptoms, discharge or transfer (this includes removal and 


laundering of all curtains and bed screens); 


● Once vacated by staff following an AGP. Clearance of infectious particles after an AGP 


is dependent on the mechanical/natural ventilation and air change per hour(ACH) within 


the room. A single air change is estimated to remove 63% of airborne contaminants; 


after 5 air changes, less than 1% of airborne contamination is thought to remain.  In an 


isolation room with 10-12 ACH a minimum of 20 minutes is considered pragmatic; in a 


side room with 6 ACH this would be approximately 1 hour. Advice should be sought from 


the local Infection Prevention and Control Team (IPCT). 


An increased frequency of decontamination should be incorporated into the environmental 


decontamination schedules for areas where there may be higher environmental contamination 


rates e.g.  
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● toilets/commodes particularly if patients have diarrhoea; and 


● “frequently touched” surfaces such as medical equipment, door/toilet handles and locker 


tops, patient call bells, over bed tables and bed rails should be cleaned at least twice 


daily and when known to be contaminated with secretions, excretions or body fluids. 


Domestic/cleaning staff performing environmental decontamination should: 


● be allocated to specific area(s) and not be moved between COVID-19 and non-COVID-


19 care areas; 


● be trained in which personal protective equipment (PPE) to use and the correct methods 


of wearing, removing and disposing of PPE. The care environment should be kept clean 


and clutter free. All non-essential items including toys, books and magazines should be 


removed from reception and waiting areas, consulting and treatment rooms, emergency 


departments, day rooms and lounges.  When made available, these items should not be 


shared. All toys must be cleanable and should be cleaned regularly (preferably at the 


same time as the environment).  


6.7 Handling dead bodies  


The principles of Standard Infection Control Precautions (SICPs) and Transmission Based 


Precautions (TBPs) continue to apply whilst deceased individuals remain in the care 


environment. This is due to the ongoing risk of infectious transmission via contact although the 


risk is usually lower than for living patients. Where the deceased was known or suspected to 


have been infected with COVID-19, there is no requirement for a body bag, and viewing, 


hygienic preparations, post-mortem and embalming are all permitted. 
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7. Occupational health and staff 


deployment  


Prompt recognition of cases of COVID-19 among healthcare staff is essential to limit the 


spread. Healthcare staff with influenza-like illness should not come to work. As a general 


principle, healthcare staff who provide care in areas for suspected/confirmed patients should not 


care for other patients, although exceptions may be necessary.   


A risk assessment is required for health and social care staff at high risk of complications from 


COVID-19, including pregnant staff. Employers should: 


● Discuss with employees who are at risk or are pregnant the need to be deployed away from 


areas used for the care of those who have, or are clinically suspected of having, COVID-19; 


or, in the primary care setting, from clinics set up to manage people with COVID-19 


symptoms.   


● Ensure that advice is available to all healthcare staff, including specific advice to those at 


risk from complications. 


Bank, agency and locum staff should follow the same deployment advice as permanent staff. 


As part of their employer’s duty of care, providers have a role to play in ensuring that a fit 


testing programme is in place for those who may need to wear filtering face piece (class 3) 


(FFP3) respirator. In the event of a breach in infection control procedures e.g. an incorrectly worn 


FFP3 respirator during a potentially infectious aerosol generating procedure (AGP, staff should 


be reviewed by occupational health. 


Occupational health departments should lead on the implementation of systems to monitor staff 


illness and absence. 


Where possible, staff who have had confirmed COVID-19 (early in the stages of the outbreak 


this would be via virology confirmation, thereafter, this is likely to be as per case definition) 


should work in the cohort areas and care for suspected/confirmed COVID-19 patients. Such 


staff should continue to follow the infection control precautions, including personal protective 


equipment (PPE), as outlined in this document.    
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8. Specific settings 


The following guidance is given to assist specific care settings to implement the principles of 


standard infection control precautions (SICPs) and transmission based precautions (TBPs) 


described in this document, which apply in all care settings.   


8.1 Care home settings  


Isolation within a care home for a known/suspected infection can be achieved in the persons’ 


bedroom in most cases. Residents should remain in their bedroom whilst considered infectious 


(as described above) and the door should remain closed (if unable to isolate the individual then 


this should be documented).   


8.2 Primary care  


In primary care settings (e.g. General Practitioner (GP) practices) suspected COVID-19 


patients should be segregated in place or time from other patients, this may be achieved by: 


● Creating a separate area within the facility for care of suspected patients, including 


separate waiting and reception areas if possible. The area should be separated from 


non-segregated areas by closed doors. To control entry, signage should be displayed 


warning of the segregated area. 


● Alternatively, suspected patients should be seen at a different time from other patients, 


with disinfection of shared areas taking place between different clinics.  


● GP practices may make arrangements for distinct COVID-19 and non-COVID-19 clinics. 


(Non-essential GP clinics may need to be cancelled to enable this).  


● Primary care staff should, wherever possible be allocated to either COVID-19  or  


other patients.  
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8.3 Outpatient settings  


For patients who develop symptoms and have long term health conditions that require 


attendance at outpatient settings e.g. hospital day care, options include:  


● deferring the procedure and re-scheduling the next appointment;  


● transferring the patient to a designated hospital with isolation or cohort facilities;  


● introducing physical barriers such as screens in special units to separate patients with 


symptoms of COVID-19.  


8.4 Dental surgeries 


Patients with symptoms of COVID-19 should not be seen for routine dental care. If a dental 


emergency is suspected such as severe haemorrhaging or difficulty in breathing the patient 


should be seen in a hospital environment.   


If emergency dental care is required staff in attendance should be kept to a minimum and must 


wear appropriate personal protective equipment (PPE) (see table 1) particularly if this involves 


high speed drilling section 6.5. 


8.5 Home visits 


Home visits should continue as long as required to patients without COVID-19. If it becomes 


necessary to suspend some home visits, alternative arrangements must be put in place to 


maintain contact (e.g. telephone liaison). Health and social care staff performing non-deferrable 


essential visits (for example, child protection) to households with suspected/confirmed COVID-


19, should follow the infection control precautions in this document. 


 


8.6 Ambulances  


In ambulances, patient segregation can be achieved by: 


● designating an ambulance(s) for transfer of patients with suspected/confirmed COVID-19 


for the duration of each shift;  
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● transporting coughing and sneezing patients on their own whenever possible. However, if 


pressure upon the service occurs, two patients with symptoms of COVID-19 may be 


transferred together and should wear a fluid-resistant (Type IIR) surgical mask (FRSM).  


Depending on the stage of the pandemic and an assessment of risk, ambulance staff may be 


required to wear respiratory protective equipment (RPE). This will be determined locally.  


8.7 Emergency departments and acute assessment units 


Emergency departments and acute assessment units may be overwhelmed with patients 


seeking care during the peak of a pandemic. Alternative approaches to triage and initial 


assessment will be required to: 


● rapidly screen and identify those who have symptoms of COVID-19 upon their arrival; 


● separate symptomatic patients from others to reduce the risk of transmission; and 


● determine as early as possible the type of care patients will require (i.e. see and 


discharge or admit for treatment). 


8.7.1 Screening and triage 


Signage should be displayed prior to and on entry to assessment units instructing patients with 


symptoms to inform reception staff immediately on their arrival. 


A triage practitioner(s) should be based in the reception to manage patient flow, including 


deferral of patients who do not require emergency care. 


8.7.2 Reception area 


Patients with symptoms of COVID-19 should be triaged to a segregated waiting and 


assessment area immediately. Patients should be instructed to stay in this waiting area and not 


visit other departments or, parts of the hospital/unit, or go to public areas such as the cafeteria. 


Signage and physical barriers should be used as appropriate. 


If separate areas for patients with symptoms of COVID-19 cannot be established, an alternative 


area/site should be set up for those at highest risk of complications from COVID-19 and who do 


not have respiratory symptoms (e.g. patients presenting for dialysis, patients with a history of 
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blood cell or organ transplantation, chemotherapy, or who are immunocompromised for other 


reasons). 


Patients who do not have symptoms of COVID-19 but require prompt acute care assessment 


should be triaged to a specific waiting and examination area, physically separate from the 


COVID-19 waiting and assessment area. 


8.7.3Critical care 


PPE must be worn: 


• all respiratory equipment must be protected with a high efficiency filter (such as BS EN 13328-


1). This filter must be disposed of after use 


• disposable respiratory equipment should be used wherever possible. Re-usable equipment 


must, as a minimum, be decontaminated in accordance with the manufacturer’s instructions 


• a closed suctioning system must be used 


• ventilator circuits should not be broken unless necessary 


• ventilators must be placed on standby when carrying out bagging 


 


8.7.4 Theatres 


• theatres must be informed in advance of a patient transfer of a confirmed or possible COVID-


19 positive case 


• the patient should be transported directly to the operating theatre and should wear a surgical 


mask if it can be tolerated 


• the patient should be anaesthetised and recovered in the theatre. Staff should wear protective 


clothing but only those at risk of exposure from aerosol generating procedures, ie during 


intubation need to wear FFP3 respirators and full gowns. considerations about the use of 


respiratory/anaesthetic equipment are addressed in the critical care section above 


• instruments and devices should be decontaminated in the normal manner in accordance with 


manufacturers’ advice 


• both laryngoscope handle and blade should either be single use or reprocessed in the Sterile 


Supply Department. Video laryngoscope blades should be single use and scope/handle 


decontaminated as per manufacture instructions. 


• the theatre should be cleaned as per local policy for infected cases, paying particular attention 


to hand contact points on the anaesthetic machine 


• theatres should not be used by staff or patients for 20 minutes after the patient leaves if 


conventionally ventilated, or 5 minutes if ultraclean ventilation is used 


• possible or confirmed cases of COVID-19 should be placed at the end of the list where feasible 


 


 



https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/wuhan-novel-coronavirus-wn-cov-infection-prevention-and-control-guidance#PPE
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Appendix 1 – Best practice how to hand 


wash 
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Appendix 2 – Best Practice How to hand rub 
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Appendix 3 – Best Practice - Putting on and 


taking off PPE 
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Appendix 4: Routine decontamination of reusable non-invasive 


patient care equipment  


 


 


  


Routine decontamination of reusable non-


invasive care equipment 


• Check manufacturer’s instructions for suitability of cleaning products especially when dealing with electronic equipment. 


• Wear appropriate PPE e.g. disposable, non-sterile gloves and aprons. 


Is equipment 


contaminated 


with blood? 


Is equipment contaminated 


with urine/vomit/faeces or has 


it been used on a patient with a 


known or suspected 


infection/colonisation? 


• Decontaminate equipment 
with disposable 
cloths/paper towel and a 
fresh solution of general-
purpose detergent and 
water or detergent 
impregnated wipes.   


• Rinse and thoroughly dry. 


• Disinfect specific items of 
non-invasive, reusable, 
communal care equipment 
if recommended by the 
manufacturer e.g. 70% 
isopropyl alcohol on 
stethoscopes 


• Immediately decontaminate 
equipment with disposable 
cloths/paper roll and a fresh 
solution of detergent, rinse, dry 
and follow with a disinfectant 
solution of 1,000 parts per million 
available chlorine (ppm av cl) * 
rinse and thoroughly dry  


• Or use a combined 
detergent/chlorine releasing 
solution with a concentration of 
1,000 ppm av cl*, rinse and 
thoroughly dry 


• If the item cannot withstand 
chlorine releasing agents consult 
the manufacturer’s instructions for 
a suitable alternative to use 
following or combined with 
detergent cleaning.  


 


• Immediately decontaminate 
equipment with disposable 
cloths/paper roll and a fresh 
solution of detergent, rinse, dry 
and follow with a disinfectant 
solution of 10,000 parts per 
million available chlorine (ppm 
av cl) * rinse and thoroughly dry  


• Or use a combined 
detergent/chlorine releasing 
solution with a concentration of 
10,000 ppm av cl*, rinse and 
thoroughly dry 


• If the item cannot withstand 
chlorine releasing agents consult 
the manufacturer’s instructions for 
a suitable alternative to use 
following or combined with 
detergent cleaning.  


 


• Follow manufacturer’s instructions for dilution, application and 
contact time. 


• Clean the piece of equipment from the top or furthest away point 


• Discard disposable cloths/paper roll immediately into the 
healthcare waste receptacle 


• Discard detergent/disinfectant solution in the designated area 


• Clean, dry and store re-usable decontamination equipment 


• Remove and discard PPE 


• Perform hand hygiene 


* Scottish National 
Blood Transfusion 
service and Scottish 
Ambulance Service use 
products different from 
those stated in the 
National Infection 
Prevention and Control 
Manual 


No 


No 


Yes 


Yes 
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Appendix 5 – Best Practice - Management of 


blood and body fluid spillages 
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Appendix 6: Facial hair and FFP3 respirators 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


*Ensure that hair does not cross the respirator sealing surface 
 
For any style, hair should not cross or interfere with the respirator sealing surface. If the 
respirator has an exhalation valve, hair within the sealed mask area should not impinge upon or 
contact the valve. 
 


 


*Adapted from The Centers for Disease Control and Prevention, The National Personal Protective Technology Laboratory (NPPTL), NIOSH. 


Facial Hairstyles and Filtering Facepiece Respirators. 2017.  


Available online at https://www.cdc.gov/niosh/npptl/RespiratorInfographics.html . Accessed 26/02/2020. 



https://www.cdc.gov/niosh/npptl/RespiratorInfographics.html
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Appendix 7 Glossary 


Aerosol-generating procedures 


(AGPs) 


Certain medical and patient care activities that 


can result in the release of airborne particles 


(aerosols). AGPs can create a risk of airborne 


transmission of infections that are usually only 


spread by droplet transmission.  


Airborne Transmission 


 


The spread of infection from one person to 


another by airborne particles (aerosols) 


containing infectious agents.  


Airborne particles 


 


Very small particles that may contain 


infectious agents. They can remain in the air for 


long periods of time and can be carried over 


long distances by air currents. Airborne particles 


can be released when a person coughs 


or sneezes, and during aerosol generating 


procedures (AGPs). “Droplet nuclei” are 


aerosols formed from the evaporation of larger 


droplet particles (see Droplet Transmission). 


Aerosols formed from droplet particles in this 


way behave as other aerosols. 


Airborne precautions Measures used to prevent and control infections 


spread without necessarily having close patient 


contact via aerosols (less than or equal to 5μm) 


from the respiratory tract of one individual 


directly onto a mucosal surface or conjunctivae 


of another individual. Aerosols can penetrate the 


respiratory system to the alveolar level. 


 


BS/EN standards 


 


Mandatory technical specifications created by 


either the British Standards Institute (BS) or 


European Standardisation Organisations (EN) in 


collaboration with government bodies, industry 


experts and trade associations. They aim to 


ensure the quality and safety of products, 


services and systems. 
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Cohort area 


 


An area (room, bay, ward) in which two or more 


patients (a cohort) with the same confirmed 


infection are placed. A cohort area should be 


physically separate from other patients. 


Contact precautions 


 


Measures used to prevent and control infections 


that spread via direct contact with the patient or 


indirectly from the patient’s immediate care 


environment (including care equipment). This is 


the most common route of infection 


transmission. 


Contact transmission Contact transmission is the most common route 


of transmission, and consists of two distinct 


types: direct contact and indirect contact. Direct 


transmission occurs when microorganisms are 


transmitted directly from an infectious individual 


to another individual without the involvement of 


another contaminated person or object (fomite). 


Indirect transmission occurs when 


microorganisms are transmitted from an 


infectious individual to another individual through 


a contaminated object or person (fomite) or 


person. 


COVID-19 COVID-19 is a highly infectious respiratory 


disease caused by a novel coronavirus. The 


disease was discovered in China in December 


2019 and has since spread around the world. 


Droplet precautions 


 


Measures used to prevent and control infections 


spread over short distances (at least 1 metre (3 


feet) via droplets (greater than 5μm) from the 


respiratory tract of one individual directly onto a 


mucosal surface or conjunctivae of another 


individual. Droplets penetrate the respiratory 


system to above the alveolar level. 


Droplet transmission  The spread of infection from one person to 


another by droplets containing infectious agents. 


Eye/Face protection 


 


Worn when there is a risk from splashing of 


secretion (including respiratory secretions), 


eye/face protection can be achieved by the use 


of any one of the following: a surgical mask with 


integrated visor; a full face visor/shield; or 
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polycarbonate safety spectacles or equivalent;  


FFP3 Respiratory protection that is worn over the nose 


and mouth designed to protect the wearer from 


inhaling hazardous substances, including 


airborne particles (aerosols). FFP stands for 


filtering face piece. There are three categories of 


FFP respirator: FFP1, FFP2 and FFP3. An FFP3 


respirator provides the highest level of 


protection, and is the only category of respirator 


legislated for use in UK healthcare settings. 


Fluid-resistant (Type IIR) surgical face 


mask (FRSM) 


 


A disposable fluid-resistant mask worn over the 


nose and mouth to protect the mucous 


membranes of the wearer’s nose and mouth 


from splashes and infectious droplets. FRSMs 


can also be used to protect patients.  When 


recommended for infection control purposes a 


'surgical face mask' typically denotes a  


fluid-resistant (Type IIR) surgical mask. 


Fluid-resistant  


 


A term applied to fabrics that resist liquid 


penetration, often used interchangeably with 


'fluid-repellent' when describing the properties of 


protective clothing or equipment. 


Frequently touched surfaces 


 


Surfaces of the environment which are 


commonly touched/come into contact with 


human hands. 


High Consequence Infectious Disease 


(HCID) 


In the UK, a high consequence infectious disease 


(HCID) is defined according to the following 


criteria: Acute infectious disease; typically has a 


high case-fatality rate; may not have effective 


prophylaxis or treatment; often difficult to 


recognise and detect rapidly; ability to spread in 


the community and within healthcare settings; and 


requires an enhanced individual, population and 


system response to ensure it is managed 


effectively, efficiently and safely. 


Healthcare/clinical waste Waste produced as a result of healthcare 


activities for example soiled dressings, sharps. 
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High risk units   Intensive care units, intensive therapy units and 


high dependency units.  


Incubation period 


 


The period between the infection of an individual 


by a pathogen and the manifestation of the illness 


or disease it causes. 


Induction of sputum Induction of sputum typically involves the 


administration of nebulised saline to moisten and 


loosen respiratory secretions (this may be 


accompanied by chest physiotherapy (percussion 


and vibration)) to induce forceful coughing. 


Infectious linen 


 


Linen that has been used by a patient who is 


known or suspected to be infectious and/or linen 


that is contaminated with blood and/or other body 


fluids e.g. faeces. 


Long term health condition 


 


Defined as: 


• Chronic obstructive pulmonary disease, 


bronchitis, emphysema or asthma 


• Heart disease 


• Kidney disease 


• Liver disease 


• Stroke or a transient ischaemic attack (TIA) 


• Diabetes 


• Lowered immunity as a result of disease or 


medical treatment, such as steroid 


medication or cancer treatment 


• Neurological condition, such as 


Parkinson's disease, motor neurone 


disease, multiple sclerosis (MS), cerebral 


palsy, or a learning disability 


• Problem with spleen, including sickle cell 


disease, or had spleen removed 


• A BMI of 40 or above (obese). 


Negative pressure isolation room 


 


A room which maintains permanent negative 


pressure i.e. air flow is from the outside adjacent 


space (e.g. corridor) into the room and then 


exhausted to the outdoors. 
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New and emerging viruses (including 


respiratory viruses) 


 


The Centers for Disease Control and Prevention 


(CDC) defines emerging infectious diseases as:  


• New infections resulting from changes in or 


evolution of existing organisms. 


• Known infections spreading to new 


geographical areas or populations. 


• Previously unrecognised infections 


appearing in areas undergoing ecological 


transformation. 


• Old infections re-emerging as a result of 


antibiotic resistance in known agents or 


breakdown in public health measures.  


Personal Protective Equipment  


(PPE) 


 


Equipment a person wears to protect themselves 


from risks to their health or safety, including 


exposure to infection agents. The level of PPE 


required depends on: Suspected/known infectious 


agent; severity of the illness caused; transmission 


route of the infectious agent; and the 


procedure/task being undertaken. 


Respiratory droplets 


 


A small droplet, such as a particle of moisture 


released from the mouth during coughing, 


sneezing, or speaking. 


Respiratory symptoms ‘Respiratory symptoms’ include rhinorrhoea 


(runny nose); sore throat; cough; difficulty 


breathing or shortness of breath.  


Segregation  Physically separating or isolating from other 


people. 


SARS-CoV Severe acute respiratory syndrome coronavirus, 


the virus responsible for the 2003 outbreak of 


human coronavirus disease. 


SARS-CoV-2 Severe acute respiratory syndrome coronavirus 2, 


the virus responsible for the 2019 outbreak of 


COVID-19 disease. 


Standard infection control 


precautions (SICPs) 


 


SICPs are the basic infection prevention and 


control measures necessary to reduce the risk of 


transmission of an infectious agent from both 


recognised and unrecognised sources of 







COVID-19: Guidance for infection prevention and control in healthcare settings. Version 1.0. 
 


Page 48 of 49 


infection. 


Single room 


 


A room with space for one patient and usually 


contains as a minimum: a bed; locker/wardrobe; 


and a clinical wash-hand basin. 


Staff cohorting 


 


When staff care for one specific group of patients 


and do not move between different patient 


cohorts. Patient cohorts may include for example 


‘symptomatic’, ‘asymptomatic and exposed’, or 


‘asymptomatic and unexposed’ patient groups.  


Transmission based precautions 


 


Additional precautions to be used in addition to 


SICPs when caring for patients with a known or 


suspected infection or colonisation. 
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The anticipated needs of staff will vary across each of the phases, consider the following 
support mechanisms:


Author: Dr Julie Highfield, Consultant Clinical Psychologist, Cardiff  Critical Care www.ics.ac.uk


Phases Issues and likely impact Needs and recommended approach


Pre-phase:


No cases  
on unit


Anticipatory anxiety about what’s on its way.


Inability to think clearly, feeling overwhelmed, 
planning.


Communication errors.


Tension in working relationships.


“Readiness” burnout.


Increase a sense of control - the team are in a 
safe pair of hands.


Reassurance and planning.


Communication updates are key (you may be 
thinking ahead, they are thinking now).


Escalation plan.


Support to managers who are making plans and 
holding the stresses.


Initial phase:


Case 1


Starting to get going, lots of trying out, lost time, 
repetition and frustration.


Further anticipatory anxiety


War room - planning central to allow centralised 
communication.


Management are visible and available.


Regular communication bulletins and open 
forums.


Have runners in PPE areas.


Promote peer support.


It’s okay to say you are not okay - Senior staff to 
model this.


Rotate workers from high-stress to lower-stress 
functions. 


Small pre-brief and debrief the day.


Partner inexperienced workers with their more 
experiences colleagues.


Psychological first aid - drop in sessions for staff 
with employee wellbeing if you have it.


Ensure the basics: Breaks, Facilities (food trolley in 
staff room), Sleep, Days off.


Manage visitors


Core Phase:


Full scale 
-Multiple cases


Biggest risk period.


Fear infection and implications for families.


Overwhelming workload.


Full go mode- adrenalin and automatic pilot.


Exhaustion.


Moral distress as healthcare rationed.


Distress linked to personal or family experience of 
COVID-19.


Experience fear or stigma when out in public.


End Phase:


Immediate 
aftermath


Exhaustion and post trauma recovery / stress Debriefing.


Staff 1-1 and group sessions.


Learning and preparation for the future.


Organise thanks and reward.


Look out for signs of PTSD in staff: 
• on edge and hyper arousal, poor sleep 
• flashbacks or re-experiencing 
• avoidance of reminders.


Long term Some ongoing PTSD


Reflection and learning


ADVICE FOR SUSTAINING 
STAFF WELLBEING IN 
CRITICAL CARE DURING 
AND BEYOND COVID-19
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SELF-CARE  
DURING COVID-19


Most importantly this is unprecedented: It is okay to not be okay


•	 Seek information updates at specific times during the day once or twice.  
The sudden and near-constant stream of news reports can cause anyone to feel 
worried. Get the facts. www.gov.uk


•	 Feeling stressed is an experience that you and many of your colleagues are likely 
going through. It is normal to be feeling this way in the current situation. Stress and the 
feelings associated with it are by no means a reflection that you cannot do your job or 
that you are weak. 


•	 Managing your stress/psychosocial wellbeing during this time is as important as 
managing your physical health.


•	 Take care of your basic needs and ensure rest and respite during work or between 
shifts, eat sufficient and healthy food, engage in physical activity, and stay in contact 
with family and friends. 


•	 This is an unprecedented scenario, don’t try to learn new strategies, use the ones that 
you have used in the past to manage times of stress.


•	 This is likely to be a marathon - pace yourself


•	 Consider your psychological energy levels - you will need to “fill up” after “emptying  
the tank”


•	 Be aware of your “bandwidth”- it might take longer to think things through and make 
sense of things if you are feeling overwhelmed


•	 Beware dramatic language that might panic your colleagues.


•	 Avoid using unhelpful coping strategies such as tobacco, alcohol or other drugs. 


•	 Some workers may unfortunately experience avoidance by their family or community 
due to stigma or fear. If possible, staying connected with your loved ones including 
through digital methods is one way to maintain contact. Turn to your colleagues or team 
leader for social support - your colleagues may be having similar experiences to you.


STOP, BREATHE, then THINK- slowing your breathing slows the  
stress cycle and re-engages your frontal lobes - then you can think.
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