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1 INTRODUCTION AND OVERVIEW 
 

1.1 Transmission of infectious agents within a healthcare setting requires three 
elements: a source or reservoir; a susceptible host with a portal of entry and a 
mode of transmission. There are several measures that affect the transmission of 
infectious agents: cultural behaviour, the construction of the hospital & facilities 
available and clinical practice. People are the primary source of infectious agents 
in a hospital setting although inanimate environmental sources are implicated in 
transmission. Human reservoirs can be patients, staff and visitors and may be 
colonised with pathogenic organisms, asymptomatic/incubating period or have 
active infection. 

1.2 Infection results from a complex inter-action between a potential host and an 
infectious agent. Most of the factors that influence infection and severity of the 
disease relate to the host such as immune status, age, underlying disease, 
medication/treatment/surgical procedures, presence of indwelling devices and 
implants 

1.3 Many different types of pathogens can cause infection, including bacteria, 
viruses, fungi, parasites and prions. Modes of transmission vary by type of 
organism or agent and some may be transmitted by more than one route. 

1.4 Transmission can be avoided by interrupting the mode of spread by using 
standard precautions in conjunction with isolating the patient with the infectious 
agent and minimising the exposure to other patients by the use of single rooms  
or cohort nursing. 

 

2 POLICY SCOPE 
 

 

2.1 The policy and attached guidelines are intended for use by anyone employed 
within UHL delivering health care, either on a permanent or temporary contract, 
volunteers and anyone in a training capacity. 

 

3 DEFINITIONS AND ABBREVIATIONS 

3.1 Airborne transmission: Small particles containing infectious agents that 
can be breathed in are carried in the air. They  may  be  dispersed  over  
long distances by air currents and may  be  inhaled  by  individuals  who 
have not come face to face or even shared the same  room  with  the 
infected person. Prevention of spread often requires the use of special air 
handling and ventilation systems. 

 
3.2 Contact transmission: 

• Direct: Micro-organisms are transferred to a person from an 
infected person without an intermediate contaminated personor 
object. 

• Indirect: Micro-organisms are transferred to a person through a 
contaminated person or object. Examples of this are via hands of 
healthcare workers, patient equipment and instruments, clothing or 
the environment. 
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3.3 Droplet transmission: Respiratory droplets carrying infectious organisms 
transmit infection when they travel directly from the respiratory tract from the 
infectious person to the mucosal surfaces of the recipient such as during 
coughing, sneezing or respiratory suction. The maximum distance for  
droplet transmission is undetermined but studies show an area of 
approximately three feet around the patient. Factors affecting droplet 
transmission include velocity of propulsion, density of  respiratory  
secretions, temperature and humidity of the environment and virulence of the 
organisms. The size of the droplets and therefore the length of time  they  
are suspended in the air may also affectinfectivity. 

 

3.4 Endogenous infections: Infections that arise within the body, caused by 
micro- organisms that are normal flora. 

 
3.5 Exogenous infections: Infections that arise within the body, 

caused by micro- organisms that are not normal flora. 

 
4 ROLES 

4.1 Infection prevention is the business of every employee within University 
Hospitals of Leicester NHS Trust. Specific roles and responsibilities are 
described below. 

 
4.2 Chief Executive - The Chief Executive is the accountable officer and devolves 

responsibility for infection prevention to the Trust’s Director of Infection 
Prevention (DIPaC). 

 
4.3 Chief Nurse/Director of Infection Prevention (DIPaC) - The DIPaC is 

responsible for the Trust’s infection prevention strategy, implementation of the 
annual infection prevention programme and for providing assurance on 
infection prevention to the Trust board, the commissioners and the general 
public. The DIPaC is the focal point for the integration of infection prevention 
into the Trust’s clinical governance systems and for ensuring the safety of 
patients from infection is not forgotten. The DIPaC will chair the Trust Infection 
Prevention Assurance Committee. The DIPaC is directly accountable to the 
chief executive and to the board and they will be responsible for the Trusts 
Infection Prevention Team. The DIPaC will also be responsible for producing an 
annual report on Infection Prevention within the Trust. 

The Chief Nurse is responsible for the professional performance of nursing 
and midwifery staff within the Trust ensuring that they know what is  
expected of them with regard to infection prevention and to ensure that they 
fulfill their responsibilities as part of their duty ofcare. 

 
4.4 Medical Director - The Medical Director is responsible for the professional 

performance of medical staff within the Trust  ensuring  that  they  know  
what is expected of them with regard  to  infection  prevention  and  to  
ensure that they fulfill their responsibilities as part of their duty of care. 
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4.5 Director of Estates and Facilities - The Director of Estates and Facilities is 
accountable for the quality of the domestic and estate services across the 
Trust. The post holder is  required  to  work  in  close  co-  operation  with  
the DIPaC and Lead Nurse Infection Prevention to ensure a safe clean 
patient care environment. 

 
4.6 CMG Clinical Directors - The CMG Clinical Director is accountable for the 

CMG’s infection prevention performance. The CMG Clinical Director is 
expected to set a good example and ensure that others do the same by 
complying with infection prevention policies. 

4.7 CMG Medical Lead For Infection Prevention - The CMG Medical Lead is 
accountable to the CMG Clinical Director for performance in relation to infection 
prevention within the CMG. The medical lead is expected to set a good 
example and ensure that others do the same by complying with infection 
prevention policies. The CMG Medical Lead may devolve the lead for infection 
prevention to another member of the CMG consultant medical team. 

4.8 CMG Infection Prevention Lead Clinician - The CMG infection prevention 
Lead Clinician is responsible for the development and implementation of the 
CMG annual IP plan. It is expected that the Lead Clinician will represent the 
CMG at the Trust Infection Prevention Committee. The CMG Infection 
Prevention Lead Clinician is also expected to promote infection prevention 
policies and guidelines and challenge poor infection prevention and medical 
practice. They have a key role in persuading their clinical colleagues when 
there is a need to change their behaviour, e.g. hand washing, antimicrobial 
prescribing and dress codecompliance. 

4.9 CMG Head of Nursing - The CMG Head of Nursing is responsible for ensuring 
that nursing and midwifery staff within the CMG are compliant with infection 
prevention policies and guidelines. The CMG Head of Nursing is expected to 
participate in infection prevention audits and observations of practice. They are 
responsible for ensuring that High impact intervention audits are carried out 
within the CMG. The CMG Head of Nursing is also expected to reinforce the 
importance of good infection prevention  practice  and  challenge  poor 
practice. 

4.10 Matron - Matrons have a particular role in ensuring that the environment in 
which care is provided meets expected standards. They are responsible at a 
local level of leading and driving a culture of cleanliness in clinical areas and for 
monitoring, recording and reporting compliance with standards. The Matron is 
responsible for ensuring that audits such as hand hygiene, environmental 
audits and high impact intervention audits are carried out within their area of 
responsibility. 

4.11 Ward Sister/Charge Nurse/Departmental manager - The Ward Sister/Charge 
Nurse/Departmental Manager is accountable for the standards of infection 
prevention within their clinical area. The Ward Sister/Charge 
Nurse/Department Manager is expected to audit, observe and report 
compliance with infection prevention policies and to personally demonstrate 
and promote compliance within their ward/department. The Ward 
Sister/Charge Nurse/Department Manager is expected to promote good 
infection prevention practice in his/her area of clinical responsibility and 
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identify through appraisal and observation the development needs of team 
members and to make appropriate arrangements to have these training needs 
met in co-operation with the Infection Prevention Team and CMG Education 
Team. 

 
4.12 Infection Prevention Link Staff - Each clinical area will have a staff member 

nominated by the manager as the liaison person between the Infection 
Prevention Team and the ward. 

4.13 Healthcare Professionals - All healthcare professionals on a professional 
register are personally accountable for their standards of practice which must 
include compliance with the Trust’s infection prevention policies and guideline. 
In addition all registered practitioners are expected to challenge non-compliance 
when observed to protect patients and promote patient safety. Local clinical 
leaders have a responsibility to maintain an organisational culture of vigilance 
through their role in supervising otherstaff. 

4.14 All employees - All employees of UHL must be aware of infection prevention 
policies and are expected to follow them at all times. Any breach of infection 
prevention policies will put patients at risk and repeated non-compliance will lead 
to disciplinary action. 

4.15 Contracted staff - All contracted staff are expected to comply fully with the 
Trust’s Infection prevention policies. 

4.16 Volunteers - All UHL hospital volunteers receive basic infection prevention 
training as part of their induction and they are expected to observe good hand 
hygiene practice when visiting clinical areas. 

 
5. POLICY IMPLEMENTATION AND ASSOCIATED DOCUMENTS 

 
5.1 Prevention of Transmission 

 

5.1.1 Diagnosis of infection often requires laboratory confirmation that may take 
two or more days, depending on culture technique, to complete. Precautions 
to prevent transmission must be implemented while test results are pending 
based on the clinical presentation and likely pathogens. Guidance on the 
conditions regarding isolation and the duration of isolation is given in 
Appendix  4. Use of  the  appropriate precautions at time of presentation 
of symptoms or entry into the hospital will reduce the incidence of spread of 
infection. 

 

5.2 Standard Precautions 
 

5.2.1 Standard precautions are taken by clinical staff with all patients regardless  
of infection status to limit the risk of potentially harmful organisms being 
transmitted to a patient, healthcare worker, visitor or the environment. They 
are taken to minimise the handling of blood and body fluids because staff 
may be unaware of the presence of potentially harmful organisms. 

5.2.2 Standard precautions include:- 
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• Hand Hygiene policy and procedures B32/2003 
• Cleaning and decontamination Policy B5/2006 
• Personal Protective Equipment – See Appendix 5 
• Waste Management Policy and Guidance A115/2002 
• Hospital Linen Infection Prevention Principles B14/2012 
• Sharps Safety Policy B8/2013 
• Staff Health-Communicable diseases guidelines B9/2006 

 

5.3 Isolation Precautions 

 
5.3.1 There are certain infections for which additional precautions are considered 

necessary to minimise the risk of transmitting these infections. There are 
three types of isolation that can be used depending  on  the  patient’s  
clinical condition and symptoms or the causative micro-organism. 

 

5.3.2 All patients nursed with isolation precautions must be notified to the Infection 
Prevention team (IPT) immediately precautions are  implemented,  using 
ICE. This applies whether source, protective or strict isolation is in place. 
Where cohort isolation precautions are taken, each patient must be notified 
to the IPT. 

 
 

5.3.3  
Type of 

isolation 
Description 

Source 
isolation 
(barrier 
nursing) 

Isolation for those infections spread by 
contact, droplet or airborne routes Appendix 1. 

Protective 
Isolation 
Precautions 

Designed for use with those patients whose immune 
status is compromised due to the nature of their 
illness, medication or treatments to protect them  
from the risk of exposure to infectious agents 
particularly fungal spores Appendix 2. 

Strict Isolation 
Precautions 

Strict isolation in a single room for serious infection e.g. 
SARS; influenza H5N1 Appendix 3 

 

5.3.4 Responsibility for deciding whether and in  which  category the  patient will 
be isolated ultimately rests with the Director of Infection Prevention, but 
responsibility for ensuring that patients are placed in  isolation  when 
required rests with the clinical staff caring for the patient. 

 

5.3.5 Standard precautions and isolation precautions must be used for all patients 
with documented or suspected infection  or  colonisation  or 
epidemiologically important pathogens in order to prevent transmission of 
infectious agents. 

 

5.3.6 When isolating patients, it is  important  to  consider  possible  adverse 
affects on the patient’s psychological well-being e.g. anxiety, mood 
disturbances, perceptions of stigma and reduced social interaction. 
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5.4 Personal Protective Equipment 

5.4.1 Personal protective equipment (PPE) in relation to infection prevention aims 

to prevent the transmission of blood-borne viruses, other pathogens and 

chemicals; this can be from recognised and unrecognised sources of 

infection. The sources of potential  infection  include,  blood  and  other 

bodily fluids (excluding sweat) non  intact  skin  or  mucous  membranes. 

See Appendix 5 for furtherdetails. 

 
 
 

6 EDUCATION AND TRAINING REQUIREMENTS 
 

6.1 The Health and Social Care Act (2008) – Code of practice on the prevention 
and control of infections requires that all staff are suitably educated in the 
prevention and control of healthcare associated infection. 

 

6.2 All clinical staff who join UHL are required to attend induction that includes an 
Infection Prevention session, thereafter all clinical staff are required to complete 
annual mandatory training. Refer to: Core Training Policy For Statutory, 
Mandatory and Essential to Job Role Training B21/2005 

 
6.3 Annual infection prevention training is mandatory for all clinical staff. There 

are a number of methods of delivering infection prevention training 
available for use within UHL including e-learning via HELM, workbooks, 
formal group sessions and practical demonstrations. Each CMG can  
utilise one or more to provide a blended approach of practical and 
theoretical information delivery. 

 
 

 
7 PROCESS FOR MONITORING COMPLIANCE 

7.1 Isolation audits will be carried out by the infection prevention team as part  
of monitoring this policy. Results from these will be fed back to each area 
and CMG and action plan will be required to rectify any deficiencies 
identified. 

7.2  The audit lead for this policy will be the Lead Infection Prevention nurse as 
part of the annual Infection prevention Programme. 
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7.3 POLICY MONITORING TABLE 
 
 

Element to be 
monitored 

Lead Tool Frequency Reporting arrangements 
Who or what committee 
will the completed report 
go to. 

All patients in 
side rooms 
isolated 
appropriately 

Lead Nurse 
Infection 
Prevention 

Source 
isolation 
audit tool 

Trust wide audit 
twice yearly 

Reported to each CMG 
and TIPAC 

Cohort audits 
during 
outbreaks 

Lead Nurse 
Infection 
Prevention 

COHORT 
audit tool 

As required 
during 
outbreaks 

Feedback at time 

to ward staff 

Reported as part of 

Serious untoward 

incident report to 

Clinical 
commissioning group. 

 
 
 

8 EQUALITY IMPACT ASSESSMENT 

8.1 The Trust recognises the diversity of the local community it serves. Our aim 
therefore is to provide a safe environment free from discrimination and treat all 
individuals fairly with dignity and appropriately according to their needs. 

8.2 As part of its development, this policy and its impact on equality have been 
reviewed and no detriment was identified. 
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Page 11 of 46 

Next Review: June 2023 

Isolation Precautions Policy including A-Z of conditions and PPE 

V4 approved by Policy and Guideline Committee on 15 February 2019 Trust Ref: B62/2011 

NB: Paper copies of this document may not be most recent version. The definitive version is held on INsite Documents 

 

 
 

1. Introduction 

 
1.1 All staff must possess an appropriate awareness of their role in the prevention and 

containment of infection in their area of work. Not only is this part of their professional 
duty of care to the patients with whom they are involved, but it is also their responsibility 
to themselves and to other patients and staff members under the Health and Safety at 
Work Act 1974. The Control of Substances Hazardous to Health (COSHH) Regulations 
2002 requires actions to be taken to control the risk from hazardous substances, 
including biological agents. 

 
1.2 The spread of infection in hospital can be reduced by maintaining standard precautions 

with all contact with blood and body fluids. For patients with known or suspected 
infection effective isolation precautions significantly reduce the risk of cross infection, 
and all health care workers have a professional responsibility to comply with them at all 
times. 

 
1.3 The most effective form of isolation is in an isolation room with lobby and appropriate 

ventilation. A single room may be used for isolation of certain infections where 
appropriate. Isolation of patients with known or suspected infections in the bay is not 
considered appropriate and an incident form must be completed where this occur. 

 
1.4 The Infection Prevention Nurse must be informed of patients that are in source isolation 

as soon as practicable using ICE. Depending on the clinical situation the isolation 
precautions may then be modified, but changes to the isolation procedure should only 
take place after consultation with the Infection Prevention Nurse or Consultant 
Microbiologist. 

 

1.5 Upon admission or transfer to 'Source' isolation, the nurse responsible for the patient 
should spend time explaining to the patient and relatives (with patients consent) the 
reason for isolation precautions, what special precautions will be taken, and any 
patient/visitor restrictions. 

 
1.6 Patients requiring source isolation should be admitted to a single room containing a 

wash-hand basin with elbow-operated or non-touch taps, a toilet or allocated commode. 
Unnecessary furniture and equipment should be removed from the single room before 
admitting the patient. All necessary equipment should be kept inside the room and the 
room kept tidy to facilitate nursing and cleaning procedures. A yellow source isolation 
poster must be outside the room indicating what precautions are required. 

 
1.7 Staff should only enter an isolation room if they need to have contact with the patient. All 

staff entering the isolation area must use appropriate Personal Protective Equipment. 

 
2. Scope 

 
Appendix 1 – Source and cohort isolation precautions 
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2.1 This guideline applies to all patients with known or suspected infection or  
colonisation to prevent the risk of transmission. It is for use by all healthcare staff, 
volunteers and those in a training capacity that have contact with such patients. 

 
3. Procedure for Source Isolation 

 
3.1 Procedure for Source isolation of patient with Known or suspected infection 

 Action 

1 Identify Side room. If unable to identify side room contact infection prevention for 
advice. A risk assessment will be required and a Datix form completed where patients 
cannot be isolated into side rooms. 

 
Prepare room for source isolation. 

The room should contain:- 
• Liquid soap. 
• Paper hand towels in container. 
• A foot operated pedal bin for clinicalwaste. 
• A holder lined with a red soluble linenbag. 
• 'Sharps' bin (if necessary and safe in the room) for disposal of 

sharps. If unsafe, it should be decontaminated on removal from the room 
with chlorclean. If contaminated with blood wipe with 1% sodium hypochlorite 
before using chlorclean. 

• Dedicated patient monitoringequipment 
A dedicated toilet or commode as appropriate is required where ensuite 
facilities are not provided. 

 

Showering facilities if not ensuite must be cleaned with chlorclean after use by a 
patient in source isolation. 

2 Ensure that the following equipment is available outside the room 

• Clinical waste bags 
• Personal Protective equipment 
- Gloves and aprons (masks and goggles if applicable) 

• Alcohol hand sanitizer 
• Linen bags 
- Red soluble inner 
- White plastic outer 

• Clear food tray bags 
• Waste tie tags 

3 Inform the patient why they are being moved into source isolation. Provide written 
information leaflet on condition or organisms if available. Patient confidentiality must be 
maintained. However relatives and visitors must be informed of the necessary 
precautions they need to take when entering and leaving the side room or bed space. 

4 Place yellow source isolation card on the outside of the door 

5 Inform infection prevention using ICE 
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6 The side room door must be kept closed at all times. If the side room door cannot be 
kept closed for safety reasons this  must  be  risk  assessed by the nurse in charge  
and documented in the patient notes. The use of fans increases the risk of blowing 
contamination around and out of the room and their use should be avoided. 

7 Keep patient notes and charts out of the room. 

8 Keep clutter inside the room to a minimum. Consumable stock should be kept to 
essential items only. Remember on discontinuing source isolation unused  
consumables must be disposed of. 

9 The side room must be cleaned daily using Chlorclean. Disposable cloths must be 
used. The mop head must be disposable or sent to laundry after use and the mop pole 
decontaminated with Chlorclean. The mop bucket must be decontaminated with 
sanitizer powder after use, rinsed and dried. 

10 Before entering the room clean hands and put on gloves and apron. Eye protection and 
respiratory protection may be required for some infections or where there is a risk of 
splashing blood or body fluids into mouth or eyes. 

11 All waste from isolation rooms must be double bagged using clinical waste bags. Bags 
should not be more than two-thirds full and they must be tied securely. 

Double bagging is carried out as follows. The first or 'inner' bag is kept in the isolation 
room. When this is two-thirds full the bag is tied securely. The nurse in the isolation 
room places the bag in the second or 'outer' bag of the same colour held by a nurse 
outside the room wearing a disposable plastic apron and powder free latex gloves, who 
then seals the bag securely by swan necking, uses identifiable tagging system and 
places it for collection in a secure holding area 

12 Used linen must be placed into a soluble pink bag. This then placed into a white 
coloured outer bag using the same procedure as for waste above. 

13 Disposable crockery is not required. Food may be delivered to patients in isolation in 
the normal way using a tray. After the meal, the crockery, leftovers and tray are placed 
into a clear plastic bag or put directly into the trolley and hands cleaned. When the 
main hospital kitchens do not provide a facility for the washing of jugs, glasses, cups 
and saucers or the ward does not have a dishwasher, these items may be taken in a 
clear plastic bag to the ward kitchen for washing. They must be washed separately. 
Particular care must be taken to ensure that they are washed in detergent and hot 
water, rinsed in hot water and dried thoroughly. 

14 Patients should use conventional toilets in isolation rooms wherever available. 
Commode/urinal specifically designated for isolation room should be used if there are 
no en-suite facilities or toilet identified. They are only allowed to use toilet facilities in 
communal areas if it is designated for the sole use of the patients. 

15 Before leaving a room of a patient in source isolation. 

• Remove gloves and apron (and any other protective equipment) 

• Wash hands with soap and water 

16 On leaving the room use the alcohol hand sanitizer at the entrance 
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17 Equipment used in the room must be decontaminated with chlorclean prior to removal. 
Items contaminated with blood should be decontaminated using 1% sodium 
hypochlorite before using chlorclean. 

 
 
 
 

 

3.2 Visits to Other Departments 
 

3.2.1 When patients in  source isolation need to visit  other departments within  
the hospital the ward must contact the receiving department and the 
portering service to ensure precautions are observed during transportation 
and the procedure. Ideally, the need for source isolation should be written 
on the procedure request form. Arrangements  should  be  made  to 
minimise delay and contact with other patients en route and in the 
department. 

 

3.2.2 The patient must be transported on a clean bed, trolley or wheelchair. 
 

3.2.3 Portering, nursing and other staff should wear  protective  clothing  only 
when in direct contact with the patient. This is not necessary  when  
escorting the patient through the hospital. A clean pair of disposable gloves 
and a plastic apron may be carried in case required. After use the trolley or 
wheelchair must be cleaned and disinfected with Chlorclean. 

 
3.2.4 The ambulance liaison officer should be told when patients requiring  

isolation are transferred or discharged. 
 

3.3 Visiting Arrangements 
 

3.3.1 Patients in 'Source' isolation  may  be  visited  by  family  and  friends.  If  
they are planning to visit  another  patient  they  should  do  so  before 
visiting patient in isolation. 

 

3.3.2 Visitors do not need to wear protective garments unless providing personal 
care or advised by the Infection Prevention Team. Hands should be 
thoroughly washed by all visitors before leaving the room and alcohol hand 
sanitizer used outside the room. Ward staff must ensure that visitors are 
aware of the procedure. 

 

3.4 Deceased Patients 
 

3.4.1 For more information please see Care of the deceased patient ‘last offices’ 
policy B28/2010 

 

3.4.2 Patients that have died with the following infections must be dressed and 
placed into a standard body bag. 

 

• Known or suspected blood borneinfection 
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• Diphtheria 
• Multi drug resistant TB 
• Relapsing fever 

• Meningococcal septicaemia 
• Typhoid 
• Where there is leakage of blood or body fluids 

 

3.4.3 Patients that have died with the following infections must be dressed and 
placed in a clear body bag (obtained from the  mortuary)  with  both  ID 
bands clearly visible. The body bag  must  not  be opened to allow relatives 
to view the body. 

 
• Rabies 
• Plague 
• Anthrax 
• Yellow fever 
• Invasive Group A Streptococcalinfection 
• Typhus 
• Other conditions as identified by Consultant in charge of care 
• Viral Haemorrhagic fever 

 

3.5 Routine Cleaning of Isolation Room 
 

3.5.1 The Ward Sister/Charge Nurse is responsible for ensuring that the room      
is kept clean and tidy at all times. The domestic staff  must  be  informed  
and advised regarding precautions and use of disinfectants. All isolation 
rooms must have one full clean in the mornings and a second one later to 
check general cleanliness and level of waste in bin and action accordingly 
daily. 

 

3.5.2 A disposable mop head must be used. The mop head must be changed  
after  use  and  bucket  must  be  stored  clean   and   dry.   The   mop 
handle must be decontaminated with Chlor-Clean and the bucket with 
sanitizer powder 

 

3.5.3 Toilets, sinks, baths, shower trays and shower chairs must be thoroughly 
cleaned with a sanitizer powder and the floor cleaned and disinfected with 
Chlor-Clean. 

 

3.5.4 Further information on cleaning of the healthcare environment can be found 
in the Healthcare environment cleaning policyB36/2010 

 

3.6 Discharge Cleaning of Room and Furniture 
 

3.6.1 The post discharge cleaning of a room or area where a patient has had isolation 
precautions taken is usually undertaken by Rapid cleaning team. Contact on ext: 7888 to book 

 

3.6.1 Clean and disinfect all surfaces (including the floor), fittings and furniture  
with Chlor-Clean. Mop- heads should be machine-washed or disposable. 
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The mop handle should be decontaminated with Chlor-Clean and bucket 
decontaminated with sanitizer powder then dried. 

 
3.6.2 Cleaning or disinfection of walls or ceilings is only required at the discretion of the 

Infection Prevention Nurse or if visibly soiled. 
 

3.6.3 Curtains (including shower curtain) must be changed: 
 

3.6.4 Curtains should be  removed  by  the  rapid  response  team,  double  
bagged as infected linen, prior to cleaning and disinfecting the side  
room/bed space. Once cleaning and disinfection is completed clean curtains 
should be hung. 

 

3.6.5 Where deemed necessary by infection prevention the room may require steam 
cleaning and hydrogen peroxide fogging in addition to the use of chlorclean 

 

3.7 Source isolation outside of single rooms 
 

3.7.1 If a single room is available this must always be the first choice for isolation   
of a patient with a known or suspected infection. Isolation of patients outside 
of single rooms is not considered appropriate. It is acknowledged however 
that there may be times where this is not possible. 

 

3.7.2 In the event of a single room being unavailable for one of the following 
reasons, it may be necessary to carry out source isolation in the main ward 
area: 

 

• A patient requiring source isolation precautions is unsuitable to be nursed in 
a single room. 

 

• The number of patients with infections exceeds the number of single rooms. 

 
3.7.3 The principles of source isolation apply as in 3.1 above. The infection 

prevention team must be notified and yellow poster must be displayed at the 
patient bedside. A trolley with equipment must be available at the patient 

3.7.4 In the event that patients require source isolation outside of  a side room a  
risk assessment must  be  carried  out  by  the  Clinical  Team  and  a  
member of the Infection Prevention Team and an incident form completed by 
the ward area. 

3.7.5 The on call Microbiologist must be contacted out of hours. 

3.7.6 The risk assessment will ensure, wherever possible, that only patients 
presenting the least cross infection risk to others will be cared for using  
source isolation precautions in the main ward area. 

3.7.7 Following a risk assessment it may be necessary to restrict movements of 
patients in and out of the ward. If this situation arises consult guidelines for 
minor outbreaks of infection. 

 

3.8 Cohort isolation 
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3.8.1 This is where patients with the same organism or those displaying similar 
signs and symptoms are nursed together in a bay or ward and can be 
considered when number of patients with infections exceeds the number of 
single rooms available. The decision to cohort patients must be made only 
after consultation with infection prevention or the on call microbiologist. 

 

3.8.2 Physical separation from other patients should be implemented by using bays 
with doors, if possible. 

 

3.8.3 Patients who are being cohorted for infection reasons must have dedicated 
staff. 

 
 
 
 
 

3.9 Procedure for Cohort Isolation 
 

 Procedure for cohort nursing 

 Action 

1 Where source isolation precautions are carried out in the main ward area the 
procedure must be followed in the same way as for a patient in a single room: 

• A yellow source isolation poster must be shown indicating what precautions 
are required (Appendix A) 

• Equipment required must be available at the bedside: 
• Clinical waste bag – in a bin 
• Sharps bin (if required) 

- Personal Protective equipment (Gloves and aprons (masks and goggles if 

applicable)) 

• Alcohol hand sanitizer 
• Linen 

-bags Red soluble 
-White plastic outer 

• Clear food tray bags (where used) 

• Waste tie tags 

2 Patients in source isolation in bay areas should have dedicated equipment. If 
dedicated equipment is not possible, it must be decontaminated prior to use with 
another patient. 

3 Gloves and aprons must be worn by all staff when in contact with the patient or 

their environment. 

4 After removing gloves and aprons (in a manner that does not contaminate clean 
areas in the bay) they should be disposed of into the clinical waste bag ensuring 
that no area is contaminated by them. 
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5 Hands must then be washed with liquid soap and water, dried then 
decontaminated with hand sanitizer prior to contact with other patients or the 
environment. 

6 If there is no sink in the bay or it is at the other end of a nightingale  ward,  
protective clothing must be removed at the bedside and the healthcare worker must 
go immediately to the nearest wash hand basin to wash hands with soap  and  
water followed by decontaminating with hand sanitizer. 

7 The area around the bedside, including locker tops, bed tables and floor must be 
cleaned daily using Chlorclean. Disposable cloths should be used and a mop and 
bucket allocated to the  bay area. The mop head must be  sent  to  laundry after  
use and the mop pole decontaminated with Chlorclean. The mop bucket must be 
decontaminated with sanitizer powder after use, rinsed and dried. 

8 Communal and shared  equipment  must  be  decontaminated  with  Chlorclean 
after use. Electrical equipment should be wiped with a disposable cloth dipped in 
Chlorclean and well wrung out. If any equipment is contaminated with blood  it  
must be wiped with 1% sodium hypochlorite before using Chlorclean. 

9 After discontinuing source isolation the area and equipment must be 
decontaminated with Chlorclean. 

10 Fans must not be used within a bay where source isolation is carried out. 
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1. Introduction 

 
1.1 Patients who are immunocompromised due to congenital immune deficiencies, 

acquired disease or treatments are susceptible to endogenous and exogenous 
infections and are at risk for numerous types of infections whilst receiving 
healthcare. 

 

1.2 The specific defects of the immune system determine the type of infection that  
are most likely to be acquired e.g. viral infections are associated to T-cell defects 
and bacterial or fungal infections occur in patients who are neutropaenic. 

 

2. Scope 

2.1 All staff must possess an  appropriate  awareness  of  their  role  in  the  
prevention and containment of infection in their area of work. Not  only is  this   
part of their professional duty of care to the patients with whom they are involved, 
but it is also their responsibility to themselves and to other patients and staff 
members under the Health and Safety at Work Act 1974. The Control of 
Substances Hazardous to Health  (COSHH) Regulations 2002  requires  actions 
to be taken to  control  the  risk  from  hazardous  substances,  including  
biological agents. 

 

2.2 The spread of infection in hospital can be reduced by maintaining standard 
precautions with all contact with blood and body fluids. For patients with an 
increased susceptibility to acquiring infection isolation precautions to protect the 
patient can reduce the risk of cross infection, and all health care workers have a 
professional responsibility to comply with them at all times. 

 

2.3 This guideline is for use with any patient that is known to have a compromised 
immune system irrespective of  the  cause  of  the  deficiency.  It  is  directed  at 
all members of healthcare personnel who have dealings with patients with a 
compromised immune system. 

 
3. Protective Isolation 

3.1 Generally, patients that  are  immuno-compromised  can  be  nursed  in  the  
same environment as other patients. It is the decision of the medical team in 
charge of the patient to confirm whether the patient requires a protective 
environment. 

 

3.2 Upon admission or transfer to 'Protective' isolation, the nurse responsible for the 
patient should spend time explaining to the patient and relatives (with patients 
consent) the reason for isolation precautions, what special precautions will be 
taken, and any patient/visitor restrictions. 

Appendix 2 Protective isolation precautions 
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3.3 Patients requiring protective isolation should be admitted to a single room 
containing a wash-hand basin with elbow-operated or non-touch taps, a toilet or 
allocated commode. Unnecessary furniture and equipment should be removed 
from the single room before admitting the patient. All necessary equipment 
should be kept inside the room and the room kept tidy to facilitate nursing and 
cleaning procedures. Dedicated equipment should be provided for patients 
nursed in protective isolation. 

 
3.4 Staff should only enter an isolation room if they need to have contact with the 

patient. Hands must be washed on entering the room and alcohol rub used 
before and after contact with the patient. 

 

Procedure for Protective isolation 

 Action 

1 Prepare room for Protective isolation. The room should contain: 

 
• Liquid soap. 
• Paper hand towels in container. 

• A foot operated pedal bin for clinicalwaste. 
• 'Sharps' bin (if necessary and safe in the room) for disposal of sharps. If 

unsafe, it should be decontaminated on removal from the room with chlorclean. If 
contaminated with blood wipe with 1% sodium hypochlorite before using 
chlorclean. 

• Dedicated patient monitoring equipment 

• Toilet and shower facilities 

2 Ensure that the following equipment is also available inside the room 
• Clinical waste bags 
• Personal Protective equipment 
- Gloves and aprons (masks and goggles if applicable) 

• Alcohol hand sanitizer 
• Linen bags 
- Red soluble inner 
- White plastic outer 
• Clear food tray bags (where used) 

• Waste tie tags 

3 Inform the patient why they are being moved into protective isolation. 

4 Place a purple protective isolation card on the outside of the door 

5 The side room door must be kept closed at all times. 

6 Keep patient notes and charts inside the room. 

7 Keep clutter inside the room to a minimum. This will facilitate cleaning 
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8 The side room must be cleaned daily using Chlor-Clean. Disposable cloths should 
be used and a mop and bucket allocated to the bay area. The mop head must be 
sent to laundry after use and the mop  pole  decontaminated  with  Chlor-Clean. 
The mop bucket must be decontaminated with sanitizer powder after use, rinsed 
and dried. 

9 On entering the room clean hands and put on gloves and apron. 

10 Equipment used in the room must be decontaminated with chlorclean before it 
enters the room. 

11 Patients in protective isolation should have a change of clothes, bed linen and 
towels daily. Oral hygiene is important as immuno-compromised patients are 
susceptible to mouth infections. 

12 Before leaving a room of a patient in protective isolation. 

• Remove gloves and apron (and any other protective equipment) 

• Clean hands 
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1. Introduction 

1.1  There are  some  infectious agents that are  categorised separately because they   
can be easily disseminated environmentally and/or transmitted from person to 
person; can cause high mortality and have the potential for major public health 
impact; might cause public panic or social disruption; and require special action for 
public health preparedness. Healthcare facilities face different issues when dealing 
with these organisms. 

 

2. Scope 

2.1 This guideline is for use with any patient that is known to have or is suspected of 
having any of the conditions or infectious agents detailed in Appendix 4. It is 
directed at all members of healthcare personnel who have dealings with patients 
affected by any of the conditions or infectious agents indicated in the table in 
Appendix 4. 

 

3. Strict Isolation 

 
3.1 All patients requiring strict isolation must be discussed with a 

consultant in infectious diseases and the infection prevention team. 
 

3.2 It is the responsibility of the clinical staff caring for the patient to ensure that all staff 
entering the room are aware of the precautions required. All patients requiring strict 
isolation must be nursed in the Infectious Diseases Unit isolation rooms. A red strict 
isolation notice must be outside the room indicating what precautions are required 

 
3.3 Conditions Requiring 'Strict' Isolation 

 
3.3.1 Conditions requiring strict isolation are identified in Appendix 4. 

Appendix 3 - Strict isolation precautions 
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3.4 Procedure for Strict Isolation 

 Action 

1 Identify single room on Infectious Diseases Unit. More than one room may be 
required depending on the type of infection (See Viral haemorrhagic fever plan) 

 

Prepare the room or rooms for strict isolation The following must be available: 
Liquid soap 

Paper hand towels in container Appropriate 
waste containers and bags Sharps bin 
Dedicated patient monitoring equipment 
Disposable linen 
Disposable crockery and cutlery 
Personal protective equipment 
Long sleeved water repellent gowns 

Apron – Endoscopy apron and clinical aprons 
Disposable gloves – (Normal length nitrile and 
long cuffed versions as well as ‘marigolds’ for 
cleaning if suspected VHF) 
FFP3 respirators Disposable face visor 

Surgical hoods (IF suspected VHF) 
Disposable scrubs 

Alcohol hand sanitiser 

 

2 Inform patient why they are being moved into strict isolation. Patient confidentiality must be 
maintained. However relatives must be informed as necessary. Visitors are 
not allowed unless permitted to do so by the public health consultant, infectious 
diseases consultant or infection prevention doctor/microbiologist. 

3 Place red strict isolation card on the door 

4 Inform infection prevention immediately by telephone. Microbiologist out of hours 

5 The side room door must be kept closed at all times 

6 Keep all patient notes and charts outside of the room 

7 Keep clutter inside the room to a minimum. Consumable stock  should  be  kept  to 
essential items only.  On  discontinuing  strict  isolation  all  consumables  must  be 
disposed of as clinical waste. 

8 The side room must be cleaned daily using chlorclean. This  will  be  carried  out  by  
nursing staff. Marigold type gloves will  be required for the purposes  of  cleaning. These  
will be worn over the other pairs of gloves  and  disposed  once  task  completed. 
Disposable cloths and mops must be used. The  mop bucket  must  be decontaminated  
with sanitiser powder 
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9 Waste from strict isolation will be classified as category A or B waste. 

Category A waste – Viral Haemorrhagic fevers 

waste from high possibility or confirmed VHF patient will be required to be placed in a 4-layer 
packaging of; 

 
a. Two heavy-duty yellow clinical waste bags UN-approved, ≥50μm/ or approved 

suitable for bulk, 
 

A rigid plastic leak proof burn bin UN3291(medi-bins) 

770 litre bin for collection storage and transportation or the medi-bins 

All other organisms can be classified as category B waste. 

Double bag in orange waste bags 

10 Linen must disposed of as clinical waste 

11 Disposable crockery should be used 

12 Patients must not use the toilets in the room. All waste must be solidified using 
vernagel powder and disposed as clinical waste. 

13 Personal protective equipment must be removed in the designated area using a buddy 
system if known or suspected VHF (See appendix 6) 

 

3.5 Deceased Patients (See Care of the deceased patient ‘last offices’ 
policy B28/2010) 

3.5.1 Handling of the body must be kept to a minimum. The body should be suitably 
dressed and placed into a clear body bag with both id tags clearly visible. This 
must be placed in a second clear body bag with absorbent material in between the 
layers. The bag should be disinfected with chlorclean. The body bag should be 
wrapped in a clean sheet. Once sealed the body bag must not be opened without 
consultation with the Consultant in Health Protection, or Infection Prevention 
Doctor 

 

3.6 Visiting Arrangements 

3.6.1 Visits to patients in 'Strict' isolation are prohibited and permissible only after 
consultation with the Lead  Infection  prevention  Doctor,  Infectious 
Diseases Consultant or Consultant in Health Protection. 

 

3.7 Discharge Cleaning of Room and Furniture 
 

3.7.1 Following the discharge of the patient the room will be decontaminated. Staff 
decontaminating the room must wear the appropriate level  of  PPE  and 
domestic cleaning staff must be supported by nursing staff using the buddy 
system. 

 
3.7.2 Decontamination will be undertaken in the following order: 
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a) Nursing staff will clean all spillages using sodium hypochlorite 10,000 ppm 
 

b) Interserve to Hygrogen peroxide the room 
 

c) Interserve to clean the room with chlor-clean 
 

d) Interserve to hydrogen peroxide for a second time. Consult infection prevention 
team (or microbiology out of hours) for further advice. 
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Conditions requiring ‘No’ isolation still require Standard Precautions to be used 

 
 

DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Abscess 
Aetiology unknown & 
draining 

None (unless 
microbiological 
isolate indicates) 

  See advice for 
relevant 
organism 

Adenovirus Source Faecal 
oral 

Diarrhoea  

AIDS 

See Human 
Immunodeficiency 
Virus 

    

Amoebiasis 
Dysentery 

 
 
 

Liver abscess 

 

Source 

 
 
 

None 

 

Contact 
(Faecal – 
oral) 

 

Diarrhoea 
 

Clinical recovery 

– 48 hours free 
from diarrhoea 
and passed a 
formed stool or 
discharge home 

Anthrax 

Cutaneous 

 
 
 
 

Pulmonary 

None – 
Blood and 
other 
samples 
must be 
labelled as 
high risk 

 

None - 
Blood and 
other 
samples 
must be 
labelled as 
high risk 

   

Ascariasis None    

Aspergillosis None    

Botulism None    

Appendix 4 - A-Z of conditions and isolation 
precautions required 
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Bronchiolitis Source Droplet Cough/ 
Productive 
sputum 

Clinical recovery 
or discharge 
home 

Brucellosis None - 
Blood and 
other 
samples 
must be 
labelled as 
high risk 

  - 

Campylobacter 

Gastroenteritis 
Source Contact 

(Faecal – 
oral) 

Diarrhoea Clinical 
recovery – 48 
hours free from 
diarrhoea and 
passed a 
formed stool 

Candidiasis None   - 

Clostridium Difficile 
(CDT) 

Document ID: 
8295928775 

Source Contact 
(Faecal – 
oral) 

Diarrhoea Until free from 
diarrhoea for 48 
hours and has 
passed a 
formed stool 

Cellulitis: Intact skin 

Exudating 

None 

 
None (unless 
microbiological 
isolate indicates) 

 
 

See advice 
for relevant 
organism 

  

Chickenpox Source Contact/ 
Droplet 

Leaking vesicles All lesions 
scabbed 

Cholera Source Contact 
(Faecal – 
oral) 

Diarrhoea Clinical 
recovery – 48 
hours free from 
diarrhoea and 
passed a 
formed stool or 
discharge home 

Creutzfeld Jacob 
Disease (CJD) 

None  Care for specific 
invasive 
procedures. See 
separate policy 
B11/2008 

 

Common cold 

Adults 
None Droplet   
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Infants & young 
children 

Source  Cough/ 
Productive 
sputum. 

Clinical recovery 
or discharge 
home 

Conjunctivitis 
neonatal 

Source Contact  24 hours of 
appropriate 
antibiotic 
therapy 

Croup Source Droplet  Clinical 
recovery or 
discharge home 

Cryptococcosis None    

Cryptosporidiosis 
Gastroenteritis 

Source Contact 
(Faecal – 
oral) 

Diarrhoea Until free from 
diarrhoea for 48 
hours and has 
passed a formed 
stool 

Cytomegalovirus None   Pregnant staff 
should avoid 
contact, 
particularly with 
patient’s urine. 

Dengue Source  Contact with 

blood and body 
fluids 

Clinical 
assessment 

Diarrhoea and /or 
vomiting 

Source Contact 
(Faecal – 
oral) 

Diarrhoea/ 
Vomiting 

Until free from 
diarrhoea and/or 
vomiting for 48 
hours. Diarrhoea 
patient has 
passed a formed 
stool or until a 
non-infectious 
cause has been 
established 

Diphtheria Strict Contact with 
oral or 
respiratory 
secretions 

 Until throat 
swabs negative – 
Usually 2 weeks 

Dysentery: 

Amoebic 

 
 

Shigella 

Source 

 
 

Source 

Contact 
(Faecal – 
oral) 

 
 

Contact 
(Faecal – 
oral) 

Diarrhoea 

 
 

Diarrhoea 

Clinical recovery 
– 48 hours 
diarrhoea free 
and passed a 
formed stool 
Clinical recovery 
– 48 hours 
diarrhoea free 
and passed a 
formed stool 
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

E-coli Source Contact 
(Faecal – 
oral) 

Diarrhoea Until free from 
diarrhoea for 48 
hours and has 
passed a 
formed stool 

Encephalitis None    

Enterobiasis Source Contact 
(Faecal – 
oral) 

 Until completion 
of treatment 

Epiglottitis Source Droplet  24 hours of 
appropriate 
antibiotic 
treatment 

Epstein Barr 
Virus 

Source Droplet  2 weeks after 
onset of 
symptoms 

Erysipelas Source Contact  24 hours 
of 
antibiotic 
treatment 

ESBL – 
Extended 
Spectrum β 
Lactamase 
With risk factors 

 
Without risk 
factors 

 
 

Source 

None 

 
 
 

Contact 

Diarrhoea 
Urinary Catheter 
Wounds 
Central lines 

Until negative 
screens 
obtained from all 
risk factors. 

Extensively 
Drug resistant 
Organisms 

Enhanced 
Source – 
Long 
sleeved 
gowns and 
gloves 

Contact  Discuss 
with 
Infection 
Prevention 
. 

Room will 
require 
Triple 
clean on 
discharge 
i.e steam, 
chlorclean 
and 
hydrogen 
peroxide 
fog 

Gas Gangrene None    
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

German measles 
(Rubella) 

Source Droplet  5 days from 
onset of rash 

Glandular fever 
(Infectious 
Mononucleosis) 

Source Droplet  2 weeks after 
onset of 
symptoms 

Gonorrhoea None    

Haemophyllis 
Influenza 

Source + 
Surgical 
facemask 
FFP3 for 
aerosol 
generating 
procedures 

Droplet Cough/ 
Productive 
sputum 

Clinical recovery 
or discharge 
home 

Hand, foot and 
mouth disease 

Source Contact Lesions Clinical recovery 
or discharge 
home 

Hepatitis A Source Contact 
(Faecal – 
oral) 

Diarrhoea If no diarrhoea – 
7 days from 
onset of 
jaundice 
If diarrhoea – a 
minimum of 7 
days after 
clinical onset 
and 48 hours 
diarrhoea free 

Hepatitis B / 
Hepatitis C 

Source if 
risk factors 
are present 

 

Blood and 
other 
samples 
must be 
labelled as 
high risk 

Contact with 
body fluids / 
inoculation 

Bleeding or likely 
to bleed; post 
operative with 
heavily exudating 
wounds or drains 
inserted, vomiting 
and/or diarrhoea 
Haemodialysis 

Whilst risk 
factors are 
present 

Herpes simplex 

(cold sores) 
Source Contact Extent/site of 

lesions/leaking 
vesicles 

All lesions 
scabbed 
Discuss with 
Infection 
Prevention 
Team 

Herpes zoster 

(shingles) 
Source Contact Extent / location 

of lesions leaking 
Vesicles Discuss 
with Infection 
Prevention Team 

All lesions 
scabbed 

 

Page 30 of 46 



 

DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Hookworm None   - 

Human 
Immuno-deficiency 
virus (HIV) 

Source if risk 
factors are 
present 

 

Blood and 
other 
samples 
must be 
labelled as 
high risk 

Contact with 
body fluids / 
inoculation 

Bleeding or likely 
to bleed; post- 
operative with 
heavily exudating 
wounds or drains 
inserted, vomiting 
and / or diarrhoea 
Haemodialysis 

Whilst risk 
factors are 
present 

Impetigo Source Contact Leaking lesions Lesions stop 
discharging &/or 
negative 
cultures 

Influenza 

 
 
 
 
 

 
Highly pathogenic 
Avian/Pandemic 
Influenza 

Source + 
Surgical 
facemask 
FFP3 for 
aerosol 
generating 
procedures 

 
 

Strict 

Droplet 

 
 
 
 
 
 
 

 
Droplet 

Cough/ 
Productive 
sputum 

Clinical recovery 

 
 
 
 
 

 
Clinical recovery 

Legionnella None    

Leprosy 
Smear positive 

 
 

Smear negative 

 

Source 

 

None 

 

Respiratory 
/ 
Contact 

 Negative 
smears 

Leishmaniasis None    

Leptospirosis None    

Lice Source Contact Prolonged 
contact 

24 hours of 
appropriate 
treatment 

Listeriosis None    

Lyme disease None    

Malaria None    

Measles Source 
+FFP3 

Droplet  5 days from onset 
of rash 
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Middle East 
Respiratory 
Syndrome 
Coronavirus 

Strict Respiratory  Clinical 
Recovery 

Meningitis 
Confirmed or 
suspected 

 
 
 
 
 
 
 

 
Viral 

 

Source + 
Surgical 
facemask 
FFP3 for 
aerosol 
generating 
procedures 

 
 
 

Source 

 

Droplet 

 
 
 
 
 
 
 
 

 
Droplet 

  

24 hours of 
appropriate 
antibiotic 
treatment 

 
 
 
 
 

Length of acute 
illness 

Molluscum 
contagiosum 

Source Contact  Until after 
appropriate 
treatment 

Mumps Source + 
Surgical 
facemask 
FFP3 for 
aerosol 
generating 
procedures 

Droplet  10 days from 
onset of 
symptoms 

Meticillin- 
Resistant 
Staphylococcus 
Aureus (MRSA) 

Source Contact / 
Airborne 

  

Mycobacteria 
(atypical) 

None    

Necrotising 
Fascitis 
Strep. Pyogenes 

Source Contact  24 hours of 
antibiotic 
treatment 

Nocardia None (source for 
oncology & 
transplants) 

  Clinical 
Recovery 
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Norovirus Source +Surgical 
facemask if risk of 
splashing 

Faecal oral Diarrhoea 48 hours clear of 
diarrhoea 

Paratyphoid fever & 
carriers 

Source Contact 
(Faecal – 
oral) 

Diarrhoea Clinical recovery 
– 48 hours free 
from diarrhoea 
and passed a 
formed stool 

Pertussis 
(See Whooping 
cough) 

    

Pharyngitis 
Adults 

 
 
Infants & young 
Children 

 

None 

 
 

Source 

 
 
 

Droplet 

  
 
 

Clinical recovery 

Plague Strict    

Pneumonia 
Children 

 
 
 

Adults 

 

Source 

 
 

None 

  

Cough 
 

Until Discharge 
home 

 
 

Unless advised 
by microbiology / 
Infection 
Prevention 
Team 

Poliomyelitis Source Faecal - oral Diarrhoea 7 days from 
onset of 
diarrhoea 

Psittacosis Source Respiratory  7 days from 
onset 

Puerperal sepsis Source Contact  24 hours of 
appropriate 
antibiotic 
treatment 

Rabies Strict Contact with 
secretions/b 
body fluids 

 Until decision by 
Infection 
Prevention 
Doctor/Infectious 
Diseases 
Consultant/CCDC 
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Respiratory 
syncytial virus 

Source +surgical 
facemask 
FFP3 for aerosol 
generating 
procedures 

Respiratory  Until Discharge 
home 

Ringworm None    

Rubella 
Acquired 

 
 
 
 
 

 
Congenital 

 

Source + surgical 
facemask 

 

FFP3 for aerosol 
generating 
procedures 

 

Source 

 

Respiratory 

  

5 days from 
onset of rash 

 
 
 

For at least one 
month after 
delivery 

Sudden Acute 
Respiratory 
Syndrome (SARS) 

Strict Respiratory 
Contact 

 Until clinical 
recovery 

Salmonella Source Faecal - oral Diarrhoea Clinical recovery 
– 48 hours free 
from diarrhoea 
and passed a 
formed stool 

Scabies 

Classical (Atypical) 

 
 

Norwegian (Crusted) 

 

Source 

 
 

Source 

 

Contact 

 
 

Contact 

 Until completion 
of 2 courses of 
treatment 48 
hours apart 

 
Repeat 
treatment may 
be necessary 
Discuss with 
Dermatologist/C 
CDC 

Scarlet fever Source Respiratory 
Contact 

 24 hours of 
antibiotic 
treatment 

Shingles 
(Herpes Zoster) 

Source Contact Leaking vesicles 
Care by staff if 
have no immunity 
(See Staff Health 
guidelines 
B9/2006) 

All lesions 
scabbed over 

Shigella Source Faecal - oral Diarrhoea Clinical recovery 
- 48 hours free 
from diarrhea 
and passed a 
formed stool 
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Strep. pyogenes 
(Group A 
Streptococcal 
Infection includes 
Necrotising fasciitis) 

Source Contact  24 hours of 
appropriate of 
antibiotics 

Syphilis Source (if risk 
factors are 
present) 

Contact Weeping lesions Until lesions are 
dry 

Tapeworm None    

Tetanus None    

Threadworm None    

Tonsillitis 
Children 

Source Respiratory  Until Clinical 
Recovery 

Toxoplasmosis None    

Tuberculosis 
Pulmonary/Milliary 
Smear Negative, 

 

Smear Positive, 
Multidrug Resistant 
TB 

Admit to Single 
room 

 

Admit to Negative 
Pressure Side 
room 

Respiratory 
Productive 

cough Until Agreement 
between 
clinician and 
microbiologist or 
infectious 
diseases 
specialist 

Typhoid fever 
and 
Carriers 

 

Source 
 

Faecal - oral 
 

Diarrhoea 
 

Clinical recovery 

Vancomycin 
Resistant 
Enterococci (VRE) 
With risk factors 

 

No risk factors 

 
 

Source 

None 

 
 
 

Contact 

Diarrhoea 
Urinary Catheter 
Wounds 
Central lines 

Until negative 
screens 
obtained from all 
risk factors. 

Varicella zoster 
(Chicken pox) 

Source + FFP3 Droplet Leaking vesicles All lesions 
scabbed 

Vomiting Source Contact 
Faecal - oral 

 Clinical recovery 
or non-infectious 
cause 
established 

Viral 
gastroenteritis 

 Faecal - oral Diarrhoea/ 
vomiting 

Until free from 
diarrhoea for 48 
hours and has 
passed a formed 
stool 
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DISEASE OR INFECTING 

AGENT 

PRECAUTIONS 

REQUIRED 

INCLUDING 

RESPIRATOR PPE 
REQUIREMENTS 

ROUTE OF 

INFECTION 

RISK FACTORS PERIOD OF 

ISOLATION 

Viral Haemorrhagic 
Fever 
(lassa fever, malbury 
fever, Ebola fever, 
Crimean) 

Strict high security 
and transfer to 
Infection Diseases 
Unit 

Respiratory 
contact 

 Until decision by 
Infection 
Prevention 
Doctor/Infectious 
Diseases 
Consultant/CCD 
C 

Whooping 
cough 
(Pertussis) 

Source + 
Surgical facemask 
FFP3 for Aerosol 
Generating 
Procedures 

  Clinical recovery 

Yellow fever None    
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Appendix 5 - Personal Protective Equipment 

 
1. Introduction 

1.1 Personal protective equipment (PPE) in relation to infection prevention aims to prevent 

the transmission of blood-borne viruses, other pathogens and chemicals; this can be 

from recognised and unrecognised sources of infection. The sources of potential 

infection include, blood and other bodily fluids (excluding sweat) non intact skin or 

mucous membranes. 

 
2. Scope 

2.1 These guidelines should be used by all healthcare workers (HCW) during direct and 

indirect patient care procedures. The purpose of wearing PPE is to protect both the 

patient and the wearer. Prior to the selection and use of PPE a risk assessment should 

be carried out to identify the risks and the suitable product to protect from the risks of 

contamination. Once the PPE has been identified a PPE assessment must be carried  

out to ensure that the equipment is suitable for the user and compatible with the other 

PPE being worn. There is a summary of uses for PPE at the end of this guideline as an 

appendix. It is not an exhaustive list but designed as a guide. 

 

2.2 For the purposes of these guidelines the infection prevention PPE described includes: 

 
a) Gloves 

b) Aprons 

c) Water-repellent gowns 

d) Masks 

e) Eye protection/face visors 

 

 
3 The use of Personal protective Equipment 

 
3.1 PPE is worn for a specific task/intended episode of care and then removed. Prior to 

putting on the PPE hands should be decontaminated. After removal of any item of PPE it 

must be disposed of as clinical waste. Hands are then decontaminated as per the Trust 

Hand Hygiene policy. 

 

3.2 The general principles of PPE are to: 

a) Prevent HCW becoming a vehicle of transmissionof pathogens 

b) Prevent bodily substances coming into contact with non-intact skin and 
mucous membranes 

c) Prevent contamination of the healthcare workers clothing and skin 

 

4 Gloves 

4.1 The aim of wearing gloves is to: 
a) Protect hands from contamination by organic matter and micro-organisms 
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b) Reduce the risk of cross-infection by preventing the transfer of organisms 
from staff to patients, patient to staff and environment to staff. 

 
4.2 Disposable, well fitting, good quality, single-use sterile/non-sterile, latex gloves should be 

worn for HCW having contact with patients, body fluids or items contaminated by them, 
mucous membranes and non-intact skin. 

 
4.3 A range of suitable single-use examination and sterile gloves has been identified and 

approved for use within Leicester Hospitals – these are available via supply chain. 

4.4 Occupational Health and/or Health & Safety must be contacted if staff wish to use 

unapproved products. Where Occupational Health and/or Health & Safety identify 

specific glove products for individual staff or activities the product and associated 

ordering arrangements will be authorised and advised to local managers. 

4.5 If HCW or patients are known or suspect that they have a latex allergy they should refer 
to the Policy for the identification and management of allergy or suspected allergy to 
latex in patients and staff, available on insite. 

 

4.6 Gloves must be changed after contact with each patient, after different procedures for 
the same patient and at the end of each activity. This is to prevent the transmission of 
micro-organisms from that individual to other sites or to other patients. 

 
4.7 Gloves must be removed by holding at the cuff and peeling the glove over the hand, then 

fold the second glove off the hand over the first glove, enclosing the first glove within the 
second glove and disposing of the gloves into the designated bin for clinical waste. 

 
4.8 Gloves for clinical use are designated ‘single use’ and must never be re-used. Washing 

gloves not only reduces the barrier properties of the glove but is also re-processing of a 
single use item, which is not permitted. 

 
5. Disposable Plastic Aprons 

 
 

5.1 Disposable plastic aprons must be worn to protect the wearer’s clothing/uniform when 
there is a potential risk of contamination with blood, body fluids or other contaminants. 

 

5.2 Disposable plastic aprons can be worn: 
a) For close contact with a patient, materials or equipment which may be 

contaminated and may therefore contaminate healthcare workers clothing 
b) For cleaning activities 

 
5.3 The national colour code for cleaning equipment includes aprons. This has been  

adopted for clinical staff to wear in direct patient contact: 
a) Green = when preparing or serving food and drinks 
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b) Yellow = worn for source isolation precautions 
c) Red= cleaning toilet/bathrooms 
d) Blue= general cleaning 

e) Other colours for other clinical activity 
 

5.4 The apron should be put on at the beginning of the activity i.e. cleaning, and then 
removed at the end. If carrying out clinical care, one disposable plastic apron should not 
come into contact with more than one patient. 

 
5.5 Staff must not leave the immediate clinical area where the activity has taken place 

wearing disposable plastic aprons. 
 

6. Water-Repellent Gowns 
 

6.1 Water-repellent gowns must be worn during procedures likely to cause excessive 
splashing of blood, body fluids secretions or excretions onto the skin or clothing of the 
healthcare worker. For example; the insertion of a central venous catheter 

 

6.2 Water-repellent gowns may also be recommended by Infection Prevention when caring 
for a patient with a specific known or suspected infection for example a multi-drug 
resistant organism. If this is the case Infection Prevention will inform the clinical area of 
this need. 

 

7. Masks 
 

7.1 Surgical facemasks must be worn, during procedures likely to cause splashing of body 
substances into the mouth or nose ofstaff. 

 

7.2 Respirator masks (FFP3-EN/149:2001) should be worn by healthcare workers when 
directly exposed to minute respiratory secretions examples: 

a) induced sputum 
b) physiotherapy 

c) bronchoscopy, with patients who have or are suspected of having smear 
positive tuberculosis or multi-drug resistant tuberculosis 

d) all aerosol generating procedures for patients who have respiratory tract 
infections. 

7.3 The respirator masks should be identified for staff. Mask fit testing should be carried out 
prior to use to ensure that the respirator is effective for the individual user. 

 

7.4 Masks must only be handled by their strings and should be handled as little as possible. 
They must not be worn around the neck or be removed from the face except when they 
are to be discarded. If the mask becomes contaminated with body fluids then it must be 
changed immediately. 

 
7.5 Masks must never be reused and should be changed between each patient, once 

removed they must be disposed of into clinical waste. 
 

8. Goggles, visors or protectivespectacles 
 

8.1 Goggles, visors or protective spectacles must be worn to protect the eyes from: 
a) Procedures likely to cause splashing of body substances into the face and 

eyes, for example the removal of drains. 
b) Aerosol splash contamination 
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8.2 Eye protection must fit correctly and be comfortable to wear. It must allow for 
uncompromised vision. 

 
8.3 Some of these items are not disposable. The appropriate method of decontamination 

must be implemented before re-use in line with the manufactures instructions and the 

Policy and Procedures Cleaning and Decontamination for Infection Prevention B5/2006. 

8.4 Prescription spectacles are not considered adequate protection unless they are fitted 
with side protectors. 

 

9. Summary for the use of Personal Protective Equipment 
 

This is not an exhaustive list. It shows examples of common activities where blood or bodily 

fluid risk may occur and protection should be worn. 
 

Activity Aprons/Gowns 
(depending upon 
the risk) 

Face or eye 
protection 
(surgical 
mask/goggles) 

Gloves 

Contact with wounds √ Risk assessment √ 

Sterile procedures √ Risk assessment √ 

Cleaning an 
incontinent patient 

√ Risk assessment √ 

Emptying Changing 
urinary catheter bags, 
urinals, bedpans 

√ Risk assessment √ 

Handling specimens √ N/A √ 

Mixing intravenous 
drugs 

N/A N/A √ 

Disinfectants/cleaning 
agents 

√ Risk assessment √ 

Bed making √ N/A Risk assessment 

Food handling √ N/A Risk assessment 
for cotton gloves 

for hot food 
Handling waste √ Risk assessment √ 

Contact with 

infected/suspected 
infectious patients 

√ Risk assessment √ 

Strict Isolation √ √ √ 

Aerosol generating 
procedures 

√ √ √ 

Contact with mucous 
membranes 

Risk assessment Risk assessment √ 

Contact with patients √ Risk assessment √ 
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Appendix 6- Donning and doffing of PPE strict isolation 
 
 
 

Name of HCW  

Signature of HCW  

Name of Buddy  

Signature  

Date  

Time  

 
 

Health Care Worker (HCW) removal of PPE 

 Healthcare worker Notes for buddy assisting HCW removing PPE Tick Box 

Before leaving 
the patients 
room 

Disinfect any visibly 
contaminated PPE 
with sodium 
hypochlorite 1% 

Instruct HCW to disinfect any visibly 
contaminated PPE with sodium hypochlorite 1% 
Next: instruct HCW to leave the patient zone and 
to stay in the ‘dirty’ area of the removing room - 
progress from dirty to clean 

 

In the removal 
area 

Listen first to the 
instructions before 
you do anything 

Instruct HCW slowly and methodically. 

Re-affirm The ‘STOP’ command and safe 
position after each doffing stage 

 

 

Remove green 
ankle- length 
endoscopy apron 
pull sides together 
roll enclosing outer 
side place in yellow 
bin 
Wait in safe 
position 

(a) Buddy Cut neck of heavy duty apron 
undo ties and observe HCW removing 
apron 

 

(b) Buddy - sanitise your own outer gloves 
and remove, 
sanitise inner gloves 
put on a clean pair of outer 
gloves before continuing 

 

 

Sanitise outer 
glove 

Observe and allow the sanitiser to dry before 
continuing 

 

 

Remove outer 
gloves 

Dirty to dirty /clean to clean procedure: pinch 
outside of dirty glove, hook inside of clean glove, 
Buddy to check integrity of inner glove and 
replace if compromised 

 

  

Sanitise inner 
gloves 

Observe and ‘allow to dry’ before continuing  
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HCW to pull gown 
down and away at 
the hips 
Roll inner to outer 

 
Wait in safe 
position 

Buddy to undo ties and observe HCW removing 
Gown 

 
Buddy -sanitise own outer gloves and remove, 

sanitise inner gloves 
put on a clean pair of outer gloves 
before continuing 

 

  

Sanitise inner 
gloves 

Observe and allow the sanitiser to dry before 
continuing 

 

 

 

Boots Sit down 

Loosen boots remove 1 at a time and place feet 
in ‘semi-clean’ area 
Ask HCW to stand up safely and if possible 
without risk of contamination HCW to place boots 
into yellow bin 

 

 

  

  

Sanitise inner 
gloves – if hand 
contact with boots 

Observe and ‘allow to dry’ before continuing  

 Remove inner 
gloves 

Dirty to dirty /clean to clean procedure. 

Pinch outside of dirty glove, hook inside of clean 
glove 

 

 

Clean hands Observe and allow the sanitiser to dry before 
continuing 

 

  Put on clean pair of 
gloves 

  

 Visor Advise HCW not to touch face 
Turn to the side 
Bend head forwards, close eyes 
Pull elastic over the head and away from the 
body 

 

Observe HCW removing visor 

 

 

Sanitise gloves Observe and allow the sanitiser to dry before 
continuing 
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Hood Advise not to touch face 
Instruct HCW to turn to the side 
Bend head forwards pull down and away from 
face 
Keep eyes closed 

 

Ensure they can see HCW face during removal 

 

 

 
 
 
 

  

Sanitise gloves Observe and allow the sanitiser to dry before 
continuing 

 

 Remove gloves   

 

Sanitise hands Observe and allow the sanitiser to dry before 
continuing 

 

 

 

Respirator Buddy to ensure they can see face during 
removal 
Advise HCW not to touch face 
Bend head forwards 
Keep eyes and mouth closed 
Pull bottom band of respirator overhead and 
anchor securely under the chin, remove top band 
over the head and pull respirator away from face 
Keep eyes and mouth closed 

 

 

Sanitise hands Observe and allow the sanitiser to dry before 
continuing 

 

 

Scrubs Check scrubs to ensure no visible contamination 
If top visibly soiled HCW to put on clean gloves. 
Buddy to cut back of top to facilitate removal 
without pulling over head. 
Shower immediately 
Report to occupational health if exposure risk 
identified 
Remove gloves 

 

 

 

Wash hands   

 

Sanitise hands Allow to dry  
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All PPE removed without contamination to skin or inner clothing? Y  N  
 

Action taken if contamination occurred: 
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Health Care Worker (HCW) putting on PPE 
 

Name of Buddy  

Date  

Time  

 
 

Health Care Worker donning PPE 
 HCW Notes for buddy assisting HCW Tick box 

 

Disposable 
scrubs 

Have you had a drink and been to the toilet? 
Have you removed your jewellery? 
Have you tied your hair back? 

 

 

Clean hands   

 

 

Boots Tuck trousers into boots then slightly drape excess 
over the top of the boots to avoid contamination of 
inner 

 

 

Inner gloves   

 

Gown Cut thumb holes in Cuffs 

Check correct size and back is covered 
Check HCW has freedom of movement 

 

 

FFP3 Carry out fit check  

 

Hood  
Ensure all hair is enclosed in hood 
re-check fit as hood may displace mask 

 

 

Green ankle- 
length 
endoscopy 
apron 

Write name, grade and discipline of HCW on apron  

 

Visor   



 

 

Outer gloves 
(long cuff) 

Check that all PPE is intact 

Remind HCW to avoid contact where possible with 
self or the environment 
Check HCW is familiar with procedure for leaving 
care delivery area 

 

 
 
 

 

Buddy donning PPE 
 
 
 
 
 

 Buddy Notes for buddy donning PPE Tick 
Box 

    

 

Disposable 
scrubs 

Have you had a drink and been to the toilet? 
Have you removed your jewellery? 
Have you tied your hair back? 

 

 

Clean hands   

 

 

Boots Tuck trousers into boots then slightly drape excess over 
the top of the boots to avoid contamination of inner 

 

 

Inner gloves   

 

 

Gown Cut thumb holes in cuffs, 
Check you have freedom of movement. 

 

 

Hood  

Ensure all hair is enclosed in hood (use mirror) 

 

 

Clinical apron   

 Visor   
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