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1 Executive Summary 
 
To minimise the spread of healthcare associated infections (HCAI), the organisation is 
required under the duties laid out in The Health and Social Care Act 2008 to ensure that 
isolation policies are in place, isolation facilities are available and that best-practice 
guidelines are followed. 
 
This policy provides clear, evidence-based standards for isolation care in all inpatient 
settings. It includes: 
 

 Instructions on isolation care decisions, patient placement and on categories of 
isolation care. 

 Standards for isolation care and when to apply them in the clinical setting. 

 Monitoring of policy compliance and audit requirements. 
 

2 Introduction 
 
This purpose of this policy is to protect patients, staff and other persons against risk of 
acquiring infections, through ensuring provision of appropriate care in suitable facilities and 
provision of isolation care best practice where risk for infection has been identified. 
 
In addition to Standard Precautions, policies must be in place for the allocation of patients to 
isolation facilities appropriate to the type of infection risk. This is based on careful risk 
assessment; in some circumstances the need for special ventilated isolation facilities (and 
transfer to appropriate unit) will need to be considered. 
 
Correct and timely placement of patients with potentially transmissible infections/multi-
resistant organism carriage into single isolation rooms is, if isolation practice is carried out 
well, effective at reducing transmission of organisms to others. Through such measures it is 
possible to reduce the impact of HCAI such as Meticillin Resistant Staphlococcus Aureus 
(MRSA) and Clostridioides difficile (C.difficile). 
 
Ideally patients requiring isolation care should be cared for in a side room with separate en-
suite toilet facilities. Availability of side rooms is limited, thus needs assessment should be 
made for isolation care provision. 
 

3 Definitions 
 
HCAI - Health Care Associated Infection 
PPE - Personal Protective Equipment 
IPCT - Infection Prevention & Control Team 
SOURCE ISOLATION - to prevent transfer of infection from the patient to others 
PROTECTIVE ISOLATION - to prevent transfer of infection to a very susceptible patient (i.e. 
severely immunocompromised)   
 

4 Scope 
 
Applies to the care of all hospital inpatients and to all healthcare staff working in inpatient 
ward areas throughout the organisation  
Isolation care techniques are not usually necessary in outpatient, residential care and 
community healthcare settings.  Full compliance with standard precautions will prevent 
cross-infection in these settings.   
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5 Purpose 
 
This policy aims to prevent the transmission of HCAI by providing best practice instructions 
on care and management of individuals requiring isolation care. 
 

6 Roles and Responsibilities 
 
6.1 All healthcare staff have a duty of care to comply with this and other Trust policies 

for prevention and control of HCAI. 
 
6.2 Clinical healthcare staff of all grades must apply the policy to workplace practice 

and must follow isolation care practice instructions in care of patients identified as 
requiring isolation precautions; failure to do so would represent a serious breach of 
good practice and duty of care. 

 
6.3 Clinical leaders, Matrons and Ward Sisters/Charge Nurses have a key role for 

implementing, monitoring and overseeing policy implementation and compliance with 
best isolation care practice in their clinical area of responsibility. They also need to 
monitor practice and regularly review audit findings of compliance with isolation care 
practice and are responsible for ensuring that action is taken to increase compliance 
and improve practice standards where necessary. 

 
6.4 The Infection Prevention and Control Team (IPCT) is responsible for providing 

support and advice regarding isolation care practice and supporting staff in 
undertaking risk assessment for prioritisation for isolation care facilities.  

 
6.5 The Chief Nurse/Director of Infection Prevention and Control (DIPC) is 

responsible for the development and organisation wide implementation of, and 
adherence to this policy 

 

7 Isolation Policy 
 
7.1 Categories of Isolation 
 
Isolation of patients is undertaken for 2 main reasons: 
 

 SOURCE ISOLATION – to prevent transfer of infection from the patient to others. 
 

 PROTECTIVE ISOLATION – to prevent transfer of infection to a very susceptible 
patient (i.e. severely immunocompromised).   

 
Protective isolation is only necessary for patients with severely compromised immunity - in 
general, this will be those who have undergone transplantation (e.g. stem cell transplant), 
who are most susceptible during a period of profound immunosuppression and who are 
cared for in a specialist tertiary unit.  Severely neutropenic patients may require side room 
care to minimise their exposure to potentially infectious organisms. See Appendix B. Advice 
should be sought from clinical team responsible for the patients care as to their susceptibility 
to infection. Neutropenic patients should not be cared for in a negative pressure room. 
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Source isolation 
Source isolation care requires contact precautions, i.e. additional use of personal protective 
equipment (PPE) and isolation care in addition to the requirements of standard 
precautions.  Where the source is the respiratory tract, additional ‘droplet’ or ‘aerosol’ 
precautions may be necessary, depending on the disease.  See Table 1 below for specific 
precautions.   
 

 Contact precautions: Required in addition to standard precautions for patient contact 
or contact with surfaces/items in the patient environment for patients in source 
isolation including colonisation/infection with multi-resistant organisms. 

 Droplet precautions: Required when the source is the respiratory tract and 
transmissible by large respiratory droplets (i.e. influenza, meningococcal meningitis) 
and generation of droplets is likely (i.e. respiratory physiotherapy, patient with active 
cough, intubation).  In addition to isolation and contact/standard precautions, use of 
surgical masks may be required to prevent infection of those in very close contact 
with respiratory droplets.  

 Aerosol precautions: Required where the source is the respiratory tract and; 
o the infectious organism is particularly virulent (i.e. avian influenza, multi-drug 

resistant tuberculosis, MERS-CoV – Middle Eastern Respiratory Syndrome 
Coronavirus). 

o aerosol generating procedures are being undertaken (i.e. respiratory suction, 
intubation, resuscitation, sputum generation, some dentistry procedures) for 
patients with certain respiratory infection (i.e. influenza, active pulmonary 
tuberculosis infection).  

In addition to isolation and contact/standard precautions, use of FFP3 masks may be 
required to prevent infection of those in rooms where aerosol generating procedures 
are taking place or where a person spends a long, continuous period of time in the 
room with the patient.  Staff must be fit-tested and trained in correct wearing of FFP3 
respirator face masks (see also personal protective equipment policy). 
 

Table 1:  Summary of components of different infection control precaution categories 

Activity Standard 
Precautions 

Contact 
Precautions 

Droplet 
Precautions 

Airborne 
precautions 

Isolation room Single room not 
required 

Single room 
and minimise 
patient time 
outside 

Single room, 
minimise time 
outside when 
patient may 
wear mask 

Single room with 
special ventilation 
may be necessary 
(a negative 
pressure room 
may be needed for 
particularly virulent 
organisms)* - 
liaise with IPCT 
asap, minimise 
time outside when 
patient may wear 
surgical mask.  
Exclude non-
essential 
susceptible people 

Hand Hygiene Yes Yes Yes Yes 

Gloves When likely to Wear gloves on As per As per standard 
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touch blood, 
body fluids and 
contaminated 
items 

entering room 
to provide 
patient care and 
when likely to 
touch blood, 
body fluids and 
contaminated 
items 

standard 
precautions 

precautions 

Apron/ Gown During 
procedures 
likely to 
generate 
contamination 
from blood and 
body fluids 

Wear apron or 
gown (as 
appropriate 
according to 
risk) on entering 
room. 
  

As per 
standard 
precautions 

As per standard 
precautions 

Mask Wear surgical 
mask during 
procedures 
likely to 
generate 
contamination 
e.g. splashing/ 
aerosol 
generation* 

As per standard 
precautions 

As per 
standard 
precautions 

 High efficiency 
filtration 
respirator 
mask (FFP3) if 
MDR-
Tuberculosis 

 FFP3 for 
aerosol 
generating 
procedures** 
on patients 
with highly 
infectious 
respiratory 
tract infection 
e.g. influenza, 
active 
pulmonary 
tuberculosis 
infection 

 Surgical masks 
for close 
contact with 
patients with 
transmissible 
respiratory 
pathogens 
(where FFP3 
not required) 

 

Eye protection/ 
face-shields 

During 
procedures 
likely to 
generate 
contamination 
with blood and 
body fluids 

As per standard 
precautions 

As per 
standard 
precautions 

As per standard 
precautions  
 

Equipment 
decontamination 

Yes Yes Yes Yes 
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Environment 
cleaning 

Yes Yes Yes Yes 

Miscellaneous Avoid 
contaminating 
environmental 
surfaces with 
gloves 

Remove gloves 
and 
gown/apron, 
wash hands 
before leaving 
patient’s room 

Provide at 
least 1 metre 
of separation 
between 
patients in 
cohort 

Advise patient to 
cover nose and 
mouth when 
coughing or 
sneezing 

 
* E.g. viral haemorrhagic fever, avian influenza, MERS CoV or multi-drug resistant 
tuberculosis. 
**Aerosol generating procedures: intubation, extubation, manual ventilation, open suctioning, 
cardiopulmonary resuscitation, bronchoscopy, some dentistry procedures. 
 
There are a few infectious diseases that may be transmissible by several routes and where 
strict isolation is mandatory e.g. viral haemorrhagic fevers. If suspected, the patient should 
be cared for in strict isolation in a high security infectious diseases unit.  If such an infection 
is suspected, contact the Consultant Microbiologist on call via switchboard, as a matter of 
urgency.  See Viral Haemorrhagic Fevers Policy. 
 
7.2  The Decision to Isolate 

 
Patients identified with specific infections, with a multi-resistant organism or with diarrhoea or 
C.difficile need to be isolated. Appendix A provides information about notifiable diseases that 
must be reported. 

 
The decision to isolate must be based on the infection risk, symptoms and the risk of 
transmission. The decision may also be made on advice of IPCT. 
A ‘Datix’ form must be completed and submitted if it is not possible to isolate a patient in 
accordance with organisational policies or as advised by the IPCT. 
 

 Admitting teams must make a documented assessment of infection risk at the time of 
admission (see ‘Admissions, Transfers and Discharges of the Patient with an 
Infection Risk’ policy). 

 

 If the patient requires isolation because of an infection that may be transmitted by the 
respiratory route (influenza, active pulmonary TB infection or chickenpox) a single 
room must be made available - contact IPCT without delay. If active pulmonary TB 
infection is suspected, follow guidance in the TB policy. If risk assessment indicates 
the possibility of multi-drug resistant TB (MDR-TB), other serious respiratory infection 
(e.g. MERS-CoV) or viral haemorrhagic fever, the patient may need to be admitted to 
a special ventilation (negative pressure) room as soon as possible. In this situation, 
the IPCT should be contacted for advice immediately. 

 

 Explain to the patient and their family and carers why they are being cared for with 
isolation precautions. Provide them with relevant information about the infection or 
microorganism and isolation care. If a patient is considered to need isolation care, 
the IPCT should be informed and will also advise on prioritisation for side/single 
rooms if this is necessary.   

 

 Deviations from policy must be discussed with the IPCT and documented in the 
patients records.   
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Patient Placement 
 
Patients requiring isolation care should ideally be cared for in a single room as this is the 
most effective method of isolation: 

 

 In acute care settings, place patients who require contact precautions in a single 
room wherever possible. This should be first choice for placement of a patient with 
infection risk. 
 

 If a patient needs respiratory source isolation they must be admitted to a single room.  
The IPCT must be informed and will advise if a special ventilation room is required.   
 

 Patients with suspected infective diarrhoea must be isolated within 4 hours. If this is 
not achieved, an incident form must be submitted by the ward. 

 

 If no side room available, this must be escalated to the site co-ordinator (Bed 
Manager) who will discuss with the IPCT as necessary. 

 

 Where there are insufficient side rooms it will be necessary to prioritise patients, 
based on risk of transmission of infection to others. A risk assessment must then be 
carried out to ensure side room accommodation is prioritised appropriately (Appendix 
C).  
 

 If Norovirus is suspected, liaise with the IPCT immediately for guidance on patient 
placement.   

 

 If necessary, patients may need to have cohort isolation care in a designated bay or 
ward.  Cohort isolation care must only be activated on the advice from IPCT. 
 

Contingency plans 
 
If there are insufficient single rooms for source isolation care, Bed Managers/Site Co-
ordinator should contact the IPCT who can assist in assessing demand, advise on 
prioritisation for single room care and review facilities in collaboration with the DIPC. 

 

 In the event of an unexpected outbreak or cluster of infection it may be necessary to 
provide isolation care in a designated cohort bay or ward. An outbreak group will be 
convened by the IPCT and DIPC, to manage in accordance with the Outbreak Policy.   

 
Isolation Room/Bay Requirements 
 
An isolation room should have en-suite toilet facilities. If not available the patient must have 
use of a dedicated toilet facility or a commode which remains in the room at all times and is 
cleaned after each use within the room. 
 
Where a cohort bay or area is used for isolation, each individual patient should have a 
designated commode if they are unable to use a designated toilet for the bay.   
 
Essential requirements for an isolation room or bay include; 
A hand-wash basin with hot and cold water, soap dispenser and paper towels. 

 

 Hand sanitiser must be available at the patient bedside and outside the room. 
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 A foot-operated waste bin with orange bag must be in the room. 
 

 A sharps bin (if required and safe to do so) should be available, secured or bracketed 
appropriately. 

 

 The door must be kept closed. If this is likely to compromise patient care, a risk 
assessment should be carried out which is documented in the patient notes and 
reviewed regularly. 

 

 An isolation sign must be prominently displayed on the outer door of the room or bay. 
 

 Equipment inside the room must be kept to a minimum; remove clutter; any patient 
care equipment in the room must be for sole patient use.  In a cohort bay where sole 
use is not possible, equipment must be thoroughly cleaned within the room, between 
each patient use. 

 

 Patient notes and drug charts must be kept outside the room or bay. 
 

 Disposable gloves and yellow aprons, spare waste and laundry bags should be 
available outside a single room (see below).  In a cohort bay, a small stock of 
additional supplies of PPE must be kept inside the room to allow changing between 
patients. 
 

 Isolation rooms should be visited last on routine ward rounds. 
 

 Where a patient is being cared for in a corner bed in a bay with strict standard 
precautions, a trolley containing appropriate PPE should be placed at the foot of the 
bed. Under no circumstances should an isolation care sign be displayed at a bed 
space in a bay. 
 

 All staff required to enter the patient environment should be made aware of 
necessary precautions to take. 

 
Negative pressure room 
 
A negative pressure room is required as soon as possible where the infection is 
particularly virulent e.g. viral haemorrhagic fever, avian influenza, MERS CoV or multi-drug 
resistant tuberculosis.  
 
Contact the IPCT without delay if patient may require negative pressure room isolation. 
IPCT will advise further on necessary precautions and assess need for placement or transfer 
to specialist unit. 
 
7.3   Isolation Practice 
 
Hand Hygiene 
 
Follow Hand Hygiene Policy guidance at all times 
Strict attention to hand hygiene practice is essential. Consistent good practice is crucial in 
preventing transmission of microorganisms spread by direct or indirect contact with the 
patient or their immediate environment. 
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Immediately before entering room, bay or patient bed-space: 

 Clean hands with hand sanitiser and put on PPE. 
 
If the patient is in a cohort bay, change PPE and perform hand hygiene between contact with 
patients in the same bay or room. 
 
Use soap and water to clean hands if the patient has diarrhoeal illness (e.g. suspected 
norovirus or C.difficile) or if hands are visibly dirty or become soiled. 

 
Before leaving the isolation room, bay or patient bed-space: 

 Remove PPE inside the room/bay. 

 Wash hands with soap and water, drying well 

 After leaving the room, apply hand sanitiser to complete hand hygiene process. 
 

Patients 
Patients should be encouraged (and assisted if necessary) to clean their hands after using 
the toilet and before eating; they should be advised to avoid touching any wounds, dressings 
or devices without washing hands well. 
 
Personal Protective Equipment (PPE) 
 
(See PPE Policy for further guidance.)   
Correct use of personal protective wear is crucial in preventing transmission of 
microorganisms spread by direct or indirect contact with the patient or their immediate 
environment. To minimise risk of cross contamination, PPE must be put on immediately 
before it is needed and removed as soon as it is no longer needed.  
 

 Put on single-use disposable (yellow) apron (long sleeved gown instead for hands on 
care of C. difficile patients or environmental cleaning in C. difficile environment) and 
disposable non-sterile gloves before entering the isolation room or cohort bay  
 

 Before leaving the room or, in a cohort bay, moving to another patient, take off 
disposable gloves and apron; dispose of in an orange waste bag inside the bay. 

 

 Change protective wear and perform hand hygiene between contact with patients in 
the same bay or room, and between different tasks on the same patient, regardless 
of whether one or both patients require contact precautions. 

 

 After removing PPE, wash and dry hands.  After leaving the room hand sanitiser 
should be applied. 
 

 FFP3 respirator masks may be required when providing care/certain care activities 
for patients with infection transmitted by respiratory droplets or aerosol. It is the 
responsibility of clinical leaders to ensure that relevant staff are appropriately trained 
in their use. 

 
If taking excreta to the sluice, the receptacle should be handed to a second person outside 
the room who is wearing PPE.  They should then take it to the sluice for disposal, remove 
PPE and decontaminate hands.  If this is not possible, the person who has been working in 
the side room must don clean PPE to collect the receptacle which must be taken directly to 
the sluice. It must then be removed and discarded immediately as clinical waste. Hands 
must then be washed, dried and hand sanitiser applied.   
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Patient Care Equipment - decontamination 
 
All patient care equipment, items and reusable medical devices must be decontaminated 
after each use (see Decontamination of Reusable Medical Devices policy). 
 
Single use items or items dedicated for individual patient use should be used where possible 
and disposed of immediately after use. 
 
No reusable item or device must ever be used on another patient without being thoroughly 
cleaned after use (and before use by another patient) 
 
Nursing staff are responsible for ensuring items of medical equipment are cleaned and 
decontaminated after use and before use by another patient.  
 
Patient Care Environment - decontamination 
 
Daily Cleaning 
The Cleanliness Team are responsible for cleaning the patient care environment. Isolation 
rooms must be cleaned at least daily; 

  

 Clean isolation areas after all other ward cleaning has been carried out. 
 

 Use a chlorine based chemical e.g. Actichlor Plus for cleaning of all isolation areas. 
 

Staff cleaning isolation rooms must: 

 Liaise with clinical staff regarding precautions necessary in any environments being 
used for isolation care. 
 

 Wear disposable gloves and yellow aprons (disposable long sleeved gowns if C. 
difficile infected/colonised patient room) for cleaning tasks. Before leaving the room 
dispose of gloves and aprons/gowns as clinical waste inside the room. Hands should 
be thoroughly washed after removing gloves. 
 

 Use disposable cloths and mop-heads. After use dispose of these as clinical waste 
inside the room. (Check cloths during the cleaning process and renew as needed). 

 

 Pay particular attention to horizontal surfaces and areas frequently touched such as 
door handles, call bells, patient entertainment systems, sink taps, lockers, chairs, bed 
frames and cot-sides. 

 
Terminal (barrier) cleaning (See also Clean Patient Environment Policy)  
Following patient discharge or transfer, once isolation no longer necessary, the isolation 
room requires an intensive cleaning before it can be re-used: 

 

 A specialist Hydrogen Peroxide Vapour (HPV) environmental terminal 
decontamination of a vacated isolation room or cohort bay is required following cases 
of C.difficile, proven Norovirus or as advised by the Infection Prevention & Control 
Team.  

 Discard all unused disposable equipment as clinical waste (orange bag). 

 Send any unused linen for laundering (as used linen). 

 Isolation rooms will not normally have curtains, however, if curtains present or if an 
isolation bay, remove the curtains and send for laundering (or dispose of if 
disposable). 
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 Clean all items of medical equipment and medical devices (see Decontamination 
Policy). These must be cleaned by nursing/ward staff and then removed from the 
room.  For rooms undergoing the HPV decontamination most equipment can remain 
in the room to be decontaminated by the process (in line with Cleanliness team 
protocol for HPV use) 

 For standard terminal cleans (i.e. infection risk but not C.difficile/Norovirus):  ensure 
the room is cleaned thoroughly using chlorine based chemical in line with Cleanliness 
schedules. 

 As soon as the room is dry following decontamination replace curtains, bed and 
furniture. The room may then be reused. 

 If the room has not had a full standard terminal or specialist clean as 
appropriate, it may NOT be used for patient care until this has taken place. 
 

Sharps safety and disposal of waste 
 
Follow Standard Precautions: Use of PPE, Hand Hygiene and Waste Policies 

 Isolation rooms should have black and orange bags within the room and should be 
disposed of in line with normal practice; there is no requirement to double bag waste.  

 A sharps bin must be securely kept in the isolation room if risk assessment shows it 
is needed and it is safe to do so. 
 

Faeces and Urine 
 
Follow Standard Precautions 

 Commodes – visible soiling should be cleaned using detergent followed by 
disinfection using chlorine (as per Clean Patient Environment Policy; see also 
specific infectious illness policies). Check the underside and frame to see no areas 
have been missed. 
 

 When bedpans or vomit bowls are used, a disposable paper cover must be used for 
transporting the item to the sluice. Disposal must be prompt – it is unacceptable to 
allow such items to collect in the room/bay to await disposal. Plastic bedpan shells 
should be for single-patient use only and must be decontaminated between uses 
within the isolation area. 
 

Linen and Laundry 
 
Follow Standard Precautions and Laundry Policy 

 Stocks of clean linen should not be stored in an isolation bay/room 
 

 Soiled linen from an isolation room should be placed in an alginate liner and firmly 
secured, before placing the liner in a red linen bag. 

 

 Hand-sluicing or hand-laundering of any linen must not be carried out in the ward. 
 

 Advise relatives that any items taken home for laundering should be washed 
separately and on the hottest wash cycle tolerated by the fabric. 
 
 
 

Crockery and cutlery 
 
Follow Standard Precautions 
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 Clean crockery and cutlery, including water jugs and glasses, in the normal way 
(machine wash in ward or central dishwasher). 
 

 On most occasions there is no requirement for disposable items. Exceptions to this 
are where there is high possibility of viral haemorrhagic fever (VHF) or MERS Co-V 
infection (see viral haemorrhagic fever and respiratory virus policies). 
 

Laboratory specimens 
 
Follow Standard Precautions – ensure that specimens are correctly labelled and that 
appropriate and relevant clinical details are provided on laboratory request forms. 
 
7.4  Patient Transfers and Movement 
 
Transfers and patient bed movement to another ward should only take place if unavoidable 
and in the patient’s best clinical interest. 

 If a patient with active infection is being transferred to another ward or healthcare 
unit, the receiving ward must be informed and IPCT contacted (see Admissions, 
Transfers and Discharges of the patient with an Infection Risk Policy). Wherever it is 
safe to do so, the patient must be transferred on a trolley not on the bed from the 
isolation room/area. The trolley must be cleaned after use. 
 

 It is the responsibility of the clinician in charge of the patient to determine which 
transfers and visits to other departments are essential. 

 

 Visits to departments for diagnostic or invasive procedures may take place where 
necessary. Appropriate precautions should be taken; the patient may need to be ‘last 
on the list’ to facilitate this; waiting time and contact with other patients should be 
kept to a minimum. Wherever it is safe to do so, the patient must be transferred on a 
trolley not on the bed from the isolation room/area. The trolley must be cleaned after 
use. 

 

 The receiving department should be informed of the reason for isolation and patient’s 
current condition (e.g. whether they have open wounds, active diarrhoea) and of any 
special precautions required in advance. 
 

Transfers and investigation/visits to other departments 
 

 Patients in isolation care may leave the isolation room for essential rehabilitation 
treatment unless they have active potentially infectious diarrhoea or vomiting or 
infections requiring respiratory precautions, e.g. chicken pox, pulmonary tuberculosis 
infection. If in doubt, seek advice from the IPCT. 

 

 After the procedure/visit the patient should return to the isolation room and should not 
enter other patient rooms or communal areas. 

 
Death of a patient 
 
Follow Standard Precautions 

 Follow same precautions as in life. A plastic body bag is not necessary unless there 
is a specific risk of leakage of body fluids (as per Standard Precautions), or the 
patient is known or suspected to have a high risk infection including:   

o Hepatitis B or C 
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o HIV/AIDS 
o CJD or other prion disease 
o Virulent strain of Influenza A (e.g. avian flu/new pandemic strain) 
o Invasive Group A streptococcal infection 
o Infective diarrhoea and vomiting including salmonella, campylobacter, 

E. coli O157, norovirus, shigella – only if the patient was symptomatic 
near the time of death. 

o Tuberculosis 
o Meningococcal septicaemia / meningitis if less than 48hrs antibiotics 

given 
o Typhoid fever/paratyphoid fever 
o Anthrax 
o Diphtheria 
o Rabies virus 
o Viral Haemorrhagic Fevers (VHF) (specific expert advice needed) 
o Lifestyle or history risk factors which would put the patient at high risk 

of any of the above infections e.g.: 
 Intravenous drug use 
 Prisoners 
 Homelessness 
 Death in or shortly after return from a developing country 

o Other infections if advised by the IPCT (contact IPCT if unsure) 

 Inform mortuary staff of any infection risk requiring additional precautions. 
 

7.5  Duration of Isolation 
 
The need to continue isolation precautions should be reviewed and assessed on a daily 
basis with advice from IPCT as necessary. 
Isolation can be stopped when: 

 

 The patient is no longer at risk of spreading the infection to others. 
 

 Diarrhoeal specimen results indicate there is no C.difficile carriage, no infective 
cause for diarrhoea, no significant risk factors for C.difficile infection and there is a 
clear documented clinical reason for ongoing diarrhoeal symptoms. 
 

 The duration of isolation dictated by the specific disease and treatment criteria have 
been met. 

 

 A patient requiring aerosol precautions in a special ventilation room must not come 
out of isolation care without discussion between the consultant responsible, the 
Infection Control Doctor (or deputy) and IPCT. 

 
Before a patient requiring isolation care is discharged, seek advice from IPCT if this is likely 
to be problematic. 
 
Once a patient comes out of isolation, a standard (barrier) or specialist HPV clean must be 
initiated as appropriate (see Appendix C, section 7.3 and Clean Patient Environment Policy).   

 
7.6  Advice To Visitors (Visitors, Carers, Relatives) 

 

 Explain the reason for isolation, while ensuring confidentiality is maintained as 
appropriate. 
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 Provide isolation information leaflet and leaflets about specific infections if 
appropriate (e.g. MRSA. C.difficile and Norovirus). Leaflets are available from the 
Print Room. 
 

 Advise on good hand hygiene, use of soap and water where appropriate and other 
precautions. 
 

 Advise visitors always to clean hands before leaving the isolation room or bay 
 

 Encourage visitors not to have contact with other patients; if visiting more than one 
patient, the patient in isolation should be visited last.  
 

 Restrictions: ward managers should exercise discretion based on the reason for 
isolation care and susceptibility of visitors.  
 

 Visitors do not routinely need to wear protective clothing (PPE). Aprons and gloves 
are not required unless 
 

o Visitor is carrying out direct patient-care activities - wear gloves and apron. 
o Patient has diarrhoea and suspected Norovirus, C.difficile or other gastro-

intestinal infection (proven or suspected) - advise them to wear gloves and 
apron when in room; dispose of aprons/gloves as clinical waste and wash 
hands before leaving room. 

o Aerosol precautions required – follow guidance from IPCT and relevant 
policies.   
 

Where PPE is required, visitors should be advised and shown how to put it on, 
remove and dispose of it safely.  
Obtain advice from IPCT where unsure as to precautions required.   
 
7.7  Occupational Health 
 
Healthcare staff 
 
Patients in isolation care should not pose a risk to healthcare staff assuming standard 
precautions, including hand hygiene and use of PPE, are consistently complied with. 
In situations where there could be risk to healthcare staff the IPCT will advise on the need 
for any additional precautions.  
 
Additional points: 
 

 Healthcare staff susceptible to varicella (i.e. who have not had chickenpox or 
varicella antibody not detected) should not provide direct care for patients with 
Chickenpox or Shingles during the infectious phase. Occupational Health will 
normally check for VZV immune status as part of pre-employment screening. Non-
immune staff working in patient environments should be vaccinated (unless 
contraindications). 

 

 Healthcare staff who have skin lesions such as eczema or dermatitis should not 
provide direct care for patients with MRSA. Healthcare staff with skin conditions 
affecting compliance with hand hygiene or with concerns about infection risk should 
seek advice from Occupational Health. 
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 Staff who have been suffering from diarrhoea and/or vomiting must not return to work 
until they have been 48 hours symptom free. 

 

 Staff suffering from other transmissible infections should seek advice from 
Occupational Health before returning to work. 
 
Healthcare staff caring for patients who require care in special ventilation pressure 
room/suite (aerosol precautions): 

 

 All healthcare staff who enter the isolation suite must be trained in and able to 
implement good isolation care practice. They must be competent in correct use of 
personal protective equipment (PPE) and use of FFP3 respirator masks where 
needed. 

 

 Staff numbers caring for patients who require aerosol precautions should be 
restricted. The ward manager must limit staff contact to essential care only. 

 

 Nurse in charge (or manager) must keep a list of staff who have contact with patient 
in respiratory isolation if applicable (see TB/Respiratory Virus policy). 

 

 Follow advice from IPCT. Refer to TB policy for additional requirements and 
guidance on PPE, including when and how to use FFP3 respirators – if indicated. 
Refer to Respiratory Virus policy and seek advice from IPCT if the patient has 
suspected influenza. 

 

8 Consultation 
 
This is a revision of current policy, circulated to Infection Prevention and Control Committee 
members for approval. 
 

9 Training 
 
It is the responsibility of ward and departmental managers to ensure that all staff within their 
area are aware of, and comply with this policy. 

 
This policy has a mandatory training requirement in that staff working in a healthcare 
environment must have undertaken Infection Prevention & Control training in line with the 
organisation mandatory training matrix.  Use of PPE will be a core element of that training 
and all staff expected to wear respirator (FFP3) masks must undergo fit testing. 

 
Line managers must ensure staff have untaken required teaching sessions and 
refresher/updates as appropriate and should keep attendance records.  Line managers must 
follow up those staff who have failed to undertake required teaching sessions and should 
take appropriate action. 
 

10 Monitoring Compliance and Effectiveness 
 
Compliance monitoring of wards and clinical areas must take place through a regular audit 
programme:   
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 Audits of compliance with isolation practice will be carried out at least annually by the 
Infection Prevention & Control Nursing (IPCN) team and by wards as part of the 
organisational annual environmental audit programme, using the approved audit tool. 
Ward and Departmental managers will be required to formulate action plans for 
improvement if deficits are identified.   

 

 Results and actions taken should be fed back at team meetings and within the Care 
Group and Infection Prevention and Control Committee as appropriate 

 

 Frequency of Matron and Ward/Departmental manager audits will depend on the 
clinical area and the level of compliance previously observed. This should be to a 
schedule agreed within the Care Group.  

 

11 Links to other Organisational Documents 
 
Standard infection control precautions: Use of Personal Protective Equipment (PPE) Policy 
Standard infection control precautions: Hand Hygiene Policy 
Outbreak Policy 
Decontamination Policy 
Admissions, Transfers & Discharges of the patient with an Infection Risk Policy 
Alert organism specific policies including MRSA Policy, C.difficile Policy, TB Policy, Viral 
Haemorrhagic Fever Policy, Respiratory Viruses Policy 
Antibiotic Resistant Bacteria Policy 
Clean Patient Environment policy  
Cleanliness RAG Rating http://intranet.iow.nhs.uk/Home/Corporate/Infection-Prevention-
Control/Cleaning/CLEANLINESS-PAGE  
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Appendix A 
Diseases notifiable (to Local Authority Proper Officers) under the Health 

Protection (Notification) Regulations 2010: 
 
Acute encephalitis 
Acute infectious hepatitis 
Acute meningitis 
Acute poliomyelitis 
Anthrax 
Botulism 
Brucellosis 
Cholera 
Covid-19 
Diphtheria 
Enteric fever (typhoid or paratyphoid fever) 
Food poisoning 
Haemolytic uraemic syndrome (HUS) 
Infectious bloody diarrhoea 
Invasive group a streptococcal disease 
Legionnaires’ Disease 
Leprosy 
Malaria 
Measles 
Meningococcal septicaemia 
Mumps 
Plague 
Rabies 
Rubella 
SARS 
Scarlet fever 
Smallpox 
Tetanus 
Tuberculosis 
Typhus 
Viral haemorrhagic fever (VHF) 
Whooping cough 
Yellow fever 
 
As of April 2010, it is no longer a requirement to notify the following diseases: 
Dysentery, Leptospirosis, Ophthalmia neonatorum, 
Relapsing fever and viral hepatitis (replaced by acute infectious hepatitis); these and 
other diseases that may present significant risk to human health may be reported 
under other significant disease category. 
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Appendix B 
‘A-Z’ OF INFECTIOUS DISEASES 

DISEASE SPECIFIC INFORMATION AND ISOLATION REQUIREMENTS 
(WITH NOTIFIABLE DISEASES AND NOTIFIABLE CAUSATIVE AGENTS LISTS) 

 

If an isolation room is required urgently, contact the Bed management/Site co-ordination team for advice. 
 

Disease Infective material/ 
Source category: 

Isolation required? Other Information 

Acquired immune 
deficiency syndrome (AIDS) 

 
Blood & body fluids 

None (unless bleeding, likely to bleed, diarrhoea or 
other infections).  Standard precautions 

 
N/A 
 

Amoebiasis (see also 
‘Dysentery amoebic’) 
Liver abscess 

 
N/A 

 
None 

 
 
N/A 

Anthrax 
-  Cutaneous 
 
 
 
-  Pulmonary 

 
Contact (lesions) 
 
 
 
Respiratory 

 
Source isolation 
 
 
 
REFER TO SPECIALIST UNIT –Transfer to Isolation 
unit may be necessary 
 

 
Duration of hospitalisation (until completion of 
successful antibiotic therapy & cultures 
negative) 
 
Contact Consultant Microbiologist/Infection 
Control Doctor for advice 
 

Avian influenza – see also 
‘Pandemic Influenza’ 

Respiratory Source isolation + AEROSOL PRECAUTIONS 
negative pressure isolation room needed as soon as 
possible 

Contact Consultant Microbiologist/Infection 
Control Doctor for advice immediately 
 

Campylobacter  
 
Gastroenteritis 

Enteric Whilst active diarrhoea persists and until 48 hrs after 
symptoms resolve 
 

Person to person spread rare. 
Food handlers should not work while 
symptomatic 
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Disease Infective material/ 
Source category: 

Isolation required? Other Information 

Candidiasis 
 
 
Candida auris 
 

N/A 
 
 
Respiratory, skin, vaginal, 
wounds, urine and 
possibly enteric 

None; Spread rare, except in high dependency units 
(NICU, ITU etc.) 
 
Source isolation with stringent precautions for duration 
of inpatient episode 
 

N/A 
 
 
Readily transmissible and possible long term 
carriage. Liaise with IPCT 

Carbapenemase Producing 
Enterobacteriaceae 
 

Enteric Source isolation with stringent precautions for duration 
of inpatient episode 
 

Patients with identified carriage or infection 
must be provided with a card to present on 
admission to hospital or presentation to 
healthcare services. 

Chickenpox  
(Varicella zoster virus) 

Respiratory & contact 
(lesions)  

Source isolation +  droplet precautions 
 

Until lesions are crusted. 
 
Cases in maternity – contact Consultant 
Medical Microbiologist/Infection Control 
Doctor immediately 
 
Staff susceptible to VZV must not look after 
the patient. 

Chlamydia trachomatis 
Conjunctivitis, genital 

Contact None Standard precautions for duration of illness 
 

Chlamydia psittaci 
(Psittacosis) 

Respiratory (secretions) None N/A 
 

Cholera* Enteric Source isolation 
 

Duration of illness; until stool cultures 
negative. 
Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice 
Inform Public Health England  

Clostridioides difficile  
Infection and Colonisation 

Enteric Source isolation  
 

Until formed stools for 48hr and completion of 
treatment for Clostridioides difficile cases 
See C.difficile policy and discuss with IPCT 

Clostridium perfringens 
Gangrene 

None None Usually endogenous infection and not 
transmitted from person to person 

Coronavirus (COVID 19) Respiratory Source isolation + droplet/aerosol precautions Discuss with Infection Control Team before 
de-escalating isolation. 

Cryptosporidiosis Enteric Source isolation Duration of diarrhoea 
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Disease Infective material/ 
Source category: 

Isolation required? Other comments  

Cytomegalovirus Respiratory (secretions) 
& urine 

None N/A 

Diarrhoea  of  unknown 
origin 

Enteric Source isolation Duration of diarrhoea 

Diphtheria 
Cutaneous 
 
Pharyngeal 
 

Contact 
 
 
Contact (naso-pharyngeal 
secretions) 

REFER TO SPECIALIST UNIT – Transfer to Isolation 
unit may be necessary (until 3 swab cultures are 
negative). 
 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. Inform 
Public Health England 
 

Dysentery 
Amoebic 
Bacillary 
(see also Shigella) 

Enteric 
 

Source isolation 
 

As long as cysts in faeces or until 3 stool 
cultures negative. 
(Discharge home if clinical condition permits). 

Ebola 
See also ‘Viral 
Haemorrhagic fevers’ 

See VHF policy REFER TO SPECIALIST UNIT  Transfer to Isolation 
unit necessary 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. Inform 
Public Health England 
 

Emerging severe 
respiratory viruses 

Respiratory secretions  Negative pressure isolation room as soon as possible 
and droplet/aerosol precautions 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. 

Enteric fever 
Typhoid 
Paratyphoid 

Blood & enteric Source isolation Contact Consultant Microbiologist/Infection 
Control Doctor for advice. Inform Public 
Health England 
 

Enteropathogenic  
E. coli (infants) 

Enteric Source isolation Duration of illness 
 

Erysipelas Contact Source isolation Until finished antibiotic course and/or cultures 
negative. 

Food Poisoning 
B.cereus 
Botulism 
Cl. perfringens 
Staph aureus 
 

Toxin mediated None Contact Consultant Microbiologist/Infection 
Control Doctor for advice. Inform Public 
Health England 
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Disease Infective material/ 
Source category: 

Isolation required? Other comments  

Fungal infections 
Aspergillosis 
Cryptococcocsis 
Ringworm (tinea) 
(See also Candidiasis) 
 

 
- 
- 
Contact 
(scalp or skin lesion) 
 

 
None 
None 
Single cubicle advised for children. 

 
N/A 
N/A 
Until lesions resolve (discuss need for 
isolation with IPCT) 

Giardiasis Enteric Source isolation (single room not always necessary 
unless severe diarrhoea) 

Duration of illness 
 
 

Gonorrhoea Contact (genital) None 
 

Infectious until 24hrs of appropriate antibiotic 
treatment. 

Glycopeptide Resistant 
Enterococcus (GRE) see 
also VRE 

Contact 
 

Source isolation – contact precautions. As advised by IPCT 

Hepatitis A Enteric None 
(most patients admitted after onset of jaundice) 
 

Infectious until onset of jaundice. 
Inform Public Health England 
 

Hepatitis B and C Blood and body fluids 
 

None (unless bleeding, likely to bleed, diarrhoea or 
other infections).  Standard precautions 
 

Inform Public Health England 
 

Helminths 
Hookworm 
Strongyloides stercoralis 
Round worm (Ascaris) 
Tapeworm (Taenia) 
Threadworm (E. 
vermicularis) 
 

Mature larva (soil) 
Mature larva or 
autoinfection. 
Mature larva  
 
Enteric (only pig 
tapeworm ova). 
Ova on perianal skin & 
bed linen/fomites. 
 

None 
None 
 
None 
 
None  
 
Single cubicle advised for children with threadworms. 

Hookworm & strongyloides not endemic in UK 
 
 
 
 
 
 
Duration of infection 
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Disease Infective material/ 

Source category: 
Isolation required? Other comments  

Herpes simplex 
 

Contact 
(lesions) 

Standard precautions Infectious for duration of lesions 

Herpes zoster  
(shingles) 
See also ‘Chickenpox’ 
 

Contact 
(secretions from wet 
lesions) 
 

Source isolation Infectious until vesicles have crusted/healed. 

Human Immunodeficiency 
Virus (HIV) 
See also ‘AIDS’ 

Blood & body fluids 
 

None (unless bleeding, likely to bleed, diarrhoea or 
other infections).  Standard precautions 

N/A 
 
 

Infectious mononucleosis 
(Glandular fever) 

Oral secretions None N/A 
 
 

Influenza A or B 
(See also Pandemic/ avian 
influenza) 

Respiratory (see 
Seasonal Influenza 
Policy) 

Source isolation + droplet/aerosol precautions Duration of illness – seek advice from IPCT 
 
 

Lassa fever 
See also ‘Viral 
Haemorrhagic Fevers’ 
 

See VHF policy REFER TO SPECIALIST UNIT Transfer to Isolation 
unit necessary 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. Inform 
Public Health England 
 

Legionnaires disease Not transmitted from 
person to person 

None Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. Inform 
Public Health England 

Leprosy 
 

Contact (smear positive 
only) 
 

None N/A 

Leptospirosis (Weil’s 
Disease) 

Water, moist soil or 
vegetation contaminated 
with urine of affected 
animals. 

None Not transmitted from person to person.  
(Contact precautions for urine only). 

Lice  
Head, pubic 
Body lice 
         

Contact 
(Hair, clothing) 

None Can be transmitted until completion of 
treatment. 
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Disease Infective material/ 
Source category: 

Isolation required? Other comments  

Listeriosis 
 
Neonatal 
 
Meningitis/sepsis (Adults) 

Contact (skin, amnio- tic 
fluid & maternal genital 
tract). 
 
- 

Source isolation – contact precautions 
 
 
 
None 

Infectious until 48 hrs appropriate antibiotic 
treatment. 
 
 
 

Malaria 
 

Bite of infected female 
anopheles mosquito 

None 
No person to person transmission risk 

N/A 

Measles Respiratory 
(nasopharyngeal/oral 
secretions) 

Source isolation 
Staff who have not had measles/vaccine must not 
look after patient.  

Infectious until 5-7 days after onset of rash.  
Inform Health Protection Agency to confirm 
diagnosis if measles suspected. 
 

Meningitis  
Cause unknown/ pyogenic 
 

 
 

Source isolation + droplet precautions for HCWs in 
close proximity at time of admission 

Infectious until 24hrs appropriate antibiotic 
treatment  

Middle East Respiratory 
Syndrome (MERS-CoV) 

Respiratory secretions Negative pressure isolation room as soon as possible 
and droplet/aerosol precautions 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. 

Neisseria meningitidis 
(meningococcal) 

Respiratory secretions As above 
 

 
 

Haemophilus influenzae 
 
Strep.pneumoniae 
(pneumococcal) 

Respiratory secretions 
 
 
Respiratory secretions 
 

Source isolation 
 
 
None 

With HiB immunisation most individuals are 
immune. 
 
 
N/A 
 

lymphocytic 
Viral Meningitis 

(Virus may be in 
stool/resp. tract) 

Source isolation 
 

As advised by IPCT 

Meticillin Resistant Staph. 
aureus (MRSA) 
 

Contact Source isolation 
See also MRSA policy 

As advised by IPCT. 

Multi-resistant bacteria  
(e.g. GRE,  VRE, ESBLs, 
Amp c’s other) 

Contact 
(sputum,skin, faeces) 

Source isolation  
As advised by IPCT 

Mumps Respiratory 
 

Source isolation 
(Exclude non-immune staff) 
 

Until 9 days after onset of parotid swelling 
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Disease Infective material/ 
Source category: 

Isolation required? Other comments  

Ophthalmia Neonatorum 
(See also ‘gonorrhoea’) 

Contact (purulent exudate 
eye) 
 

Source isolation Infection for duration of exudate or until 24 hrs 
effective antibiotic treatment. 

Pandemic influenza Respiratory Source isolation + droplet/aerosol precautions  Inform Infection Control Doctor & Health 
Protection Unit. 
As advised by IPCT 

Pertussis (Whooping 
cough) 

Respiratory Source isolation Until 7 days after start of treatment or 3 weeks 
after start of paroxysmal cough. Contact 
Consultant Microbiologist/Infection Control 
Doctor for advice. Inform Public Health 
England 

Plague 
(Yersinia pestis) 

Respiratory REFER TO SPECIALIST UNIT  Transfer to Isolation 
unit necessary 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. Inform 
Public Health England 
 

Poliomyelitis Enteric & respiratory 
 
 

Source isolation Droplet spread is possible during the earliest 
phase (first week); masks should be worn. 
Subsequently faecal excretion is more 
important. 

Rabies Contact 
(saliva) 

REFER TO SPECIALIST UNIT  Transfer to Isolation 
unit necessary 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. Inform 
Public Health England 
. 

Respiratory Syncytial Virus 
(RSV) 
 

Respiratory Source isolation + droplet precautions Duration of illness 
 
 

Rotavirus  
 

Enteric (and aerosol) Source isolation Duration of illness 

Rubella 
 
 
 

Rubella  
(urine - congenital 
infections only) 

Source isolation 
(Pregnant staff should check immune status -contact 
OHD) 

Up to 10 days after onset of rash.  
Inform ICD/Health Protection Unit to confirm 
diagnosis. 
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Disease Infective material/ 
Source category: 

Isolation Category Other comments  

Salmonella 
(non-typhoid) 
 

Enteric Source isolation Duration of illness or as advised by IPCT 

Severe Acute Respiratory 
Syndrome (SARS) 

Respiratory secretions Negative pressure isolation room as soon as possible 
and droplet/aerosol precautions 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. 

Scabies 
 

Contact 
 

Source isolation Until completion of treatment.  
(Inform Occupational Health if transmission to 
staff anticipated) 

Shigella 
 

Enteric Source isolation Duration of diarrhoea or until cultures 
negative. 
 

Streptococci  haemolytic 
 
Group A (Strep. pyogenes) 
 
 
 
 
Group B, C & G 
 

 
 
Contact 
 
 
 

 
 
Source isolation 
 
 
 
 
Usually none* 

 
 
Until 24hrs of appropriate antibiotic treatment 
and cultures negative (unless severe open 
infection where advice should be sought from 
the IPCT). 
 
Invasive disease (IGAS) inform Public Health 
England 
 
*Cross infection can occur in NICU. 

Syphilis (Mucocutaneous) 
 
 

Contact 
(genital, lesions) 

Standard Infectious until 24 hrs after start of appropriate 
antibiotic treatment. 
 

Tetanus Environmental None  
 

Toxin mediated 
 

Tuberculosis 
- Pulmonary, sputum    
smear positive (open) 
 
Smear negative (closed) 
 
Multi-drug resistant 
Tuberculosis 

Respiratory 
 
 
- 

Source isolation + aerosol precautions follow TB 
policy. 
 
 
Standard 
 
Negative pressure room needed as soon as possible 

Infectious until 2 weeks after start of 
treatment.  As advised by IPCT 
Inform Infection Control Doctor & Health 
Protection Unit  
 
 
 Advice from IPCT needed immediately 
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Disease Infective material/ 
Source category: 

Isolation Category Other comments  

Typhoid 
Paratyphoid 

Enteric, blood Source isolation Isolate for duration of illness. Contact 
Consultant Microbiologist/Infection Control 
Doctor for advice. Inform Public Health 
England 
 

Viral Haemorrhagic Fevers 
(Lassa, Marburg, Ebola etc.) 

Blood, body and 
respiratory secretions 

REFER TO SPECIALIST UNIT  Transfer to Isolation 
unit necessary 
 
 

Contact Consultant Microbiologist/Infection 
Control Doctor immediately for advice. Inform 
Public Health England  
See Viral Haemorrhagic Fever policy 
 

 
Whooping cough 
 

 
See ‘Pertussis’ 

 
See ‘Pertussis’ 

 
See ‘Pertussis’ 

 
Yellow fever 
 

 
Person to person spread 
does not occur 

None N/A 

 
VRE (Vancomycin 
Resistant enterococci) 

 
Contact 

 
Source isolation 
(See also ‘Antibiotic resistant bacteria policy’). 

 
As advised by Infection Prevention & Control 
Team (IPCT). 
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Appendix C 

Isolation Room Prioritisation Chart and post discharge cleaning guidance. 

 
Ideally, all patients identified as posing an infection risk should be isolated in a single 
room, preferably with en-suite facilities.  Where the need for isolation is greater than side 
room capacity, the following prioritisation chart should be used to ensure patients posing 
the highest risk of infection are allocated to single rooms. This list is not exhaustive. 
Please also see the A-Z of infectious diseases guidance (LINK). If in doubt, advice 
should be sought from the Infection Prevention and Control Team (IPCT). Isolation care 
must not compromise the clinical needs of the patient. Isolation precautions must remain 
in place until the environment has been appropriately cleaned as it will be harbouring 
potentially infectious organisms. 
For post discharge cleaning of isolation rooms, different infections will require different 
levels of cleaning – see table.   

 A standard post discharge clean (no infection issue) is the responsibility of the 
ward nursing staff, using detergent. 

 A standard barrier clean is performed by the Cleanliness team using a chlorine 
based chemical 

 A specialist barrier clean using HPV is performed by the specially trained 
members of the Cleanliness team for specific infections.   

 
Risk 
Rating 

Infection Risk Isolation requirement  Comments Post 
discharge 
cleaning 
required 

Very 
High 

Suspected or 
confirmed Viral 
Haemorrhagic 
Fever  

Isolation room essential 
whilst awaiting transfer to 
specialist unit 

Discuss with Consultant 
Microbiologist 
immediately 

Seek 
advice from 
IPCT 

Very 
High 

Suspected or 
confirmed Avian 
Influenza eg H7N9, 
H5N1 

Negative pressure isolation 
room essential 

Discuss with Consultant 
Microbiologist 
immediately 
FFP3 respirator mask 
required when entering 
room 

Seek 
advice from 
IPCT 
 

Very 
High 

Suspected or 
confirmed SARS,  
MERS-CoV, or 
other emerging 
severe respiratory 
viruses  

Negative pressure isolation 
room essential 

Discuss with Consultant 
Microbiologist 
immediately 
FFP3 respirator mask 
required when entering 
room 

Seek 
advice from 
IPCT 
 

Very 
High 

COVID-19 (SARS 
CoV-2) 

Isolation care. Liaise with 
Infection Prevention & 
Control Team re: duration of 
isolation care. 

FFP3 mask essential 
when performing aerosol 
generating procedures – 
follow latest PPE 
guidance 

Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 

Very 
High 

Suspected or 
confirmed Multi-
drug resistant 
Pulmonary 
Tuberculosis 

Negative pressure isolation 
room essential 

Discuss with Consultant 
Microbiologist 
immediately 
FFP3 respirator mask 
required when entering 

Seek 
advice from 
IPCT 
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(MDR-TB) room 

Very 
High 

Open Pulmonary 
Tuberculosis – 
smear positive (no 
suspicion of MDR-
TB) 

Isolation care until 14 days of 
compliant treatment 
completed 

FFP3 mask essential 
when performing aerosol 
generating procedures 

Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus)  

Very 
High 

Carbapenemase 
Producing 
Enterobacteriaceae 

Isolation care throughout 
admission.  Discuss with 
IPCT as additional contact 
precautions will be required.   

 Specialist – 
discuss 
with IPCT 
 

Very 
High 

Candida auris Isolation care throughout 
admission.  Discuss with 
IPCT as additional contact 
precautions will be required.   

 Specialist – 
discuss 
with IPCT 
 

High 
 
 
 
 

Clostridioides 
difficile infection 
(CDI) 
 
 
 

Isolation care with en-suite 
(or designated commode) 
essential until diarrhoea 
resolved for 48hrs. To remain 
in side room once resolved 
for duration of inpatient stay 
where capacity allows 

 Specialist 
clean – 
Hydrogen 
Peroxide 
Vapour 
(HPV) 
 
 
 

High Clostridioides 
difficile carriage 
and active 
diarrhoea 

Isolation care with en-suite 
(or designated commode) 
essential until diarrhoea 
resolved for 48hrs 

 Specialist 
clean – 
HPV 

High Potentially 
infectious 
diarrhoea  
 
 
 
 
 
 

Isolation care with en-suite 
(or designated commode) 
until  symptoms have been 
resolved for 48hrs or infective 
cause is ruled out, there is no 
significant risk factors for 
Clostridioides difficile 
infection and there is a clear 
reason identified and 
documented for ongoing  
diarrhoeal symptoms  

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 
unless 
subsequent
ly identified 
as 
Clostridioid
es difficile 
or 
Norovirus 

High Norovirus - 
Diarrhoea and/or 
vomiting (or history 
of D&V in past 
48hrs) 

If symptoms known before 
ward admission, isolation 
care. If patient already in an 
open ward area, liaise with 
IPCT immediately if Norovirus 
suspected, before moving 
patient as cohort nursing may 
be appropriate e.g. if vomited 
in bay 

 
 
 
 
 
 
 
 

Specialist 
clean – 
HPV post 
Norovirus 
cases 
otherwise 
standard 
barrier 
clean 

High Confirmed 
Salmonella (inc. 
typhi (typhoid 
fever) 

Isolation care with en-suite 
(or designated commode). 
Excretion may continue for 2 
days to 2 months, median 5 
days 

 Amber 
clean 
(chlorine 
releasing 
agent 
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e.g.actichlo
r plus) 

High Shigella 
 

Isolation care whilst acutely 
symptomatic (excretion may 
continue for 2-4 weeks post 
acute illness) 

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 

 
 
 
Moderate 
 
 

 
 
 
Campylobacter 

Isolation care with en-suite 
(or designated commode)  
until Isolation care with en-
suite (or designated 
commode) essential until 
diarrhoea resolved for 48hrs 
diarrhoea resolved for 48hrs  

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 
 
 

High Chickenpox Isolation care until vesicles 
fully crusted 

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 
 

High Shingles – wet 
lesions in exposed 
area 

Isolation care until lesions are 
fully dried. 

Only staff with a history 
of Chicken pox (or 
serologically confirmed 
immunity) should have 
contact with patients with 
active shingles / 
chickpox 

Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 
 

Moderate Shingles – 
wet/drying lesions 
able to be covered 
or in non-exposed 
area 

May be treated in a main bay 
with strict standard 
precautions provided no 
immunocompromised 
patients are in the bay if a 
side room is not available 

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 
 

High Mumps Isolation care until 9 days 
after development of parotitis  

Only staff with a history 
of Mumps (or 
serologically confirmed 
immunity) should have 
contact with patients with 
active Mumps 

Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 
 

High Measles 
 

Isolation care until 5 days 
after onset of rash. 
Negative pressure isolation is 
optimal but discuss patient 
placement with IPCT 
 

Only staff with a history 
of Measles (or 
serologically confirmed 
immunity) should have 
contact with patients with 
active Measles 

Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 
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High Suspected 
Meningococcal 
meningitis 

Isolation care until 24 hours 
of appropriate antibiotics 

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 

High Group A 
Streptococcal 
infection 

Isolation care until 24 hours 
of appropriate antibiotics 
except in severe open 
infection where advice should 
be sought from the IPCT. 

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 

High Influenza 
(seasonal) 

Isolation care. Liaise with 
Infection Prevention and 
Control Team re duration of 
isolation care. 

FFP3 mask essential 
when performing aerosol 
generating procedures 

Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 

High Respiratory 
syncytial virus 
(RSV) mainly 
applicable to 
paediatrics 

Isolation care until symptoms 
resolved 

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 

High 

 

 

 

 

 
Moderate 

 

GRE Glycopeptide 
resistant 
enterococci 
(including VRE)  

 

 

 

Isolation care for patients in 
high risk clinical areas 
(Intensive care units, surgical 
wards, CCU) who have 
wound carriage/infection, 
exfoliating skin conditions or 
are faecally incontinent 
 
 
Patients in non- high risk 
clinical areas may be nursed 
in corner bed in bay with strict 
standard precautions in place 
if a side room is not available 

  
Amber 
clean 
(chlorine 
releasing 
agent 

e.g.actichlor 

plus) 

 
 

 High 

 

 

 

Moderate 

 

 

 

 

 

Low 

 

 
 
 
 
 
 
Extended 
Spectrum Beta-
Lactamase  (ESBL) 
or  
cephalosporinase 
(AmpC)-producing 
Enterobacteriaceae 
 
 

In high risk clinical areas 
(Intensive care units, surgical 
wards, CCU) isolate  

 
 
In lower risk clinical areas 
(e.g. medical wards) may be 
nursed in corner bed in bay 
with strict standard 
precautions in place if a side 
room is not available 

 

 
In low risk settings isolation 
care not essential if patient 

  
Amber 
clean 
(chlorine 
releasing 
agent 

e.g.actichlor 

plus) 
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fully continent and able to 
practice effective hygiene – 
discuss individual cases with 
IPCT 

High Multi Resistant 
Acinetobacter 
baumanii 

Isolation care  - discuss with 
IPCT re duration 

 Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 

High Crusted 
(Norwegian) 
scabies 

Isolation care as significant 
risk of environmental 
contamination 

Discuss with IPCT re 
duration and precautions 

Discuss 
with IPCT 

Moderate Classical scabies  May be nursed in corner bed 
in bay with strict standard 
precautions in place if side 
room is not available 

Staff must wear gloves 
and arm protection when 
providing hands on care 
until patient has received 
2  treatments a week 
apart 

Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 

High 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Moderate 

MRSA – high risk if 
any of the following 
present: 

 present in 
sputum 
and 
expectorati
ng cough  

 shedding 
skin 
condition  

 leaking 
wounds  

 multi 
resistant 
strain  

 cannot 
undertake 
reduction 
therapy 
regime 

 
MRSA and none of 
the above present 

Isolation care  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
May be nursed in corner bed 
in bay with strict standard 
precautions in place if a side 
room is not available 

  
 
 
 
 
 
 
 
 
Amber 
clean 
(chlorine 
releasing 
agent 
e.g.actichlo
r plus) 
 
 

 

 

 

 

 
 
 
High 
 
 
Moderate 

Neutropenic 
patients 
 
Neutrophils below 
0.2 
 
Neutrophils below 
0.5 

 
 
 
Side room care essential 
 
 
Side room care desirable 

Protective isolation for 
patient 

 
Standard 
post 
discharge 
clean 
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Appendix D 
 

Financial and Resourcing Impact Assessment on Policy 
Implementation 

 
NB this form must be completed where the introduction of this policy will have either a 
positive or negative impact on resources.  Therefore this form should not be completed 
where the resources are already deployed and the introduction of this policy will have no 
further resourcing impact. 

 

Document 
title 

Isolation policy 

 

Totals WTE Recurring  
£ 

Non 
Recurring £ 

Manpower Costs   Nil new   

Training Staff  Nil new   

Equipment & Provision of resources  Nil new   

 
 
Summary of Impact: There will be a manpower impact of this policy, however this is 
necessary in order to safely deliver the services of the Trust.   The Trust employs a number 
of staff who within their primary role have responsibility for maintenance of an effective risk 
management system.  In addition staff across the Trust will have specific responsibilities, 
however this will fluctuate depending on the number and nature of risks.  
 
Risk Management Issues:  This policy is document is designed to support effective risk 

management across the Trust. 

 
Benefits / Savings to the organisation:  Effective risk management will support the Trust 
to deliver its service efficiently, effectively with due regard to the financial envelope and 
quality agenda. 
 
Equality Impact Assessment 
 
 Has this been appropriately carried out?    YES 
 Are there any reported equality issues?    NO 
 
If “YES” please specify:  
 

Use additional sheets if necessary. 
 
 
Please include all associated costs where an impact on implementing this policy has been 
considered.  A checklist is included for guidance but is not comprehensive so please ensure 
you have thought through the impact on staffing, training and equipment carefully and that 
ALL aspects are covered. 
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Manpower WTE Recurring £ Non-Recurring £ 

Operational running costs Nil new   

     

Totals:     

 

Staff Training Impact Recurring £ Non-Recurring £ 

  Nil new  

Totals:     

 

Equipment and Provision of Resources Recurring £ * Non-Recurring £ 
* 

Accommodation / facilities needed   

Building alterations (extensions/new)   

IT Hardware / software / licences    

Medical equipment   

Stationery / publicity   

Travel costs   

Utilities e.g. telephones    

Process change   

Rolling replacement of equipment   

Equipment maintenance   

Marketing – booklets/posters/handouts, etc   

   

Totals:  Nil new   

 

 Capital implications £5,000 with life expectancy of more than one year. 
 

Funding /costs checked & agreed by finance:                      

Signature & date of financial accountant:        

Funding / costs have been agreed and are in place:  

Signature of appropriate Executive or Associate Director:  
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Appendix E 

 
Equality Impact Assessment (EIA) Screening Tool 

 
1. To be completed and attached to all procedural/policy documents created within 

individual services.  
 

2. Does the document have, or have the potential to deliver differential outcomes or affect 
in an adverse way any of the groups listed below? 

 
      No, none of below groups discriminated in policy.  

 
If no confirm underneath in relevant section the data and/or research which provides 
evidence e.g. JSNA, Workforce Profile, Quality Improvement Framework, 
Commissioning Intentions, etc. 
 
If yes please detail underneath in relevant section and provide priority rating and 
determine if full EIA is required. 

 

Gender 

 Positive Impact Negative Impact Reasons 

Men    

Women    

Race 

Asian or Asian 
British People 

   

Black or Black 
British People 

   

Chinese 
people  

   

People of 
Mixed Race 

   

Document Title: Isolation Policy  

Purpose of document 
Provision of best practice instructions on care and management of 
individuals requiring isolation  

Target Audience Staff involved in patient care 

Person or Committee undertaken 
the Equality Impact Assessment 

Karen Robinson 
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White people 
(including Irish 
people) 

   

 

People with 
Physical 
Disabilities, 
Learning 
Disabilities or 
Mental Health 
Issues 

   

Sexual 
Orientat
ion 

Transgender    

Lesbian, Gay 
men and 
bisexual 

   

Age 

Children  
 

   

Older People 
(60+) 

   

Younger 
People (17 to 
25 yrs) 

   

Faith Group    

Pregnancy & Maternity    

Equal Opportunities 
and/or improved 
relations 

   

 
Notes: 
 
Faith groups cover a wide range of groupings, the most common of which are Buddhist, 
Christian, Hindus, Jews, Muslims and Sikhs. Consider faith categories individually and 
collectively when considering positive and negative impacts. 
 
The categories used in the race section refer to those used in the 2001 Census. 
Consideration should be given to the specific communities within the broad categories such 
as Bangladeshi people and the needs of other communities that do not appear as separate 
categories in the Census, for example, Polish.  
 
3. Level of Impact  
 
If you have indicated that there is a negative impact, is that impact: 

  YES NO 

Legal (it is not discriminatory under anti-discriminatory law)   

Intended   

 
If the negative impact is possibly discriminatory and not intended and/or of high impact then 
please complete a thorough assessment after completing the rest of this form. 
 
3.1 Could you minimise or remove any negative impact that is of low significance?   Explain how 
below: 
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3.2 Could you improve the strategy, function or policy positive impact? Explain how below: 

 
 

3.3 If there is no evidence that this strategy, function or policy promotes equality of opportunity or 
improves relations – could it be adapted so it does?  How? If not why not? 

 
 

Scheduled for Full Impact Assessment Date:  

Name of persons/group completing the full 
assessment. 

Karen Robinson 

Date Initial Screening completed 8/9/2020 

 
 

 


