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1 Executive Summary 
 
 This policy sets out standards for the assessment and management of patients with 

proven or suspected respiratory virus infection including influenza (Sections 7.1 – 7.6); it 
provides additional guidance in the event of Avian influenza, and MERS (Middle East 
Respiratory Syndrome) coronavirus infection or similar severe respiratory virus infections 
for isolated cases (Section 7.7) as well as pandemic influenza (Section 7.8).   

2 Introduction 
 
2.1 A respiratory tract infection (RTI) is an infectious process affecting any part of the upper 

and/or lower airways. Common viral causes of RTIs include: rhinoviruses, coronavirus, 
influenza, parainfluenza and Respiratory Syncytial Virus (RSV).  

 
2.2 Symptoms of viral RTI can include any of the following: fever, rhinorrhoea (runny nose), 

sore throat and cough, limb or joint pain, headache, lethargy, chest pain and breathing 
difficulty.   
The majority of RTIs are self-limiting, viral infections of the upper respiratory tract but 
they can result in severe disease, usually in vulnerable patient groups including the 
elderly, infants and those with other co-morbidities. The viruses which cause RTIs are 
easily transmitted between people and therefore additional infection control precautions 
are required for those affected who are admitted to health care facilities.   
 

2.3 More severe disease with a high mortality rate has been associated with emerging 
respiratory viral infections such as MERS (Middle East Respiratory Syndrome) 
coronavirus and avian influenza, therefore such infections require higher levels of 
precautions.   
 

2.4 Pandemics of respiratory viral infections like influenza also require separate 
consideration given the potential for both high morbidity and mortality and high pressure 
on facilities, staffing and resources.   

3 Definitions 
 
RTI Respiratory tract infection 
 
URTI  Upper Respiratory tract infection 
 
LRTI Lower Respiratory tract infection 
 
HMpV Human Metapneumovirus 
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RSV Respiratory Syncytial Virus 
 
HPIV Human Parainfluenza Virus 
 
CoV Coronavirus 
 
MERS  Middle East Respiratory Syndrome 
 
SARS Severe Acute Respiratory Virus 
 
AGPs  Aerosol Generating Procedures 
 
PPE Personal Protective Equipment 
 
FFP3 Filtering Face Piece respirator masks 

4 Scope 
 
4.1 This policy applies in all Trust healthcare settings for the care of patients (all ages) 

presenting with acute febrile respiratory tract illness which is suspected or proven to be 
due to a respiratory virus. 

 
4.2 It should be used in conjunction with up-to date guidance from Public Health England 

(PHE) and the Department of Health; national guidance is regularly updated in 
accordance with circulating strains of influenza prevalent in UK and the global status of 
respiratory virus outbreaks. The policy covers infection prevention and control 
measures. Treatment of patients with influenza and use of antiviral agents such as 
Tamiflu (oseltamivir) is outside the scope of this policy; clinicians should follow national 
best practice guidance.   

5 Purpose 
 
5.1 The purpose of this policy is to reduce the risk of transmission of respiratory virus 

infection in health care settings; to protect healthcare staff from exposure to infection in 
the workplace and to prevent transmission to other patients in healthcare settings.  This 
policy is required to ensure compliance with the Health and Social Care Act 2008 Code 
of Practice.   

6 Roles and Responsibilities 
 
6.1 All Healthcare staff have a responsibility to comply with Trust policies for prevention and 

control of infection; those who provide direct patient care must ensure they are up to 
date with PPE usage procedures. 

 
6.2 Healthcare staff who may perform aerosol-generating procedures or care for patients 

with severe emerging respiratory viruses (e.g. avian influenza, MERS) must ensure they 
are trained in and fit tested for use of FFP3 respirator masks. 
 

6.3 The Infection Prevention and Control Team are responsible for providing advice on the        
required precautions. 
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6.4 The consultant microbiologist is responsible for providing advice on required precautions 

(including out of hours infection control advice) and advising on management and 
diagnosis of respiratory virus infections.   

 
6.5 The occupational health team are responsible for: 

• procuring and delivering the staff annual influenza vaccine including training 
additional ward based vaccinators in clinical areas (and similar for pandemic 
influenza staff vaccination should the scenario arise) 

• Providing advice for staff affected by respiratory viral infection including when to 
return to work 

• Providing advice to staff who have had contact with patients with 
influenza/respiratory viral infection regarding their own health, including staff with 
underlying risk factors for severe influenza, including pregnancy. 

• Follow up for staff contacts of patients with emerging severe respiratory virus 
infections. 

 
6.6 The Trust board is responsible for identifying which staff groups to target for vaccination 

and decides how they intends to improve uptake (in conjunction with advice from HR). 
 

6.7 The communications department is responsible for advertising the influenza vaccination 
campaign  

7 Policy detail/Course of Action 
 
7.1  Respiratory virus summary 
7.1.1 Appendix A contains detail regarding the most common respiratory viruses, including 

influenza (including pandemic and avian influenza), parainfluenza, respiratory 
syncytial virus (RSV), rhinoviruses, adenoviruses, coronaviruses and human 
metapneumovirus.   

 
7.1.2 Standard Infection control principles and droplet precautions must be rigorously 

followed for patients with (or suspected) respiratory viral infection (see section 7.4). In 
certain circumstances these control measures may need to be augmented with higher 
levels of respiratory protection, due to the severe nature of the infection, such as avian 
influenza and the coranavirus infection MERS (Middle East Respiratory Syndrome).   

 
7.1.3 Section 7.7 provides guidance on the diagnosis of these emerging severe infections, 

which would currently only be suspected where there is a relevant travel or contact 
history in a patient presenting with an acute respiratory disease process.   

 
7.1.4 If any of these severe infections were to reach pandemic status then the infection 

control precautions would need to be adjusted as detailed in section 7.8, in order to 
manage a larger number of affected patients.   

 
7.1.5 The use of antivirals for influenza is not discussed further in this policy but should only 

be used for treatment or prophylaxis in line with national guidelines (e.g. Public Health 
England), which is likely to change as new evidence surrounding these agents 
emerges.   
(See 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/58050
9/PHE_guidance_antivirals_influenza_2016_2017.pdf  ) 

 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/580509/PHE_guidance_antivirals_influenza_2016_2017.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/580509/PHE_guidance_antivirals_influenza_2016_2017.pdf
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7.2  Respiratory virus transmission 
 
7.2.1 The pathogens that cause respiratory tract infections are spread through one or more 

of four main routes: 
1. Large Droplet Transmission:  Virus containing droplets greater than 5 microns 

in size may be generated from the respiratory tract during coughing, sneezing 
or talking. If droplets from an infected person come into contact with the mucous 
membranes (mouth or nose) or surface of the eye of a recipient, they can cause 
infection. These droplets remain in the air for a short period and travel about 
one metre, so closeness is required for transmission. 
 

2. Direct Contact Transmission:  Infectious agents are passed directly from an 
infected person to a recipient who then transfers the organism into their mouth, 
nose or eyes. 
 

3. Indirect Contact Transmission:  A recipient has contact with a contaminated 
object (fomite) e.g. furniture or equipment. The recipient then transfers the 
organism from the object to their mouth, eyes or nose. 
 

4. Airborne transmission during and after Aerosol Generating Procedures (AGPs):  
AGPs (e.g. endotracheal intubation, open suctioning, bronchoscopy) can 
produce droplets <5 microns in size. These small droplets can remain in the air, 
travel more than one metre from the source and still be infectious, either by 
mucous membrane contact or inhalation. 

 
7.3 Laboratory diagnosis of respiratory virus infections 
  
7.3.1 For patients admitted to hospital with suspected influenza or respiratory virus infection, 

viral swabs should be taken.  These are sent to a reference laboratory where they will 
undergo molecular PCR (polymerase chain reaction) testing for a panel of respiratory 
viruses including influenza.    

 
7.3.2 Nose/throat swabs in VIRAL transport medium (green pack) should be sent directly to 

Microbiology; requesting  ‘Respiratory virus testing’ and put clinical details on the 
request form + date of onset of symptoms.  When taking swabs, use DROPLET 
PRECAUTIONS (see section 7. 4). 

 
7.3.3 Where RSV infection is suspected (usually children with bronchiolitis), a naso-

pharyngeal aspirate (NPA) sample should be taken which is then tested with an 
antigen test performed in the on-site microbiology laboratory.   Do not send NPAs via 
the pneumatic tube pod system.   
 

7.4 Infection Control Precautions 
7.4.1 Overview of measures to prevent respiratory virus transmission 
 Infection control measures focus on  

• Droplet precautions in addition to standard precautions. 

• Hand hygiene. 

• Cleaning of immediate environment (where potential for contamination by large 
droplets). 

• Isolation care in hospital (side room or cohort area); assessment away from 
other patients; 

• Patient masking during assessment where appropriate 
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Table 1 
Infection control precautions to prevent transmission of respiratory viruses  
(See sections 7.7 & 7.8 for precautions related to emerging severe respiratory virus 
infections or pandemic respiratory viral infections). 
 

Routes of transmission Measures to prevent transmission  

Direct: Person to person by large 
droplet transmission 
From direct close contact with an 
infected person during the period of 
infectivity.   

Droplet Precautions   
Standard and contact  precautions (as below) and: 
Wear surgical mask when in side room/bay or within 
1m of infected person 
Segregation of the coughing and sneezing patient; 
ask patient to wear surgical mask 

Indirect: contact with items 
contaminated by large droplets 
Large droplets (from respiratory tract of 
an infected person) may contaminate 
the environment for short periods; virus 
can be transmitted by indirect contact 
from contaminated surfaces onto 
hands.   

Standard Infection Control precautions 
Hand hygiene after each and every contact (alcohol 
gel or soap/water) 
Environmental cleaning – as standard policy 
Equipment decontamination - as policy 
Contact precautions 
Gloves and aprons for contact with patient or their 
immediate environment.   

Airborne:  fine droplet transmission 
in some activities where risk of 
aerosol is high   
(see section 7.4.7) 

Additional PPE for staff performing aerosol 
generating procedures 
Standard precautions and  
FFP3 respirator mask, eye protection and disposable 
long sleeved gown when performing aerosol-
generating procedures  

 
Use of FFP3 respirators requires the health care worker to undergo mask fit test 
training to ensure provision of adequate protection.  Refer to Appendix D of the 
Personal Protective Equipment (PPE) in Direct Patient Care Policy for further 
information.   
 

7.4.2 Infection control precautions during the assessment of the patient with 
suspected viral respiratory infection 
Follow droplet precautions as per table 1.  

• Keep patient at home if possible where clinically appropriate and away from 
communal areas.   

• If the patient is coughing and sneezing, ask them to follow respiratory etiquette 
and wear a surgical facemask where possible in common waiting areas in 
healthcare facilities or during transport, until s/he is in a side room or cohort 
bay.  The mask should then be disposed of as clinical waste 

 
7.4.3 Respiratory etiquette 
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• Cover nose and mouth with disposable single-use tissues when sneezing, 
coughing, wiping and blowing nose. 

• Dispose of used tissues promptly 

• Clean hands after coughing, sneezing, using tissues, or contact with respiratory 
secretions and contaminated objects. 

• Keep hands away from the mucous membranes of the eyes and nose. 

• Certain patients (e.g. the elderly, children) may need help with containment of 
respiratory secretions.  Immobile patients will need a receptacle (e.g. waste bin 
or plastic bag) to hand for immediate disposal of used tissues and a supply of 
hand wipes and tissues. 

• Segregate the patient from other patients pending assessment or admission as 
far as practicable.  Avoid leaving the patient in communal waiting areas. 

• Patients requiring hospital admission or attending for assessment may be 
assessed in MAAU or A&E in the normal way.   

• During assessment, wherever possible, see the patient in a side room or 
separate area (i.e. not in close proximity with other patients). 

• After clinical assessment the admitting physician should document whether or 
not the diagnosis of influenza remains likely with review as appropriate 

• Take viral swabs for respiratory virus screen on all patients admitted to hospital 
with a suspected respiratory virus infection.  (See section 7.3) 

 
7.4.4 Patient placement 

• The nurse in charge should inform Infection prevention and control that patient 
has suspected influenza/respiratory viral infection and requires side room care. 
(Tel 4882). 

• Admit to a side room (wherever possible); if not enough side rooms seek advice 
from Bed Management.  Admit to a cohort ‘flu’ isolation bay with the door closed 
if advised by IPCT. 

• It is NOT necessary for the side room to have special ventilation requirements. 

• It is NOT necessary to admit via a special route. 

• It is NOT necessary for portering/other staff involved in the patient transfer to 
wear a surgical mask if the patient is masked – follow standard precautions.   

 
7.4.5 Personal protective equipment.   

• Wear a surgical mask for all patient care activities when in the side room/cohort 
bay or when in close proximity with an infectious patient (within 1 metre).  

• Use additional eye protection (based on risk assessment) if risk of splashing.  

• Wear appropriate PPE e.g. gloves and plastic apron for activities that involve 
direct contact with the patient and their immediate environment  

• FFP3 respirator masks are NOT indicated unless high-risk aerosol-generating 
procedures (see section 7.4.7) are being performed or a severe emerging 
respiratory virus is suspected (e.g. avian influenza, MERS coronavirus – see 
section 7.7) 

• Staff should use PPE correctly and must remove items after use in a way that 
minimizes risk for contamination.  PPE should be removed and disposed of as 
clinical waste in the patient room but only when >1m from the patient.  Remove 
gloves and aprons first; the mask should be removed last, taking care not to 
touch the mask exterior.  (See Appendix B and “PPE in the direct care of 
patients” Policy). 

• Regardless of whether staff have had, and recovered from a specific respiratory 
pathogen or have received vaccine for that organism, they should continue to 
follow the infection control precautions including PPE.    
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• When patients with RTI are cohorted in one area and multiple patients require 
care, it may be more practical to put on a surgical face mask on entry to the 
area and keep it on for the duration of all care activities or until the mask 
requires replacement (when it becomes moist or damaged).  

 
 
 
 
 

 
Table 2:  Personal protective equipment for care of patients with viral 
respiratory infectiona 

 

 
a) Standard Infection Control Principles apply at all times 
b) See section 7.4.7 for further detail on Aerosol Generating Procedures and FFP3              

masks.   
c) Consider in place of apron if extensive soiling of clothing or contact of skin with blood 

and other body fluids is anticipated  
d) If non-fluid repellent gowns are used a plastic apron should be worn underneath. 

 
7.4.6 Visitors 

• Visitors should report to nurse in charge and be advised as appropriate. 

• Household contacts of the case do not need to wear a surgical mask but should 
be advised about hand hygiene and respiratory etiquette. 

• Other visitors should be advised as necessary; they should wear a surgical 
mask when in the side room during the period of infectivity.  They should know 
how to remove the mask correctly before leaving the room and advised on hand 
hygiene. 
 

7.4.7 Aerosol generating procedures 

 
 

ENTRY TO SIDE 
ROOM &/or CLOSE 
PATIENT CONTACT 

(within 1 metre) 

AEROSOL 
GENERATING 

PROCEDURESb 

TRANSFER OF 
PATIENT WEARING 
SURGICAL MASK 

Hand hygiene 
 

✓ ✓ ✓ 

Gloves 
 

✓ ✓ ✓ 

Plastic apron 
 

✓ x ✓ 

Gown 
(disposable 
long sleeved) 
 

Xc, d 
✓

d X 

Surgical mask 
 

✓ x X 

FFP 3 
respiratorb 

 

X ✓ X 

Eye protection 
 

Risk Assessment ✓ X 
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These are procedures considered likely to generate aerosols capable of transmitting 
influenza or other respiratory virus when undertaken on patients with influenza or other 
respiratory virus.   
They include: 

• Endotracheal intubation, extubation and related procedures, e.g. manual 
ventilation and open suctioning 

• Respiratory and airways suction; sputum induction 

• Bronchoscopy  

• Resuscitation (i.e. emergency intubation or cardiac pulmonary resuscitation) 

• High oscillating drills including post mortem room use; dental procedures 

• Non-invasive ventilation (e.g. BiPAP and CPAP). 
 

 Certain other procedures may generate an aerosol from material other than patient 
secretions (the aerosol derives from a non-patient source) but are NOT considered to 
represent a significant infectious risk.  Procedures in this category include: 

• Giving drugs by nebulisation  

• Administration of pressurised humidified oxygen.  
 

Guidance for high-risk aerosol generating procedures on patients with 
confirmed or suspected influenza or any other potentially severe respiratory 
virus: 

• The performance of aerosol-generating procedures should be minimised as far 
as is feasible without compromising patient care.   

• Activity to be performed in a side room/single room (wherever practicable) and 
with the door closed. 

• Limit personnel in the room to the minimum number necessary to perform the 
procedure. 

• Staff involved in the aerosol generating procedure to wear: FFP3 respirator 
mask, eye protection, disposable long sleeved gown and gloves.  

• Staff to have been correctly fit tested and trained in correct use of FFP3 masks 
and PPE. 
 

Healthcare staff who may perform aerosol-generating procedures should be medically 
cleared, trained and fit-tested for FFP3 respirator use.  Responsibility lies with the staff 
member to make sure they are fit tested. Appendix D of the Personal Protective 
Equipment (PPE) in Direct Patient Care Policy contains further information regarding 
the fit testing for FFP3 respirators, with training of organisational trainers being 
supported by the infection control and occupational health teams.     

 
7.4.8 Duration of droplet precautions  

Precautions should be continued until the IPCT advises otherwise, based on:  

• Exclusion of a respiratory viral infection on clinical grounds, or a confirmed 
negative PCR result from viral swab (though a negative result does not 
completely exclude these infections where diagnosis is likely on clinical 
grounds) or: 

• Until 24 hours after resolution of fever and respiratory symptoms.  For 
prolonged illness, control measures should be used during the duration of acute 
illness until signs and symptoms of respiratory disease have resolved.  In 
certain cases testing for viral persistence may be helpful.   

 
7.4.9 Contact tracing 

• Contact tracing for respiratory viruses (other than severe emerging respiratory viruses 
– see section 7.7.5) diagnosed in inpatients is not routinely recommended for isolated 
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cases, however if a health care associated outbreak is suspected, this should be 
directed by the outbreak control group (see Outbreak policy).   

 
7.5 Environmental Infection Control 

Environmental Cleaning  

• Ensure that the rooms or cohort areas of patients with infection are prioritised 
for frequent cleaning (at least daily) with a focus on frequently-touched surfaces 
(e.g. over-bed tables, lockers, lavatory surfaces in patient bathrooms, door 
knobs) and equipment in the immediate vicinity of the patient. These frequently 
touched surfaces must be decontaminated throughout the day and immediately 
if visibly contaminated.  

• Keep environment clean and clutter free.  

• Use disposable cloths and detergent solution no additional disinfection 
required.  

• Terminal clean of all isolation / cohort rooms as per normal procedure. 
Additional disinfection is not required.  

• After AGPs, environmental cleaning should be performed when it is considered 
appropriate to enter without an FFP3 respirator. All frequently-touched surfaces 
should be decontaminated after any AGP. 

 
Equipment decontamination 

• Equipment should as far as possible be allocated to the individual patient or 
cohort of patients.  

• Reusable equipment must be decontaminated after patient use and between 
each patient. No additional decontamination is required for this equipment; 
follow normal decontamination procedures and equipment specific 
manufacturers’ instructions.  

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

• Crockery and utensils should be washed using hot water and detergent in the 
dishwasher. There is no need to use disposable plates and cutlery.  
 

Linen  

• Linen should be treated as infected.  Infected linen must be handled, 
transported and processed in a manner that prevents exposures to skin and 
mucous membranes of staff, contamination of their clothing and the 
environment, and infection of other patients. Gloves and an apron should be 
worn when handling used linen.  

 
Waste 

• Dispose of all clinical waste from patients with respiratory virus infection as 
infectious waste (orange bags).   

 
7.6 Occupational Health  
 
 All healthcare staff are advised to have annual immunisation against seasonal flu.  

Front line healthcare staff are advised to have immunisation against new prevalent 
influenza strains where available and recommended.  Influenza vaccines give up to 
70-80% protection (depending on the antigenic match for that season); they are 
inactivated, do not contain live organisms and cannot cause the diseases against 
which they protect. 

 
 Healthcare staff with flu-like symptoms should stay at home and report sick in the 

normal way to their line manager.  The line manager should then inform Occupational 
Health (OH). 
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 For healthcare staff who have provided direct care for patients with confirmed 

influenza, if droplet precautions were not taken at the time of infectivity (e.g. where 
diagnosis initially unsuspected), staff in close proximity may have been exposed to 
infection. Seek advice from OH or GP at the first sign of any flu-like symptoms within 
the week following.  Antiviral prophylaxis is not usually recommended, except to those 
in at risk groups, where indicated, in accordance with NICE and Public Health England 
guidelines.  
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/58050
9/PHE_guidance_antivirals_influenza_2016_2017.pdf) 

 
 Pregnant healthcare staff or those with health-related concerns or risk factors (e.g. 

respiratory problems) about providing direct care for patients with influenza should 
seek advice from OH.  Influenza immunisation is recommended unless 
contraindicated.  There is no evidence of risk from vaccinating pregnant women 
(inactivated flu vaccine).  Staff should be aware that correct use of PPE will minimise 
risk for transmission of infection; all should have attended mandatory infection training.  
Pregnant staff should not be deployed for direct care of patients with confirmed 
influenza.  Seek OH advice. 

 
7.7. Guidance for the care of the patient with suspected or confirmed severe 

emerging respiratory infection (e.g. MERS, avian influenza): Isolated case/small 
cluster (non-pandemic situation) 

 
Avian influenza and MERS coronavirus are known viruses with the potential to cause 
severe disease, requiring additional infection control precautions, however there are 
likely to be future emerging respiratory viruses which would also warrant similar 
precautions.   
 
A travel history will usually be key in making these diagnoses promptly.   

 
Guidelines for managing cases or suspected cases of new respiratory viruses are 
usually produced by Public Health England, which should be followed if the situation 
occurs. 

 
7.7.1 When to suspect the diagnoses 

 
 
 MERS coronavirus 

MERS should be considered as a possible diagnosis in any person with severe acute 
respiratory infection requiring admission to hospital:  

• With symptoms of fever (≥ 38⁰C) or history of fever, and cough AND  

• With evidence of pulmonary parenchymal disease (e.g. clinical or radiological 
evidence of pneumonia or Acute Respiratory Distress Syndrome (ARDS)) AND 

• Not explained by any other infection or aetiology  
AND AT LEAST ONE OF:  

• History of travel to, or residence in an area* where infection with MERS-CoV 
could have been acquired in the 14 days before symptom onset OR  

• Close contact during the 14 days before onset of illness with a confirmed case 
of MERS-CoV infection while the case was symptomatic OR  

• Healthcare worker based in ICU caring for patients with severe acute 
respiratory infection, regardless of history of travel or use of PPE OR  

• Part of a cluster of two or more epidemiologically linked cases within a two 
week period requiring ICU admission, regardless of history of travel  



 

IPC: Respiratory Viruses Policy (Inc Swine Flu)  
Version No. 3.1   Page 14 of 36 

 
*For further information (including affected areas), see:  
https://www.gov.uk/government/publications/mers-cov-risk-assessment  

 
Avian Influenza 
Avian Influenza A(H7N9) should be considered as a possible diagnosis in a patient 
who presents with:   

• Fever ≥ 38°C AND 

• clinical or CXR findings of consolidation/ARDS OR other severe / illness 
suggestive of an infectious process 

AND  

• Patient has visited China in the 10 days before onset of symptoms OR 

• Patient has had close contact with avian influenza A/H7N9 confirmed case in 
10 days before the onset of symptoms. 

 
Avian Influenza A(H5N1) or A(H5N6) should be considered as a possible diagnosis in 
a patient who presents with: 

• Fever ≥ 38°C AND 

• clinical or CXR findings of consolidation/ARDS OR other severe / illness 
suggestive of an infectious process 

AND 

• EXPOSURE within 7 days prior to the onset of symptoms: 
-Close contact (within 1 metre) with live, dying or dead domestic poultry or wild 
birds, including live bird markets, in an area of the world** affected by avian 
influenza A(H5N1) or A(H5N6), or with any confirmed A(H5N1) or A(H5N6) 
infected animal -Close contact (providing care/touching/speaking distance 
within 1 metre) with human case(s) of: 
▪ severe unexplained respiratory illness 
▪ unexplained illness resulting in death from affected areas** 

**For further information, see:  
https://www.gov.uk/government/collections/avian-influenza-guidance-data-and-
analysis 
and for the latest list of affected areas:  
http://www.oie.int/animal-health-in-the-world/update-on-avian-influenza 

 
7.7.2 Notification and diagnosis 

• Where the diagnosis of avian influenza, MERS or any new severe respiratory 
viral infection is suspected then inform Public Health  immediately (tel 
03442253861)  

• Inform the Consultant Microbiologist (via switchboard) immediately if patient is 
admitted to hospital who will then liaise with the reference laboratory regarding 
patient testing and appropriate samples.   

 
7.7.3 Infection control precautions 

In addition to the precautions required for other respiratory viruses (section 7.4), the 
following practices must be followed: 

• ASSESS IN A SIDE ROOM AWAY FROM OTHER PATIENTS.  Minimise 
potential for contact with others. 

• Ask the patient to wear a surgical mask (if they can tolerate it) to minimise the 
risk of droplet transmission.  This should be changed at regular intervals.   

• If patient is being directly admitted from primary care, arrange transfer directly 
to the isolation room so they are not taken through other patient care areas en 
route to the isolation room.  This must not delay clinical assessment. 

https://www.gov.uk/government/publications/mers-cov-risk-assessment
https://www.gov.uk/government/collections/avian-influenza-guidance-data-and-analysis
https://www.gov.uk/government/collections/avian-influenza-guidance-data-and-analysis
http://www.oie.int/animal-health-in-the-world/update-on-avian-influenza


 

IPC: Respiratory Viruses Policy (Inc Swine Flu)  
Version No. 3.1   Page 15 of 36 

• The patient should be admitted to a side room with negative pressure 
ventilation and ante-room if available:  e.g. St Helens ward  (if room in 
commission and appropriate staffing status) or ICU.  If this is not possible then 
a single room with en-suite facilities should be used. Room doors should be 
kept closed. Positive-pressure single rooms should not be used. NB In a 
flu/respiratory virus pandemic, special ventilation requirements are not 
necessary and cohort isolation may be needed where there are insufficient side 
rooms (see section 7.8). 

• Unecessary equipment should not be kept in the anteroom and staff should 
progress through dirty to clean areas while removing the PPE.  Movements 
should be monitored compliance with this.   

• Staff providing direct care and entering the isolation room should be kept to a 
necessary minimum 

• A record should be kept of all staff in contact with a possible/confirmed case 
(place record sheet at the door of the patient room) including timing and 
duration of exposure.  

• Avoid bank agency staff use where possible.   

• When in the side room, staff should wear a long sleeved, fluid-repellent 
disposable gown (not apron) with eye protection (single use goggles 
recommended; prescription glasses are not adequate), gloves and FFP3 
respirator mask (at any time during the period of infectivity, not just for aerosol 
generating procedures).   See appendix B for guidance on the order of removal 
of PPE.   

• Staff must have been correctly fit tested and trained in correct use of FFP3 
masks before using and should be fit-checked every time they are used.   

• See Appendix B for the correct procedure for removal of PPE.   
 

• All staff should be vigilant for any respiratory symptoms in the 14 days following 
last exposure to a case.  They should be provided with emergency contact 
details (to be determined by outbreak control group in conjunction with Public 
Health team) for contact if they develop symptoms (including fever or 
respiratory symptoms).  They should not come to work if they develop 
symptoms and should follow the advice of their emergency contact.    

 
Specimens 

• All specimens sent from the patient should be labelled as biohazard and hand 
delivered to the laboratory by someone who understands the nature of the 
specimens (the pod system must not be used). 

• The specimen should be double-bagged in the isolation room by a staff 
member wearing recommended PPE, with the additional measure of use of 
double-gloves. Once taken to the anteroom/lobby, the staff member should 
remove their outer layer of gloves. They should then use a chlorine based 
disinfectant to disinfect the surface of the specimen containers. The 
specimen container should then be placed in a secure waterproof 
container/bag. The outer surface of the container/bag should then be wiped 
or sprayed with appropriate cleaning products. The remaining gloves and 
respirator can then be removed as per the overall process for removing PPE 
in Appendix B.   

• Notify the laboratory before delivering the specimen.   
 
 
Environmental Infection Control 
Environmental Cleaning  
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• Domestic staff to wear PPE in line with the recommendations for other staff as 
above, and they must be made aware of the need for additional precautions 
and be trained in these.  

• Chlorine-based disinfection should be used with Actichlor plus at 1,000ppm 
available chlorine.  . 

• Daily cleaning of the main patient isolation room should be carried out, with 
more frequent cleaning of commonly used hand-touched surfaces (e.g. such 
as medical equipment and door handles) and the ante-room at least twice daily 
and when known to be contaminated with secretions, excretions or body fluids.     

• The isolation area should be cleaned after the rest of the ward area.  

• Dedicated or disposable equipment must be used for cleaning.  

• Cleaning equipment must be decontaminated following use using actichlor 
plus..  

 
Equipment Decontamination 

• Use dedicated equipment in the isolation room. 

• Dispose of single use equipment as clinical waste inside room.  

• Re-useable equipment should be avoided if possible. If used, disinfect 
according to the manufacturer’s instructions (and use double gloving process 
as per specimens section above) 

• Ventilators should be protected with a high efficiency filter. 

• Closed system suction should be used.  

• Use of equipment that re-circulates air (e.g. fans) should not be used  

• Disposable crockery  and cutlery should be used where possible.  
 

Linen  

• Linen should be bagged in accordance with procedures for infected linen and 
the laundry informed of the high-risk nature.  

• Bag linen inside single room - do not carry through ward/department.  

• Infected linen must be handled, transported and processed in a manner that 
prevents exposures to skin and mucous membranes of staff, contamination of 
their clothing and the environment, and infection of other patients.  

• Gloves and an apron should be worn when handling used linen.   

• Hands should be cleaned after removing PPE. 

• Bed curtains should be changed following patient discharge  
 

Waste  

• Dispose of all waste from isolation room as clinical infectious waste (orange 
bags); in particular, ensure the appropriate disposal of faeces and urine.  
  

7.7.4 Visitors 

• Visitors should be avoided while MERS-CoV results are awaited and for 
positive cases the admission of any visitors should be discussed with Public 
Health England.  Any potential visitors must be warned about the significant 
risks of MERS-CoV.   

• Visitors entering the isolation room must wear PPE as previously detailed. 

• Visitors must be trained in the appropriate use of protective clothing and hand 
hygiene.  

• A log of all visitors must be kept.  
 
7.7.5  Contact Tracing 

• All contact tracing following exposures in the healthcare environment should 
only take place following consultation with the PHE Respiratory Diseases 
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Department via the local health protection team (HPT), as part of an urgent 
incident control team-led response to a laboratory-diagnosed MERS-CoV case. 
This is to ensure a co-ordinated approach. In these circumstances, exact 
instructions appropriate to the situation will be provided.    

 
7.7.6  The Deceased Patient 

• A body bag should be used for transferring the body and those handling the 
body at this point should use full PPE with double-gloving. In addition, any 
hospital porters who have contact with an unbagged body should also wear full 
PPE 

• The outer surface of the body bag should be decontaminated (with Actichlor 
plus) immediately before the body bag leaves the anteroom area. This will need 
to be completed by an individual who has removed the outer layer of the 
double-gloves, after which there has not been further contact with the room 
environment. This may require at least two individuals wearing such protective 
clothing, in order to manage the remains easily 

• The trolley carrying the body would need to be disinfected prior to leaving the 
anteroom, including the wheels. The wheels may be disinfected by spraying a 
chlorine-based solution  

• Prior to leaving the anteroom, the staff members would need to remove their 
protective clothing as per Appendix B 

• Once in the hospital mortuary it would be acceptable to open the body bag 
using full PPE (including gloves, apron and thorough hand hygiene) if required 
to view the body 

• Staff washing or preparing the body should wear disposable long-sleeved 
gowns and gloves which should then be discarded. Use of facial protection 
should be guided by a local risk assessment. Mortuary staff and funeral 
directors must be advised of the biohazard risk. Embalming is not 
recommended because of the potential presence of virus in blood 

• If a post-mortem is required, it needs to be undertaken using safe working 
techniques (eg manual rather than power tools) and wearing full PPE, as per 
pandemic influenza, in the event that power tools are used. High security 
post-mortem suites are available if needed, and can discussed with the PHE 
incident team  

• After use, empty body bags should be disposed of as infectious waste 
 
 
 
7.8 PANDEMIC INFLUENZA 
 
 This guidance applies to a pandemic caused by avian influenza (or new influenza or 

other respiratory virus) where mortality and morbidity appears higher than with 
seasonal/swine influenza and where large numbers of patients may require admission 
to hospital. 

 
 Guidance is based on guidance from the Dept. of Health and adapted for local policy.   
 Read in conjunction with previous sections.  Guidance will be updated as necessary 

and implemented in conjunction with current national guidance in event of a pandemic. 
 
7.8.1  Core principles of containment and infection control to prevent transmission of 

a pandemic influenza virus 

• Timely recognition of cases of influenza.   

• Consistent and correct implementation of appropriate infection control 
precautions to limit nosocomial transmission.  Standard Infection Control 
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Principles and Droplet Precautions are applicable in most circumstances.  In 
certain situations these control measures may need to be augmented with 
higher levels of respiratory protection. 

• The IPCT will advise if PPE supplies are short in a time of a pandemic 

• Administrative controls, such as the segregation or cohorting of patients with 
pandemic influenza from those who have other medical conditions. 

• Use of auxiliary measures such as restricting ill workers and visitors from the 
facility  

• Education of staff, patients, and visitors about the transmission and prevention 
of influenza that is understandable and applicable. 

• Treatment of patients and staff with antivirals can reduce infectiousness and 
duration of illness and should be used in line with current national guidelines 

• Vaccination of patients and staff where a specific vaccination is available for 
the pandemic strain.   

• Hand hygiene practices must be optimal 
 
 
7.8.2  Personal protective equipment for care of patients with pandemic influenzaa 
 

 ENTRY TO 
COHORTED AREA 
BUT NO PATIENT 

CONTACTa 

CLOSE PATIENT 
CONTACT (within 1 

metre) 

AEROSOL 
GENERATING 

PROCEDURESb, 

Hand hygiene ✓ ✓ ✓ 

Gloves ✓
c ✓

d ✓ 

Plastic apron ✓
c ✓ x 

Gown 
(disposable 
long sleeved) 

X Xe,f 
✓

f 

Surgical mask ✓ ✓ x 

FFP 3 
respirator 

X x ✓ 

Eye protection X Risk Assessmentg 
✓

g 

 
a) Standard Infection Control Principles apply at all times 
b) See section 7.4.7 for further information on Aerosol Generating Procedures 
c) Gloves and apron should be worn also during certain cleaning procedures.  

As a general rule it is simpler and more practical to recommend wearing 
gloves/aprons for all healthcare staff when they enter a side room or cohort 
isolation area in hospital settings.  However, this may be relaxed for those 
who can be assured will have no direct contact with patients or their 
immediate environment (seek advice from IPCT). 

d) Gloves should be worn in accordance with Standard Infection Control 
Principles.  If glove supplies become limited or pressurised, this 
recommendation may need to be relaxed.  Glove use should be prioritised 
always for contact with blood and body fluids, invasive procedures, and 
contact with sterile sites.  No attempt should be made to wash gloves for 
reuse. 

e) Consider in place of apron if extensive soiling of clothing or contact of skin 
with blood and other body fluids is anticipated (e.g. during intubation or 
carried for babies). 
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f) If non-fluid repellent gowns are used a plastic apron should be worn 
underneath. 

g) Use eye protection when risk of contamination of eyes by splashes and 
droplets (e.g. blood, body fluids, secretions and excretions generated 
through patient care) as per standard precautions.  Make an individual risk-
assessment at the time of providing care  

h) The following may be used for eye protection:  Surgical mask with integrated 
visor or Full face visor or  Polycarbonate safety spectacles or equivalent. 
Non-disposable eye protective equipment (e.g. polycarbonate safety 
spectacles issued as PPE to staff on a long-term basis) pose a potential 
cross-infection risk.  Decontaminate after use (or soiling) using agents 
recommended by the manufacturer. Decontaminate when leaving an 
influenza patient cohort area before performing final hand hygiene. 

 
In a pandemic, supplies of some items of PPE may be limited: the IPCT will advise on 
appropriate items for PPE.  Items for use as PPE must be obtained through Supplies 
only. 

 
Mask use in pandemic influenza 

• FFP3 respirator use is limited to aerosol generating procedures during a 
pandemic.  See section 7.4.7 for further information on FFP3 respirator use 
and aerosol generating procedures.  Use surgical masks for all other types of 
direct patient care (this is the main difference from recommendations for a 
single isolated case of proven avian influenza or severe emerging respiratory 
virus). 

• Wear a surgical mask for all close patient contact (e.g. within 1 metre). 

• Wear before entering a hospital isolation area and while in the isolation room 
or cohort zone. 

• The mask should cover both the nose and the mouth; do not allow to dangle or 
remain tied around the neck after use. 

• Masks should not be touched once put on. 

• Change the mask when it becomes moist or if it becomes soiled or 
contaminated. 

• Masks should be worn once.  However, in a pandemic, where supplies are 
short and multiple patients must be visited over a short time or in rapid 
sequence, the same mask may be worn for more than one patient episode in 
cohort care areas.   Other PPE (e.g. gloves, gown) must be removed between 
patients and hand hygiene performed. 

• After use, remove the mask without touching the front; discard in an appropriate 
receptacle as clinical waste (remove mask last) and clean hands after disposal. 
All contaminated PPE must be removed before leaving the cohort patient care 
area.  Surgical masks (or FFP3 respirators where used) should be removed 
last, followed by thorough hand hygiene. 

 
7.8.3 Patient Placement 

• During a pandemic there will not be adequate resources for single room 
isolation care, so patients will be managed in cohorted areas away from other 
patients. 

• In all health care settings, patients with symptoms of pandemic influenza should 
be segregated from non-influenza patients as rapidly as possible. 

• Patients requiring hospital admission must be cared for in designated cohort 
areas.  This requires careful consideration of flexible accommodation and 
staffing arrangements.  Patients with pandemic influenza should be managed 
separately until discharged. 
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• Patients with symptoms and signs suggestive of pandemic influenza and who 
require hospital admission or assessment should go to specific areas (to be 
designated by the Outbreak Management Group): 

o Flu Assessment area 
o Flu Assessment area (paediatrics) 
o In-patient isolation (cohort) area (adults) 
o In-patient isolation (cohort) area (children) 
o ICU isolation area 

 

• In a pandemic and where outbreak status is reached, the outbreak policy will 
be activated and the DIPC will convene an Outbreak Management Group; 
coordination and bed management of isolation care cohort areas will be the 
responsibility of an outbreak management group (working in conjunction with 
the IPCT, CCDC and DIPC). 

• Whenever possible, different teams of staff should care for influenza and non-
influenza patients.  The segregation of symptomatic patients is important in the 
containment of pandemic influenza. 

• Cohorting of patients in segregated areas of the hospital should be carried out 
from the outset of a pandemic to help contain influenza within one part of the 
hospital and reduce the risk to other patients. 

• Side rooms in non-influenza areas should be reserved for patients requiring 
isolation for other (non-influenza) reasons;  

• Side rooms in influenza segregated areas should be reserved for performing 
aerosol-generating procedures whenever possible. 

• Consideration will be given to cohorting separately patients infected with 
pandemic influenza and another pathogen (e.g. MRSA) to minimise hospital 
transmission of other infectious pathogens.  This will be dependent on 
availability of rooms and staff and the number of patients who are infected with 
both influenza and another pathogen requiring isolation.   

• Patients should remain in the designated segregated area until discharged to 
the community and not allowed to be transferred to other areas purely for bed 
management purposes.   

• The Infection Prevention Control Team will advise the pandemic flu incident 
team on priorities and use of facilities for isolation and cohort care. 

• If there is extreme pressure for beds in the segregated area of the hospital, 
convalescing patients with residual, non-respiratory problems (i.e. who are 
unlikely to be secreting virus in large quantities), but who require hospitalisation 
for other reasons (e.g. poor mobility, non-respiratory complications) may need 
to be moved to another area of the hospital, an intermediate care facility, or a 
nursing/residential home.  Such convalescing patients should, where possible, 
be accommodated together and away from other patients 

 
7.8.4 Environmental Cleaning  

• Areas used for cohorted patients should be cleaned at least daily.  

• Clinical rooms e.g. treatment rooms should be cleaned as a minimum, daily 
(preferably at the end or the beginning of the day) and in-between influenza 
and non-influenza sessions if the same clinical rooms is used 

• Domestic staff should be allocated to specific areas and not moved between 
influenza and non-influenza areas.  

• Domestic staff should be trained in which PPE to use and the correct methods 
of wearing and removing PPE. In addition to gloves and an apron, a surgical 
mask should be worn for cleaning in cohorted areas.   

• Cleaning methods should be in line with normal clean patient environment 
policy.   
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o Use damp rather than dry dusting to avoid generating dust 
particles. 

o During wet cleaning a routine should always be adopted that 
does not redistribute micro-organisms e.g. by cleaning less 
heavily contaminated areas first and by changing cleaning 
solutions and cloths frequently.   

o Avoid use of vacuum cleaners. 
o Use dedicated or single-use/disposable equipment 
o Non-disposable equipment, including mop heads must be 

laundered after use. 

• To facilitate cleaning, remove all non-essential furniture, especially soft 
furnishings from reception and waiting areas in hospitals; consulting and 
treatment rooms, including A&E and day rooms/lounges.  (The remaining 
furniture should be easy to clean and should not conceal or retain dirt or 
moisture). 

• Bed curtains should be changed following patient discharge or as advised by 
the IPCT.   

• Toys, books, newspapers and magazines should be removed from the waiting 
area. 

 
Equipment Decontamination 

• Wear gloves when handling and transporting used patient-care equipment. 

• Reusable equipment (e.g. stethoscopes, patient couch in treatment and 
consulting room) must be decontaminated between each patient; visibly soiled 
equipment should be cleaned promptly.  If applicable, follow manufacturers’ 
recommendations for cleaning and disinfection of reusable patient-care 
equipment. 

• Wipe external surfaces of portable equipment for performing x-rays and other 
procedures in the patient’s room with neutral detergent and hot water on 
removal from the patient’s room or consulting room. 

• Equipment used in isolation care must be dedicated to the area (if necessary 
seek advice from IPCT). 

• Whenever possible, non-critical patient equipment should be dedicated for use 
by pandemic influenza patients only. 

• Crockery and utensils should be washed using hot water and detergent in the 
dishwasher. There is no need to use disposable plates and cutlery.  

 
Waste disposal  

• Clinical waste from cohort and isolation areas in an influenza pandemic should 
be treated as infectious and disposed of in orange bags, including disposal of 
items contaminated with respiratory secretions/sputum (e.g. paper tissues).  

 
Linen/Laundry 

• Both ‘used’ and ‘infected’ linen must be handled, transported and processed in 
a manner that prevents exposures to skin and mucous membranes of staff, 
contamination of their clothing and the environment, and infection of other 
patients. Gloves and an apron should be worn when handling used linen. 
Hands should be cleaned after removing PPE. 
 

Staff uniforms 
Correct and appropriate use of PPE will protect uniforms from contamination in most 
circumstances.  Follow Trust uniform policy. The following points are reinforced during 
a pandemic: 
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• Healthcare workers must not travel to and from work or between hospital 
residences and place of duty in uniform.   

• In a pandemic situation theatre scrubs may need to be considered for staff who 
do not usually wear a uniform.  The Infection Control and pandemic 
coordinating group/outbreak action group will advise staff on uniform policy and 
on laundry policy 

• Hospitals and other healthcare facilities should provide changing rooms/areas 
where staff can change into uniforms on arrival at work.  

• Hospital/facility laundry services should be used to launder uniforms wherever 
possible.  Guidance on uniform laundry at the staff member’s home contained 
in the Uniform Policy must be followed where this is not possible.  

 

7.8.5 Patient transport and ambulance  
Ambulance staff should follow infection control precautions in this guidance in 
conjunction with ambulance contingency plans for pandemic influenza, including 
recommendations for: 

• Hand hygiene and standard (universal) precautions 

• Use of PPE and droplet precautions. 

• Use of respirator masks for aerosol-generating procedures 

• Environment decontamination. 

Ambulance staff/paramedics should be fit tested and trained in correct use of FFP3 
respirator masks. 

  
7.8.6 Emergency Department / MAAU  

Systems need to be in place for triage and initial assessment. 
Emergency practitioners will be required to: 

• Rapidly screen and identify persons who have symptoms of pandemic 
influenza on arrival 

• Separate symptomatic patients from others to reduce the risk of disease 
transmission 

• Determine as early as possible the type of care patients will require (i.e. “see 
and discharge” or admit for treatment). 

 
Screening and triage 
Signage should be displayed prior to and on entry to the Hospital and A&E Department 
instructing patients with respiratory symptoms to inform the reception immediately on 
their arrival. 
 

• A triage practitioner should be based in the reception for managing patient flow, 
including deferral of patients who do not require emergency care. 

• Patients calling for medical appointments for pandemic influenza should be 
discouraged from making unnecessary visits to clinical facilities. 

 
 Reception area/layout  

Signage and physical barriers should be used to ensure patients with flu like symptoms 
go to a separate area to other patients. 

 

• Patients with symptoms of pandemic influenza should be triaged to a 
segregated waiting and assessment area immediately.  Patients should be 
instructed to stay in this waiting area and not wander around the department, 
hospital, or go the public cafeteria.   

• The public should take droplet precautions: attention to respiratory hygiene 
should be reinforced by displays of posters and provision or hand washing 
facilities, tissues, and waste bins. 
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• All non-essential soft furnishings and items such as books and magazines and 
toys should be removed from this area. 

• Patients who do not have symptoms of pandemic influenza but require acute 
care assessment promptly should be triaged to a different specific waiting and 
examining area, physically separate from the influenza waiting and assessment 
area. 

 
7.8.7 Children’s ward 
 Children’s wards present special challenges due to the difficulties experienced with 

younger children adhering to respiratory hygiene.  In addition, children usually shed 
virus longer than most adults and in some settings shedding may be prolonged for 
weeks. 

 
Patient placement 
The following points need to be taken into consideration when cohorting children: 

• Different age groups (e.g. infants, toddlers, adolescents) 

• Routine childhood vaccination status of children 

• Presence of immunocompromising conditions 

• Co-infection with another pathogen (e.g. RSV); such children may be cohorted 
separately.  However, this will be dependent upon the availability of rooms, staff 
and the number of patients who are infected with both influenza and another 
pathogen requiring isolation. 

 
If the ward does not have enough side rooms, the main unit should be divided into 
two separate areas for care of patients with and without pandemic influenza.  
Whenever possible, staff teams should be dedicated to one area. 

 
7.8.8  Intensive Care Unit 
  
 See also ICU departmental protocol 
 Unit layout/patient placement 

If the unit does not have side rooms, the main unit should be divided into two separate 
areas for care of patients with and without pandemic influenza.  Whenever possible, 
staff teams should be dedicated to one area. 

 
 Respiratory care issues 

Respiratory equipment – recommendations: 

• Disposable patient respiratory equipment must be used wherever possible.  
Reusable equipment must be decontaminated after use in accordance with 
normal policy and manufacturers’ guidelines. 

• Closed systems should be used wherever possible (e.g. suction, closed 
nebuliser delivery). 

• All respiratory equipment used on patients must be protected with a filter. 

• The ventilatory circuit should not be broken unless absolutely necessary.  The 
use of open non-invasive positive pressure ventilation equipment should be 
avoided. 

• Water humidification should be avoided. 
 
 
 Respiratory and aerosol generating procedures 
 See section 7.4.7 for guidance on PPE for aerosol generating procedures. 

• Only essential staff should be in a patient’s room when airway management, 
cough inducing activities or nebulisation of drugs is being carried out. 



 

IPC: Respiratory Viruses Policy (Inc Swine Flu)  
Version No. 3.1   Page 24 of 36 

• Appropriate PPE must be worn when giving respiratory tract care, especially 
during aerosol generating procedures involving airway management. 

 
7.8.9  Access to isolation areas  
 Visitors 

Signage should be displayed informing visitors of the ward’s current segregated status 
and procedures that need to be undertaken prior to entering the ward. 
During a pandemic, visitors to all areas of the hospital should be kept to a minimum.   

• On arrival to influenza segregated wards, all visitors should report to the ward 
reception.  

• Visitors entering a cohorted area must be instructed on hand hygiene practice 
and the wearing of protective clothing as appropriate. 

The use of family members and volunteers to assist in patient care during a pandemic 
may be considered if staff shortages are extreme.   
When visitors become carers they will need to be instructed on the use of PPE. 

 
 Others 
 Access of non-essential staff or persons should be restricted. 
 Estates staff & Works department technicians: 

• Should not be allowed entry into influenza segregated areas unless undertaking 
essential maintenance work.  If this is necessary, PPE must be worn as for 
healthcare workers. 

Medical sales representatives  

• Should not be allowed entry into influenza segregated areas including patient 
waiting or reception areas designated for patients with symptoms of pandemic 
influenza. 

Ministers of religion 

• Should be instructed to wear PPE as per Standard Infection Control Principles 
and Droplet Precautions when in isolation areas (see appendix A). 

 
 
7.8.10 Occupational Health and staff deployment  

• Healthcare staff with symptoms of influenza should not come to work; they 
should seek advice as recommended and inform Occupational Health.  

• Healthcare staff who have had pandemic flu and who have recovered should 
inform Occupational Health. 

• Prompt recognition of healthcare workers with influenza is essential to limit 
spread. 

• Healthcare workers with symptoms of influenza should be excluded from work 
in a pandemic situation; exceptions may be necessary. 

• As a general principle, healthcare workers who care for pandemic influenza 
patient areas should not care for other patients; exceptions may be necessary. 

• Healthcare workers at high-risk for complications from influenza or who are 
pregnant should not provide direct patient care in isolation care areas and 
should seek advice from Occupational Health. 

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

8 Consultation 
 
8.1 The policy has been circulated for review by members of the infection control 

committee and other relevant medical staff.   
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9 Training 
 
9.1 This respiratory viruses policy has a mandatory training requirement which is detailed 

in the Trusts mandatory training matrix, forming part of key core infection prevention 
and control mandatory training for healthcare staff and is reviewed on a yearly basis 
by the infection control team. In addition, all staff who may perform aerosol generating 
procedures or care for patients with emerging severe respiratory virus infection must 
undergo fit test training for use of respirator masks. 

10 Monitoring Compliance and Effectiveness 
 
10.1 Audit of compliance with this policy in inpatient units will be carried out by the Infection 

Prevention & Control Nursing (IPCN) team as part of their annual environmental audit 
programme if relevant patients are admitted at the time.  Spot checks will also be 
carried out by the IPCT when such patients are identified on the wards, and during a 
pandemic if the situation should arise.  Results will be fed back to wards and 
departments and to Line managers and Heads of Quality for the Clinical Business Units 
as appropriate.   Ward and Departmental managers will be required to formulate action 
plans for improvement if deficits are identified.   

 
 

11  Links to other Organisational Documents 
 

• Isolation Policy 

• Outbreak Policy 

• Admission, Transfer and Discharge Policy 

• Use of Personal Protective Equipment (PPE) Standard Precautions Policy 

• Dress Code & Uniform Policy 
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Appendix A 

RESPIRATORY VIRUS OVERVIEW 
 
Influenza 
Influenza or 'flu' is a respiratory illness caused by infection by influenza virus.  It affects mainly 
the nose, throat, bronchi and, occasionally, lungs. Infection usually lasts for about a week, and 
is characterized by sudden onset of high fever, aching muscles, headache and severe 
malaise, non-productive cough, sore throat and rhinitis.   

 
Influenza occurs most often in winter and usually peaks between December and March in the 
northern hemisphere.  Illnesses resembling influenza that occur in the summer are usually 
due to other viruses.   

 
There are two main types that cause infection: influenza A and influenza B. Influenza A usually 
causes a more severe illness than influenza B.  The influenza virus is unstable and new strains 
and variants are constantly emerging, which is one of the reasons why the flu vaccine should 
be given each year.   

 
The typical incubation period for influenza can be up to 7 days, with an average of 2-5 days. 
Individuals infected with Influenza are regarded as being infectious for one day before the 
onset of symptoms and up to 7 days after the onset of the symptoms. Severely 
immunocompromised persons can shed virus for weeks or months.   

 
Most infected people recover within one to two weeks without requiring medical treatment. 
However, in the very young, the elderly, and those with other serious medical conditions, 
infection can lead to severe complications of the underlying condition, pneumonia and death. 

 
 

Pandemic Influenza 
Pandemics arise when a new influenza virus emerges which is capable of spreading in the 
worldwide population.  Pandemic influenza may occur when a new influenza A virus subtype 
emerges which is markedly different from recently circulating strains and is able to infect 
humans and spread efficiently from person to person and cause significant clinical illness in a 
high proportion of those infected.  This was the situation during the influenza pandemic of 
1918-19, when a completely new influenza virus subtype emerged and quickly spread around 
the globe.  
 
The H1N1 (2009) 'swine flu' pandemic virus emerged in Mexico in 2009 and spread around 
the world causing mild/asymptomatic disease in the majority of cases but severe illness and 
death in a small proportion of cases, particularly in more vulnerable groups. In August 2010 
the WHO officially declared the H1N1(2009) pandemic over, although the strain still causes a 
minority of influenza A infections (as of 2017).   
 
Avian influenza 
Avian influenza (bird flu) is a disease of birds caused by influenza A viruses closely related to 
human influenza viruses.  It naturally circulates in wild waterfowl such as ducks and geese; 
other bird species are susceptible and it may cause severe disease in birds with high 
mortality..   
Avian influenza A(H7N9) emerged in 2013 in China where, as of May 2017 it has resulted in 
1,486 laboratory-confirmed human infections, including at least 571 deaths.    
 
 Avian influenza A(H5N1) has been reported to have caused 859 confirmed human cases and 
453 deaths between 2003 and May 2017.  Outbreaks with avian influenza A(H5N1)  have 
occurred amongst poultry in a number of countries during 2016/17 including in West Africa 
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(Nigeria, Niger, Libya, Cameroon, Cote d’Ivoire) the Middle East (Iran) and Asia (Vietnam, 
Nepal, India, Bangladesh, Cambodia, Nepal), however since 2015 the only human cases 
reported were in Egypt.   
 
 
 Avian influenza A(H5N6) has been responsible for widespread outbreaks in birds across 
China, Japan and South East Asia, and in 2017 significant outbreaks have been reported from 
Mainland China, Japan, Taiwan, Hong Kong, Myanmar and Vietnam.  17 human cases of 
avian influenza A(H5N6) have been reported in China since 2014 with at least 10 deaths 
 
Avian influenza A(H5N8) is an emergent, highly pathogenic avian influenza virus that affects 
birds and was first reported in January 2014 and has since been detected in many countries 
including the UK, although human infections have not been identified as of June 2017.   
, 
 Avian influenza viruses do not currently infect humans easily and most cases occur after close 
contact with poultry or birds.  There have been no reports to date of sustained human-to-
human transmission, although the associated mortality has been high.  However, the potential 
for transformation of avian influenza into a form that both causes severe disease in humans 
and spreads easily from person to person leading to an avian influenza pandemic is a great 
concern for world health.   
 
Additional precautions are indicated if epidemiology suggests possible exposure to avian 
influenza (including returning travellers) (See sections 7.7 & 7.8 for further details) 

 

Parainfluenza (HPIV) 
There are four types of Human parainfluenza Virus (Types 1 to 4) and two subtypes (4A and 
4B). They are generally considered community acquired respiratory pathogens. HPIV1-4 
infection is one of the common causes of upper and lower respiratory tract disease, especially 
in young children. The incubation period is from 1-7 days, initiation of infection occurs when 
contact is made between the virus and nasal mucosa. 
 
HPIV types 1-4 can cause a full spectrum of respiratory illness, including the common cold, 
croup, and severe lower respiratory tract illness (particularly in the elderly and 
immunocompromised), such as bronchitis, bronchiolitis and pneumonia. Treatment is 
generally supportive, requiring maintenance of airway and hydration. Steroids can be 
beneficial in treatment of croup. No vaccinations have yet proved successful. 
 
Respiratory Syncytial Virus (RSV) 
The incubation period ranges from 2 - 8 days. The communicability ranges from 2 days prior 
to onset of symptoms to 10 days after their resolution. However in young infants viral shedding 
may continue for as long as 3-4 weeks.   
 
For most people, RSV infection causes a respiratory illness that is generally mild. For a small 
number of people who are at risk of more severe respiratory disease, RSV infection might 
cause pneumonia or even death. Those most at risk of developing severe illness due to RSV 
are the very young, aged 1 year and under and the elderly.  RSV is best known for causing 
bronchiolitis in infants.  
 
The virus is transmitted by large droplets and secretions from the respiratory tract of infected 
individuals. Studies have demonstrated that most cross infection is due to direct contact or 
indirect contact or through fomites rather than airborne spread.   
 
There are no vaccines against RSV although children at high risk from infection may be offered 
passive immunity with monoclonal antibody preparation (Palivizumab) in line with Department 
of Health and  Joint Committee on Vaccination and Immunisation (JCVI) Guidelines: 
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215997/dh_12
0381.pdf   
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/prod_cons
um_dh/groups/dh_digitalassets/@dh/@ab/documents/digitalasset/dh_120395.pdf 

 
All children attending the paediatric ward or Neonatal Unit who have had contact with a 
symptomatic case must be isolated as a precaution. This will apply until either the end of 
incubation period is reached (8 days) or 10 days post resolution of subsequent symptoms. 
Source isolation with droplet precautions must be used as well as careful hand hygiene.   

 

Adenovirus 
The incubation period is generally 4 to 10 days and uncomplicated infection usually resolves 
within 1 week.  Adenoviruses can cause a wide range of presentations.  Symptoms of 
adenovirus infection can be similar to the common cold, influenza or even pneumonia, croup, 
and bronchitis.  Conjunctivitis, pharyngoconjunctival fever and gastroenteritis can also be 
caused by adenoviruses 
 
Respiratory adenovirus infection is spread via droplet, direct contact or indirect via a 
contaminated surface or object. The virus is relatively resistant to physical and chemical 
agents, facilitating transmission by direct contact, water, contaminated objects, respiratory 
droplets and fomites. Their stability at low pH, such as gastric secretions allows faecal-oral 
spread. Virus enters via the mucosal surfaces of the eye, nose or mouth. Standard respiratory 
infection control procedures must be implemented for suspected or actual infection. 

 

Human Metapneumovirus 
Human metapneumovirus is a respiratory pathogen closely related to RSV. It is associated 
with a range of illnesses from mild infection to severe bronchiolitis and pneumonia.  

 
HMpV is a common but under diagnosed cause of community-acquired respiratory illness in 
infants, children and adults. After an estimated incubation period of 5-6 days it causes upper 
and lower respiratory tract infections (URTI, LRTI), with symptoms ranging from subclinical to 
severe pneumonitis. 

 
In infants/ children under 2 years, HMpV is an important cause of bronchiolitis and pneumonia. 
An individual patient with HMpV is clinically indistinguishable from one with RSV and so clinical 
diagnosis is unreliable. 

 
Spread of HMpV is presumed to be airborne and by fomites. There is no vaccine and 
respiratory precautions and hand washing should be used to prevent spread.   

 
Rhinovirus 
Transmission of rhinoviruses is via direct contact, although infections have been documented 
by both large and small particle aerosols.   Initiation of infection occurs when contact is made 
between the virus and nasal mucosa. Viral shedding persists after the resolution of symptoms 
and has been cultured from 10-20% of patients 2-3 weeks after the infection. 

 
The symptoms of a rhinovirus infection are: discharging or blocked nasal passages often 
accompanied by sneezes, and perhaps a sore throat.  A "runny nose" (rhinorrhoea) may be 
accompanied by a general malaise, cough, sore throat etc. The characteristic symptoms occur 
from one to four days after infection at which time extremely high titres of the rhinovirus are 
found in the nasal secretions (there can be as many as 1000 infectious virus particles per ml).  

 
Rhinoviruses do not usually cause lower respiratory tract infection.  They are sometimes 
detected in patients with severe respiratory tract infection but this may be an incidental finding. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215997/dh_120381.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215997/dh_120381.pdf
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Their contribution to disease in the immunosuppressed however has not been fully elucidated.  
Unless there are very immunosuppressed patients present, isolation is not routinely advised.   
 

 
Coronaviruses 
Human coronaviruses were first identified in the mid 1960s and are named after the crown-like 
projections that can be seen on the surface of the virus. These viruses cause respiratory 
infections of varying severity in humans and animals. Although many strains of coronavirus 
produce mild upper respiratory tract infection, the SARS (Severe Acute Respiratory Syndrome) 
coronavirus and MERS (Middle East Respiratory Syndrome) viruses are both coronaviruses 
which can cause severe respiratory disease. Additional precautions are indicated if 
epidemiology suggests possible exposure to these severe diseases (usually returning 
travellers) (See section 7.7).   
 

 
MERS coronavirus 

 
This coronavirus emerged in Saudi Arabia in 2012.  Since then 2,029 laboratory-confirmed 
cases have been reported (as of June 2017), including at least 704 related deaths. Most of 
these cases have occurred in the Middle East, although there was also a large outbreak in 
South Korea in 2015.  Four cases were detected in the UK in 2013 (none since February 
2013) and although the global  risk of widespread transmission of MERS-CoV remains low, 
ongoing vigilance is necessary.  
 
The clinical presentation of MERS ranges from asymptomatic to very severe pneumonia with 
acute respiratory distress syndrome, septic shock and multi-organ failure resulting in death. 
The clinical course is more severe in immunocompromised patients and persons with 
underlying chronic comorbidities.  
 
There is growing evidence that the dromedary camel is a host species for the virus and that 
camels play an important role as a source of human infection.  Although it is likely that 
zoonotic transmission is the starting point of most clusters, human-to-human transmission is 
the most common mode of transmission for MERS-CoV.  Many of the cases have occurred in 
the context of healthcare associated outbreaks where infection control precautions have not 
been appropriately implemented, highlighting the importance of the implementation of 
standard precautions and ongoing vigilance.  
 

 
 

SARS coronavirus  
SARS is a severe respiratory disease caused by SARS coronavirus (SARS CoV). It was first 
recognised in Guangdong Province in China in November 2002, and spread worldwide 
before being contained by 5 July 2003. Between July 2003 and May 2004, four small and 
rapidly contained outbreaks of SARS were reported; three of which appear to have been 
linked to laboratory releases of SARS-CoV.  No cases have been reported since 2004 (as of 
June 2017).  The possibility of SARS re-emergence remains and there is a need for 
continuing vigilance.  

 
 

 
Appendix B 

REMOVAL OF PPE  
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PPE should be removed in an order that minimises the potential for cross-contamination. 
Before leaving the side room, gloves, gown and eye protection should be removed (in 
that order, where worn) and disposed of as clinical (also known as infectious) waste. 
After leaving the area, the respirator can be removed and disposed of as clinical waste. 
The order of removal of PPE is suggested as follows, consistent with WHO guidance, as 
follows:  
1. Peel off gloves and gown together and roll inside out. Dispose in clinical waste.  
 
2. Perform hand hygiene.  
 
3. Remove goggles from behind and dispose in clinical waste.  
 
4. Remove respirator from behind.  
 
5. Perform hand hygiene.  
 

 
 
 
From:  Infection prevention and control of epidemic- and pandemic-prone acute respiratory tract infections in health care.  WHO.   2014 

Appendix C 
 

Financial and Resourcing Impact Assessment on Policy Implementation 
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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 

Respiratory viruses policy 

 

Totals WTE Recurring  
£ 

Non 
Recurring £ 

Manpower Costs      

Training Staff     

Equipment & Provision of resources     

 
 
Summary of Impact:  
 
Risk Management Issues:  Increased risk of transmission of severe respiratory virus if 

negative pressure side room functionality is not restored.   

Benefits / Savings to the organisation:   
 
Equality Impact Assessment 
 
▪ Has this been appropriately carried out?    YES/NO  
▪ Are there any reported equality issues?    YES/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. 

Manpower WTE Recurring £ Non-Recurring £ 

 
Operational running costs 

   

     

Totals:     

 

Staff Training Impact Recurring £ Non-Recurring £ 

    

Totals:     
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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:     

 

• 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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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 
 
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 n/a n/a n/a 

Women n/a n/a n/a 

Race 

Asian or Asian 
British People 

n/a n/a n/a 

Black or Black 
British People 

n/a n/a n/a 

Chinese 
people  

n/a n/a n/a 

People of 
Mixed Race 

n/a n/a n/a 

White people 
(including Irish 
people) 

n/a n/a n/a 

 
People with 
Physical 
Disabilities, 

n/a n/a n/a 

Document Title: Respiratory viruses policy 

Purpose of document Minimize risk to staff, patients and visitors from respiratory viruses 

Target Audience Staff with patient contact 

Person or Committee undertaken 
the Equality Impact Assessment 

E Macnaughton 
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Learning 
Disabilities or 
Mental Health 
Issues 

Sexual 
Orientat
ion 

Transgender n/a n/a n/a 

Lesbian, Gay 
men and 
bisexual 

n/a n/a n/a 

Age 

Children  
 

possible n/a 

Any differences in 
recommendations for different 
age groups are based on 
national guidelines which will 
consider biological age related 
risk factors in their formulation 

Older People 
(60+) 

possible n/a 

Any differences in 
recommendations for different 
age groups are based on 
national guidelines which will 
consider biological age related 
risk factors in their formulation 

Younger 
People (17 to 
25 yrs) 

possible n/a 

Any differences in 
recommendations for different 
age groups are based on 
national guidelines which will 
consider biological age related 
risk factors in their formulation 

Faith Group n/a n/a n/a 

Pregnancy & Maternity possible n/a 

Any differences in 
recommendations for 
pregnancy are based on 
national guidelines which will 
consider biological risk factors 
in their formulation 

Equal Opportunities 
and/or improved 
relations 

n/a n/a n/a 

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) n/a n/a 

Intended n/a n/a 
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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: 

n/a 
 
 

3.2 Could you improve the strategy, function or policy positive impact? Explain how below: 

n/a 
 
 

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? 

n/a 
 

Scheduled for Full Impact Assessment Date:n/a 

Name of persons/group completing the full 
assessment. 

n/a 

Date Initial Screening completed 9/10/17 

 


