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[bookmark: _Toc35983813]About us

I hope this document helps you as much as it has helped us to transform our way of working. We have turned our practices upside down but have learned so much in the process! It is true that every disaster does present an opportunity as well. If you would like to share any learnings with me, I would be delighted to hear from you. I will continue to update this document as the chaos evolves but please don’t hesitate to contact me if you need help with anything and I will try my best to respond as soon as possible. 
[bookmark: _GoBack]I have left this as a word document so please feel free to customise it to suit your own practice/PCN needs (just acknowledge us though 😉). 

Good luck
Dr Jay Verma Mb ChB MRCS(Ed), MSc, RCGP
GP Partner at Shakespeare Health Centre
j.verma@nhs.net 

Dr Sukin Natarajan B.Eng(Hon), PhD
Business Manager at Heathrow Medical Centre


[bookmark: _Toc35983814]Background

Coronaviruses come from a large family of viruses, coronaviridae, which can range from mild respiratory infections such as the common cold to more severe cases. It consists of an enveloped virus with a positive-sense single stranded RNA genome. There are currently seven known strains and some of the severe ones responsible for high number of mortality rates are: Middle East Respiratory Syndrome (MERS) and Severe Acute Respiratory Disease Syndrome (SARS). SARS-Cov2 (COVID-19 [coronavirus disease 2019]) is a recently discovered coronavirus that was responsible for the outbreak in the city of Wuhan in Hubei province in December 2019. On 11 March 2020, WHO declared COVID-19 a global pandemic.[footnoteRef:2],[footnoteRef:3],[footnoteRef:4] As of 22/03/2020, there are an estimated 294,110 confirmed cases of COVID-19 with about 12,944 deaths.[footnoteRef:5] [2:  https://www.who.int/news-room/q-a-detail/q-a-coronaviruses]  [3:  https://emedicine.medscape.com/article/2500114-overview]  [4:  https://www.gov.uk/government/publications/coronavirus-action-plan/coronavirus-action-plan-a-guide-to-what-you-can-expect-across-the-uk]  [5:  https://experience.arcgis.com/experience/685d0ace521648f8a5beeeee1b9125cd] 

On 03 March 2020, the UK launched a plan consisting of four phases to tackle the outbreak: containment, delay, mitigation and research to work alongside the initial three phases. Containment measures were aimed at preventing the disease from taking hold and encompass early detection, isolation, and care of people already infected with careful tracing and screening of contacts. The delay phase aims to slow the spread and push the peak impact away from the winter season to reduce pressure on the NHS. Social distancing is part of such a strategy as is self-isolation. Finally, mitigation planning for widely established infection such as the use of supportive measures and medication will be introduced as we learn more about the virus.[footnoteRef:6]  [6:  https://doi.org/10.1016/S2213-2600(20)30128-4] 

So far Singapore has managed the outbreak well by doing the following:
1) Rapid testing of suspected cases

2) Communication: clear public health messages early on

3) Individuals taking action to protect themselves  

Since the first criteria is not within our control but the second and third are we should effectively communicate to our patients a systematic and consistent response that is in line with government guidance.  
This operational plan has been written to provide guidance for general practices to manage their patients in the safest way possible. It aims to provide practices with a clear standardised approach to how best manage their patients whilst not compromising on essential care. 


[bookmark: _Toc35983815]About COVID-19[footnoteRef:7] [7:  https://www.ncbi.nlm.nih.gov/books/NBK554776/ (Features, Evaluation and Treatment Coronavirus (COVID-19) StatPearls [Internet]] 

[bookmark: _Toc35983816]Symptoms 
The clinical symptom of COVID-19 ranges from asymptomatic or displaying few symptoms to patients requiring mechanical ventilation and supportive ITU care. As a result, some patients who may have respiratory failure might also go on to develop multi-organ dysfunction syndrome. 
1) Asymptomatic
2) Mild symptoms of URTI
· Fever, cough, sore throat, nasal congestion, malaise, headache, muscle pain
3) Moderate pneumonia
· Cough, SOB (tachyopnea in children)
4) Severe pneumonia
· Fever, severe SOB, respiratory distress, tachyopnea (>30 breaths/min), and hypoxia (<90% on room air). Cyanosis may occur in childrens.
5) Acute Respiratory Distress Syndrome (ARDS)
6) Sepsis
7) Death

  







Figure 1. Range of symptoms a patient with COVID-19 may exhibit.

[image: ]
Figure 2. Severity and course duration of COVID-19[footnoteRef:8] [8:  https://els-jbs-prod-cdn.literatumonline.com/pb/assets/raw/Health%20Advance/journals/healun/Article_2-1584647583070.pdf
] 



[bookmark: _Toc35983817]Incubation period
The incubation period is generally within 3 to 7 days and up to 2 weeks as the longest time from the infection to symptoms was 12.5 days (95% CI, 9.2 to 18).  

[bookmark: _Toc35983818]Mode of transmission
The most common mode of transmission is believed to occur through respiratory droplets from coughing and sneezing. Aerosol transmission is also possible in case of protracted exposure to elevated aerosol concentrations in closed spaces. Close contact is also necessary for the virus to spread (see Figure 3). 

[image: ]






Figure 3.  Comparison of exposure in short-range airborne route and large droplet route, showing highest concentrations of inhaled airborne and large droplet exposures within 1.5 meters.[footnoteRef:9] [9:  Urbanization and slums: Infectious Diseases in the build environment: proceedings of a workshop (2018) https://www.nap.edu/read/25070/chapter/4#25] 



[image: ]Figure 4. The role of fomites in SARS transmission during the largest hospital outbreak in Hong Kong.[footnoteRef:10] [10:  https://journals.plos.org/plosone/article/figure?id=10.1371/journal.pone.0181558.g001] 


[bookmark: _Toc35983819]Differential Diagnosis
Symptoms of the early stages of the disease are non-specific and the following have been linked with other organisms that may cause the common cold (e.g. Adenovirus, RSV etc.) 

[bookmark: _Toc35983820]Prevention
The R0 for COVID-19 is 2.2 (i.e. on average each patient transmits the infection to an additional 2.2 individuals) and therefore control measures must focus on reducing this to be less than 1. Preventative measures established by WHO and other organisations have issued the following guidance: 
1) Avoid close contact with subjects suffering from Acute respiratory infections
2) Wash hands frequently, especially after contact with infected people or their environment. 
3) Avoid unprotected contact with farm or wild animals.
4) People with URTI symptoms to keep distance and cover coughs or sneezes with disposable tissues or clothes and wash their hands. 
5) Strength the application of strict hygiene measures for the prevention and control of infections. 
6) Vulnerable and immunocompromised patients should avoid public gatherings.
It is recommended that healthcare workers caring for infected individuals should utilize contact.


[bookmark: _Toc35983821][bookmark: _NHS_Guidance_and]Standard Operating Procedure 
[bookmark: _Toc35983822]NHS Guidance and SOP on COVID-19[footnoteRef:11] and general practice and Government advice[footnoteRef:12] [11:  https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/Managing-coronavirus-COVID-19-in-general-practice-GP-SOP_19-March.pdf]  [12:  https://www.gov.uk/government/news/covid-19-government-announces-moving-out-of-contain-phase-and-into-delay] 

1. Refer to Appendix A for the detailed guide
2. Encourage patients with mild URTI symptoms to go into self-isolation.
3. If symptoms worsen, then they must use the 111 online services first[footnoteRef:13]. [13:  https://111.nhs.uk/covid-19] 

4. If no internet, call 111 and for medical emergency dial 999. 
5. All patients that present to the practice/ring the practice for a clinical appointment should be asked:
a. Do you have a new, continuous cough?
b. Do you have a high temperature (37.8OC or over)?
c. Does anyone in your household have a new, continuous cough or a high temperature?
If the answer is “yes” to any one of the above, ask:
Do you feel you can cope with your symptoms at home?
If they answer “no”, the patient should be immediately isolated in an isolation room away from other patients and staff and triaged remotely by a clinician in the practice.
6. All patients should be remotely triaged to assess whether a face to face (F2F) appointment is clinically necessary. 
7. All currently pre-booked F2F appointments without prior triage need to be remotely triaged. 
8. Remote consultations should be used whenever possible.
9. Infection Control Policy must be read before seeing patients and especially prior to doing home visits.
10. If patients that do need to be seen in the practice, then an appropriate isolation room should be used. 
11. This isolation room can be the designated room for the remainder of the pandemic until such time dictated otherwise. 
F2F review with a patient with suspected COVID-2
1. All patients should be examined in an isolation room. 
2. The following PPE should be used in primary care is as follows:
a. Disposable plastic aprons
b. Disposable gloves
c. Fluid-resistant surgical mask (FRSM)
d. Eye protection


[bookmark: _Toc35983823]Additional measures adapted for our practice 
1. The rationale for the use of face masks in the COVID-19 pandemic has seen a wide range of variation across the countries. It is imperative to appreciate in the absence of evidence the UK recommends face masks play a vital important role in places such as hospitals. WHO advise the use of facemasks is needed for people taking care of a person suspected of COVID-19.[footnoteRef:14] The type of mask to be used appears to be somewhat of a contentious issue.  [14:  https://www.thelancet.com/journals/lanres/article/PIIS2213-2600(20)30134-X/fulltext] 


2. Fluid-resistant (Type IIR) surgical mask (FRSM) is a loose-fitting, disposable device that creates a physical barrier between the mouth and nose of the wearer and potential contaminants in the surrounding environment. The edges of the mask are not designed to form a seal around the nose and mouth.[footnoteRef:15] [15:  https://www.fda.gov/medical-devices/personal-protective-equipment-infection-control/n95-respirators-and-surgical-masks-face-masks] 


3. Overall observational evidence suggests the use of respirators such as FFP2 (equivalent version is N95) and FRSM offer the same level of protection with up to 80% reduction in risk of SARS albeit the effectiveness against pH1N1 was found to be unclear. [footnoteRef:16] [16:  Offeddu V, Yung CF, Low MSF, et al. Effectiveness of Masks and Respirators Against Respiratory Infections in Healthcare Workers: A Systematic Review and Meta-Analysis. Clin Infect Dis 2017; 65: 1934-1942. 2017/11/16. DOI: 10.1093/cid/cix681.] 

 
4. Our approach in the absence of sound evidence, we have decided to use the following additional measures:
a. Wearing FRSM or FFP2/FFP3 does not replace good hygiene measures such as washing hands; how to appropriately don on and take off PPE; and risk assessing every situation. 
b. The PPE provided by NHS England should be adequate to provide protection from respiratory droplets, but it is important to bear in mind that patients with URTI should also be wearing PPE in order to prevent any accidental spread of respiratory droplets. 
c. For additional protection, practices may wish to purchase the following:
i. Surgical scrubs
· Ensure these are washed daily in high heat
ii. Protective face shield
· Patients seldom warn you if they are about to cough/sneeze and therefore it may be sensible to wear a visor to ensure the patient’s involuntary action does not put you at risk
iii. Warrior type 5/6 Hooded Hazmat Suits
· This will ensure that fomite transmission is to a minimum as this will be changed per shift. Do not take this home!
iv. Shoe covers 
· [bookmark: _Which_Primary_Care]This is more for home visits and again protects against fomite transmission route. 
[bookmark: _Toc35983824]Which Primary Care services should continue during the immediate pandemic? 
[bookmark: _Table_1._A]Table 1.  A guide to some of the different services that are on offer in primary care 
	
	Type of service
	Continue?
(Y/N)
	Alternative to usual method if to continue

	








GP
	BP checks (unstable)
	Y
	RW- telephone with BP done at home/pharmacy etc. 

	
	Blood results
	Y
	N/A

	
	Clinical queries from patients: Acute
	Y
	RW- telephone/video

	
	Clinical queries from patients: Routine
	N
	

	
	Enhanced Services: QOF
	N
	

	
	Enhanced Services: LES/LIS
	N
	

	
	Enhanced Services: PCN activity
	N
	

	
	LTC reviews: Acute
	Y
	RW- telephone/video

	
	Home visits: Acute
	Y
	RW- telephone/video 

	
	Home visits: Routine
	N
	

	
	Routine: Baby checks
	Y
	PPE to be used

	
	Minor joint injections/surgery
	N
	

	
	Additional Services for PCNs
	N
	

	
	Additional Services for Confederation
	N
	

	








Nurse
	ABPI
	N
	

	
	Baby/child immunisations
	Y
	PPE to be used (further info email: england.londonimms@nhs.net)

	
	BP checks (routine)
	N
	

	
	Cervical smears
	N
	

	
	Depot injections
	Y
	PPE to be used (alternative- consider referral to CMH to give at home)

	
	Diabetic foot checks
	N
	

	
	Depo-Provera
	N
	See Appendix C (alternative- start POP) 

	
	Ear syringing
	N
	

	
	LTC reviews: Routine
	Y
	RW- telephone/video review only

	
	Flu immunisations
	-
	Assess clinical need

	
	Routine: BP checks
	N
	

	
	Routine: immunisations 
(e.g. Pneumococcal, Shingles, Men ACWY)
	-
	Assess clinical need

	
	Whooping cough 
	Y
	PPE to be used

	
	Wound check/review 
	Y
	1st: RW- video; 2nd instance: F2F and PPE?

	
	Wound dressing
	Y
	PPE to be used

	
	Vitamin B12 injection
	N
	Cyanocobalamin tablets?

	
Pharmacist
	Medication reviews
	Y
	RW- telephone

	
	Prescriptions (acute/repeats)
	Y
	RW- telephone

	
	High Risk Drug Monitoring
	Y
	RW- telephone



Table 1 continued
	Teaching
	Teaching: 5th Year Kings Medical Students
	-
	Revise in October 2020 

	
	Teaching: Nursing Students
	N
	

	
	Teaching: GPVTS
	N/A
	

	

Admin
	New registrations
	Y
	Remotely with no new health checks

	
	Routine referrals
	N
	

	
	Sample drop-offs (e.g. urine)
	-
	Clinical decision and should be scheduled

	
	Urgent referrals (2WW, RACPC, TIA/Stroke etc.)
	Y
	N/A




Key: 
RW: Remote Working
PPE: Personal Protective Equipment (surgical mask/FFP2/FFP3; face shield; Hazmat suit; apron; gloves; shoe covers [if doing Home visits])

[bookmark: _Toc35983825]Implementation steps for primary care
1. [bookmark: _Toc35983826]Priority 1: Ensure working environment is safe
[bookmark: _Toc35983827]Is the free flow of patients necessary in your practice?
This is important to establish as each person walking through the door is a potential carrier of COVID-19. Some practices have resorted to asking screening questions before patients attend the practice but bear in mind a significant majority of patients may not display any symptoms or signs. Furthermore, screen protection may prevent air droplet transmission but since COVID-19 can be transmitted by fomite route, practices need to restrict and control the flow of patients to the absolute essential. 
[bookmark: _Toc35983828]Identifying an isolation room: 
The practice will identify an isolation room that has the minimum footprint internally and is the closest to entry/exit. 
Aim: The patient must spend the least amount of time with the clinician as possible (ideally aim for <5mins).

· Ensure the isolation room is prepared as shown below.
· Prior to the patient attending a patient information leaflet can be sent to the patient to read and explain the process. This can also be verbally done by the reception team. 
· Patient attends door and informs reception by telephone that they have arrived. 
· The clinician (wearing PPE) will greet the patient at the door and advise which room to go to.
· The patient must wash hands and if appropriate don on PPE (prevent fomite transmission).
· The patient is advised to check temperature, BP, HR, and saturation probe. The readings are recorded on a sheet or pictures can be taken of the readings. 
· Following which the patient will then sit down await the clinician. It may be reasonable to ask the patient to expose the area that requires examination prior to the clinician attending. 
· The clinician must wash hands and done on new PPE. 
· The clinician will examine the patient and provided there are no immediate medical concerns exit the room. 
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Description automatically generated] 
What if patients require to be seen at the practice?4. Clinician sits at least 2 metres away from the patient and wears PPE
3. Patient instructed to check temperature, BP, and pulse oxygen saturation 
1. Patient is instructed to wash hands on arrival
2. Don on PPE (esp. surgical face mask)

· Has the Infection Control Policy been reviewed beforehand, and suggested measures implemented?
· Has an isolation room been identified?
· Do you have the available PPE in place?
· Is there dedicated equipment just for use in the isolation room present?
· Will you ask the patient to wear PPE as well? Remember the risk is bidirectional and both individuals must protect themselves from each other. Naturally this may not be possible in some individuals such as frail patients or in young children/babies. A risk assessment will need to be done for each individual contact. 
· How will you ensure the minimal time is spent with the patient? Our tip is a thorough history taking prior to arrival and ask patient to self-assess vitals either at home or in the isolation room, prior to the clinician examining the patient. 

1. [bookmark: _Toc35983830]Priority 2: Ensure staff safety
[bookmark: _Toc35983831]Practice personnel
Under the Management of Health and Safety at Work Regulations 1999, the minimum an employer must do is:
· identify what could cause injury or illness in your business (hazards) 
· decide how likely it is that someone could be harmed and how seriously (the risk)
· take action to eliminate the hazard, or if this isn’t possible, control the risk[footnoteRef:17] [17:  https://www.hse.gov.uk/simple-health-safety/risk/index.htm] 

[bookmark: _Toc35983832]Conducting risk assessment
All staff require a clinical risk assessment to be undertaken[footnoteRef:18] immediately (you can create this in Google Forms or on SurveyMonkey and then attribute risk scoring to it in Excel).  [18: https://docs.google.com/forms/d/e/1FAIpQLSdj30Jo3etse4uYhExTK8EJm__0mve2IQyvBmJHJrDyDAp4KQ/viewform?vc=0&c=0&w=1&fbzx=7093625737190585748] 

· For those individuals that require self-isolating at home, can they work from home with remote access? 
[bookmark: _Toc35983833]Can selection of works cease?
· Only see patients at your practice if absolutely necessary (Table 1)
· Suspect everyone as a potential risk of having COVID-19 (may be asymptomatic carriers of the virus) and thus ensure you keep at least at least 2 meters apart in the work environment (Figure 3).
1. [bookmark: _Toc35983834]Priority 3: Communication to staff and patients
[bookmark: _Toc35983835]Staff 
· Is everyone aware of their roles based on any new changes made or added to their job descriptions?
· Are your administrative staffs clear on what to say to patients based on questions asked by patients? (see Appendix E)

[bookmark: _Toc35983836]Patients
· Inform online booking has been disabled.
· All clinical queries will be triaged either over the phone or by video. 
· Are posters displayed outside your door explaining not to enter the premises but to ring ahead first?
· Have text messages been sent out to all patients? Perhaps weekly text messages to update patients; or as needed when significant changes occur in the practice may be helpful to keep patients informed. 
· Is your website updated with the relevant information? Perhaps attach important links to it so patients may self-direct.
· If a patient is being seen at the practice, do you have a template letter to send?  (Appendix B)

[bookmark: _Toc35983837]Informing key stakeholders 
· Daily situational updates to PCNs, CCG & Federation will be needed if your Business Continuity Plan is in jeopardy.
· Weekly updates to be sent to the PCN, CCG & Federation.
· Regular meeting with PPG virtually will help to spread the measure for patients to self-isolate


1. [bookmark: _Toc35983838]Priority 4: Ensure patients receive high quality care 

· All patients are to be triaged by reception team initially and the three questions listed above need to be asked. 
[image: ]
Figure 5. An operational flow map to ensure safe streaming of patients

· Vulnerable patients have an EMIS safety alert added (1) to their records to ensure their calls are prioritised
· All calls need to be closed within 2 minutes by reception team. Greeting may be in the format:

· Hello, thank you for phoning [PRACTICE NAME]. My name is [NAME], how may I assist you with your call today? (see Appendix E for FAQs)

· Since all calls are triaged… you can mention that someone will ring you back a [specified time period, e.g. 4 hours]. 

· They will be handed over to (see Figure 5):
· A trained Administrator (2) to deal with general administrative or IT queries (Appendix D) 
· Nurse (3) to discuss recent results from blood tests (e.g. glucose/HbA1c or lipids), review LTCs or other relevant queries
· Pharmacist (4) to deal with medications queries or conduct reviews
· GP (5) to deal with clinical complaints over the telephone or alternatively decide whether the call should be managed by 111/999 (B/C); refer to the Hot/Cold Hubs (D [currently not set up]); secondary care (E); or conduct another mode of consultation type(i-iii). 
· GPs will primarily deal with pressing acute complaints and any routine queries will be managed at the same time if time permits and is not too onerous on the clinician.
· Some crude quick tips that can be used during telephone/video triage (this is not all evidence based!)
· I always try to build a mental picture in my head whilst triaging. It often helps. 
· Ask patient to assess heart rate with Fitbit or any other device (e.g. Smart Phone).
· If the patient is conversing well and alert, it may be reasonable to assume that he or she has reasonable cerebral perfusion and therefore using ATLS principles, the systolic blood pressure of his or her carotid artery is likely to be between 70-80mm Hg. Furthermore, if the patient is able to squat and stand up easily without feeling dizzy/lightheaded (within 3 minutes) then he/she is likely to not have a systolic difference of at least 20mm Hg and 10mm Hg diastolic [footnoteRef:19].  [19:  https://www.bmj.com/content/342/bmj.d3128] 

· Assess patient’s breathing status by asking patient to take a deep breath and count from 1 to 30. The Roth score can help with identifying patients at risk of having higher-severity dyspnoea as the maximal counting number <10 or counting time <7 seconds identified patients with room-air pulse oximetry <95% with sensitivity of 91% and 83% respectively. Maximal counting number <7 or counting time <5 seconds identified patients with a room-air pulse oximetry <90% with sensitivity of 87% and 82% respectively.[footnoteRef:20] Please bear in mind this can be influenced by demographics including the patient’s profession!  [20:  https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6490799/pdf/CLC-39-636.pdf] 

· Asking a patient to measure his/her urine output over 24hrs could be helpful to decide if he or she is urinating normally as an average adult should urinate between 0.5-1ml/kg/hr and patients over 65 would be 50% less. 
· During video calls, it may possible to comment on the following:
· Demeanour
· Mobility status
· Abdominal history- ask patient to point! (is it foregut/midgut or hindgut pain?[footnoteRef:21]) [21:  http://www.columbia.edu/itc/hs/medical/humandev/2004/Chapt18-Endoderm.pdf] 

· Tonsils
· Colour of skin, eyes, tongue and lips (cyanosis)
· Respiratory rate
· Capillary refill time (check central sternum area)
· Rash
· Can he or she jump up and down okay (patients with peritonitis seldom can); hop test[footnoteRef:22]?! [22:  https://emj.bmj.com/content/29/5/422.2] 

· Use of accessory muscles (head bobbing in infants); chest wall movement; sternal, supra-clavicular, sub-sternal or intercostal recession.[footnoteRef:23]  [23:  https://emj.bmj.com/content/21/4/511] 

· The GP will need to decide on how to complete the call and if not possible, will decide to augment his/her clinical analysis by seeing the patient F2F or referring the patient to a Hub.
· If a patient is brought to the practice or a home visit is conducted, then please note there is a risk of infection as we must assume ALL patients (irrelevant if they have symptoms or not) have the suspected COVID-19 until proven otherwise! 
· If the patient is seen, then the consultation should take no more than 5 minutes as most of the history taking would be taken prior to arrival. The aim is to spend the least amount of time with the patient possible in order to assess whether safe to go home or not. 
· The clinician dons off the PPE as illustrated in  Appendix A.
· The patient is shown how to dispose of the PPE (Appendix A) and asked to wash his/her hands to remove any potential contaminants obtained through fomites. 
· The patient is then managed by either being referred to secondary care (C) or the consultation is completed (D). 



[bookmark: _Appendix_A_-][bookmark: _Toc35983839]Appendix A - National guidance material from NHS E and PHE

1. NHS Guidance and standard operating procedures: Coronavirus and general practice



2. Infection Prevention and Control guidance



3. Surgical face mask or FFP3 respirator




4. Putting on PPE



5. Taking off PPE




[bookmark: _Appendix_B][bookmark: _Appendix_B-_Sample][bookmark: _Toc35983840]Appendix B- Sample letter for patients prior to arrival to the practice

Dear Patient,
You have been booked into the [practice/hub name] for patients who do not have symptoms of possible COVID-19 but have other viral or respiratory symptoms that require a physical assessment.
To protect you, our patients and our staff please read the following instructions carefully:
1. Make your way to the [designated area].
2. Use the sink on entering the room and wash your hands thoroughly with soap and water for at least 20 seconds (see poster on wall).
3. Wear the PPE as shown. 
4. Take a seat and wait for the arrival of the clinician.
5. Please avoid moving around in the room and touching items or furniture.
6. Please ensure your mobile is switched on.
7. Use the ear thermometer in front of you to check your temperature (once in each ear) and note down the higher reading on the piece of paper in front of you.
8. Put the oxygen probe in front of you on one of your fingers and after 30 seconds note down the top (pulse) and bottom (oxygen saturation) reading on the piece of paper in front of you.
9. If you feel seriously unwell at any stage please alert a member of staff !
 The criteria for possible COVID 19 are:
· A new continuous cough
OR
· A fever over 37.8
If you have developed any of those symptoms you need to:
· Return home by the most direct route and avoid public transport
· Stay away from other people for at least the next 7 days or longer if your symptoms continue.
· Testing for coronavirus is not needed if you're staying at home.
· Contact 111 if you feel you can’t cope with your symptoms or your condition gets worse. 
· Stay at least 2 meters (about 3 steps) away from people if you can.
· To protect others, do not go to a GP, pharmacy or hospital!
The assessment consists of:
1. A five to ten minute remote assessment (via phone/video)
Following this assessment the clinician may:
· Advise you that you need to return home and give you instructions on how to manage your symptoms
· Prescribe medication
· Refer you to the hospital if they feel you are unwell
2. A focused physical examination (if absolutely necessary)
· The clinician will enter the room wearing protective equipment
· Maintain a safe distance of 2 meters (if possible)
· Carry out a focused examination as necessary
· Discuss and agree a management plan with you (this may be by phone)

[bookmark: _Appendix_C][bookmark: _Toc35983841]Appendix C- Information from specialist clinical departments

1. The Faculty of Sexual & Reproductive Healthcare of the Royal College of Obstetricians & Gynaecologists




[bookmark: _Appendix_D-_Technical][bookmark: _Toc35983842] Appendix D- Technical support for electronic video and file transfer via AccuRx.
[bookmark: _Toc35983843]Video Consultation (via AccuRx)
Ensure AccuRx is installed and configured for the user. It should look like below (if it does not see install and setup guide separately)
[image: ]
How does AccuRx Video work? 
AccuRx sends a unique link to the patient’s mobile number (and one to the GP number/PC). It can operate on any PC with a webcam (preferred) or any GP smartphone (without sharing the GP phone number).
How to start a video session?
	Load the patient in EMIS 
Click on the video image on Accurx

[image: ]

Ensure the patients mobile number is displayed at the top

Consent the patient and explain the process
1. I will send you a text message 
2. Click on the link
3. No need to install any app
4. Give permission
5. Join meeting

If you have webcam enter 
n/a in the your mobile number box or
enter your actual mobile number in this box

Click Send and save

A text message will be sent to the patient (and your mobile if you have provided it)

It is best to stay on the phone until the patient completes their steps.
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	AccuRx displays a copy of the message it has just sent to the patient. 

If you have webcam
Click this link on your PC/laptop

If you only have a mobile 
Click the link on your phone text message 



	[image: ]

	ONLY WORKS WITH GOOGLE CHROME
If you see the message opposite it means internet explorer is set as your default browser

Open Google Chrome (on your desktop)

[image: ]

Right click on the unique link above and select copy shortcut

Paste in to address bar into google chrome


You may wish to set google chrome as a default browser but this may not work for eRS referrals.
https://www.laptopmag.com/articles/make-chrome-firefox-default-browser-windows-10
	[image: ]

Alternatively you can 
[image: ]



	
Click Continue or Join Meeting 
You will then be able to see yourself (if you have webcam/phone) and the patient when they also join the meeting. 
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Other troubleshooting 

	



Solution

	Patient cannot enable camera/microphone

	1. Try another mobile number (family member)
                                    OR
2. Send them accurx template on video consultation – enabling camera and microphone and try again after some time

https://support.accurx.com/en/articles/3779266-video-consultation-problems-enabling-camera-or-microphone



	For further help 



	Access the help feature from the AccuRx main menu 
Left click on your initials and select help and search for video:
https://support.accurx.com/en/?q=video
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[bookmark: _Toc35983844]How to send paperwork (e.g. blood forms & MED3) electronically 
Obtain consent that the patient is happy to receive this by text link (preferred) or email. 
Part 1: Print to PDF (or scan to PDF)
All CCG Windows 10 PCs have a virtual printer called “Microsoft Print to PDF”. You can print use this printer to print virtually anything to a PDF. When asked to select printer – choose “Microsoft print to PDF” (or equivalent if you have alternative installed), see below. 
[image: ]

Provide a suitable initial and save to the desktop. Alternatively scan any paper document to a PDF and save to desktop (methods vary) save to the desktop. 

TIP: MED3 notes could be 
· Signed electronically (if facilities exists) or 
· Noted in the comment text as “not signed manually due to covid19” or
· Printed and signed and scanned to a PDF and then attached to text message via AccuRx



Part 2:  Send via AccuRx

	Select the patient on EMIS as usual
Click the text icon as usual
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Type a suitable message and 

Click “Attach file”

Select the PDF file you wish to send (click ok)

Select Send and Save
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1. The patient will receive a text message with a secure link to download the file. 
2. They will need to enter their date of birth to download the file. 
3. They can easily view the file on their phone or forward the link to any email or person if they need to print it. 
4. It is possible to electronically sign PDFs although this process is covered at this time. 


[bookmark: _Appendix_E-_Frequently][bookmark: _Toc35983845] Appendix E- Frequently asked questions to reception team

· “I have underlying health issues, e.g. asthma or diabetes; therefore I need a doctor’s letter to show it to my employers.” 

Our approach: Ask patient to either use Patient Online (view summary) or we are providing a brief summary electronically. Furthermore, letters will be sent to them in due course. 

· “I need a letter in writing from the GP explaining my underlying health issue and to inform my employers that I should quarantine myself for 12 weeks.”

Our approach: A letter will be sent out to all patients that are at risk in due course. 

· “I have been coughing for the last few days, difficult to breath, slight temperature but not sure if it is related to my asthma.”

Our approach: Triage to duty doctor for remote telephone/video (based on patient preference) consultation

· “I am struggling to breath, and coughing, with slight temp not asthmatic but I have allergies, shall I self-isolate also?”

Our approach: Triage to duty doctor for remote telephone/video (based on patient preference) consultation

· “I have had temp for over a week but my symptoms have not improved, do I need to continue to isolate or shall I call 111?”

Our approach: If patient well with ADLS, advised to complete the 111 online questionnaires

· “If I have flu-like/COVID-19 symptoms, then what medication shall I take?”

Our approach: visit NHS Choices but if well (can do all ADLs) self-isolate and take simple home remedies. If symptoms deteriorate, patient must either ring 111 or the practice. 

· “Can you please prescribe paracetamol as there is a shortage and am self-isolating due to my health issues and age?”

Our approach: Discretionary based on clinical context but we are advising the majority of our patients to try alternative retailers. 




· “Is it true if you take ibuprofen than your flu symptoms will get worst?”

Our approach: Currently no evidence to suggest this! (https://www.gov.uk/government/news/ibuprofen-use-and-covid19coronavirus)

· Patients requesting medication more than is needed in advance
Our approach: AccuRx message template ready and send out to patient, whilst rejecting request. 
· Patients are also calling for simple, minor ailments such as symptoms suggestive of conjunctivitis

Our approach: Signpost to NHS Choices
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1. Scope

This guidance is applicable in England. General practices operating under contract
to the NHS in Northern Ireland, Scotland and Wales should refer to guidance and
standard operating procedures (SOPs) produced by the governing bodies and
regulators in their devolved administration.

We are grateful for the support of the Royal College of General Practitioners (RCGP)
in helping develop this document.
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2. Background

Novel coronavirus may be referred to as:

® severe acute respiratory syndrome coronavirus 2, SARS-CoV-2: this is the
name of the virus

® coronavirus disease, COVID-19: this is the name of the disease.

Updated case definition and household guidance

Public Health England (PHE) has updated its possible COVID-19 case definition,
guidance on testing and on which cases should be reported to local health
protection teams.

The government has published stay at home guidance for households where a
household member meets the possible case definition.

Staff who meet the possible COVID-19 case definition will need to stay at home, as
per guidance for the general public, but can work remotely if they are well enough to
do so.

Travel history is no longer relevant to the possible case definition.

This guidance is correct at the time of publishing.

However, as it is subject to updates, please use the hyperlinks to confirm the
information you are disseminating to the public is accurate.
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3. Generic principles for primary
care settings (community pharmacy,
optical, dental and general
practices)

The collaborative endeavours of the primary care workforce in delivering the national
strategy on COVID-19 are an essential element of the NHS measures and our
national response. We recognise the impact that the COVID-19 response is having
and will continue to have on our staff, and we are deeply grateful for your dedication
and care.

Guidance for patients and the public

General information

Guidance is available on nhs.uk and on the government website including what to do
if people have symptoms, stay at home guidance, advice on handwashing, and
advice on social distancing.

NHS 111

NHS 111 has an online coronavirus service, running alongside its standard online
service, which can provide advice to patients with an urgent health concerns. The
NHS 111 telephone service should be used only when absolutely necessary.
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People at increased risk from COVID-19

Those who are at increased risk of severe illness from coronavirus (COVID-19) are
advised to stringently follow social distancing measures. This includes anyone over
70, anyone under 70 who would qualify for a flu jab on health grounds, and pregnant
women. Full guidance can be found here.

Guidance for staff

We recognise the pressures and anxieties that frontline staff face in response to the
coronavirus pandemic.

A national letter was published supporting doctors and healthcare professionals in
the coronavirus pandemic.

Major regulators have issued guidance to support healthcare professionals in these
challenging circumstances, encouraging partnership working, flexibility and operating
in line with the best available guidance.

Staff meeting possible case definition

Staff who meet the possible case definition should stay at home as per advice for the
public. Staff who are well enough to continue working from home should be
supported to work from home.

Guidance for staff at increased risk from COVID-19

The government has issued guidance about social distancing and shielding for
vulnerable groups at particular risk of severe complications from COVID-19.. Staff
who fall into these categories should not see any patients face-to-face, regardless of
whether a patient has possible COVID-19 or not. Remote working should be
prioritised for these staff.
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4. COVID-19: Standard
operating procedure (SOP)
for general practice

Key principles for general practice

Practice staff are to be made aware of this SOP, the current guidance and the
possible COVID-19 case definition.

All patients should be remotely triaged to assess whether a face-to-face
appointment is clinically necessary or whether follow up care and advice can be
given using remote consultation. All currently pre-booked face-to-face appointments
without prior triage need to be remotely triaged following this process.

Remote consultations should be used when possible to minimise risk of
transmission.

Infection prevention and control measures should be applied when seeing
patients for face-to-face consultations.

Practices should carefully assess where they can safely segregate, as much as
possible, non COVID-19 from possible COVID-19 patients.

All staff should be risk assessed on an ongoing basis to protect them.

Advice on self certification can be found here.

Planning for new ways of working

Collaboration between practices within primary care networks (PCNs) and with
community services is likely to be needed as pressure on the health system
escalates. Practices should consider how best to work together as PCNs to deliver
the best care for patients and communities, and how best to protect and maximise
the capabilities of staff across practices.

This should include contingency planning to manage urgent presentations of
possible COVID-19 ambulatory and housebound patients across networks, including
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those in care homes, to protect practices and allow them to continue to manage their
vulnerable cohort of patients as far as possible.

How we plan to communicate with you

1. Aturgenttimes of need: Central Alerting System.

2. Atless urgent times: commissioner’s cascade.

Please see Section 5: Communication and information for further details.

Practice communications

Practice communications (website, telephone, SMS) should direct patients to the
latest guidance, templates can be found here.

Changes to online booking

To mitigate any risk that potentially infected patients book appointments online and
attend the practice when they should be receiving advice to stay at home or go
through testing, all practices are now being advised to change any face-to-face
appointments booked without prior remote triage to remote consultations. You can
read more here:

Online booking pathway example PP

The patient's
request is resolved
and closed remotely

]

ey
Patient goes The appointment takes Health care
online and place with a heailth care professional
books an professional via a triages patient . .
appointment telephone or video during the .
consultation appointment =

A face-to-face
consultation is
arranged (when any
risks have been
mitigated)
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Remote triage and consultation (telephone, video,
online): possible COVID-19

If the patient contacts the practice directly or is referred by NHS 111, GPs should
assess the patient remotely, where possible, to minimise risks to patients and staff.

Patients who meet the possible COVID-19 case definition should be triaged as
follows:

* Non COVID-19: manage as usual in general practice. This includes:
— any patients who do not have nor live with someone who has relevant
symptoms
— patients with a high temperature but no cough who have an alternative
diagnosis e.g. cellulitis, urinary tract infection, unless they are also
staying at home because a member of their household has symptoms and
is a possible COVID-19 case.

* Possible COVID-19 (either due to their own or household member’s
symptoms): triage into:
— Category 1: Severely unwell: admit to hospital. Call ambulance and
inform call handler of COVID-19 risk.
— Category 2: Need further clinical assessment:
o manage remotely where possible

o Iif face-to-face assessment is required, determine if practice or home
visit is required

— Category 3: Mild symptoms: stay at home, self-care advice, contact NHS
111 if urgent health needs (whether related to COVID-19 or another
health issue).

Patients with possible coronavirus should be advised to delay any appointments for
routine elective care with their GP and in secondary care. Patients should contact
secondary care directly to delay appointments.
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Patients presenting at their general practice

On arrival

Make sure patient information posters for NHS settings are displayed where they can
be seen before patients enter the premises. Patient information should also be
displayed at reception, by any patient touch screen booking-in, in waiting areas and
at patient access points to clinical areas.

Face-to-face assessment of patients with possible COVID-19
following remote assessment

Patients with possible COVID-19 who require face-to-face assessment following
remote assessment by the practice or through NHS 111 should be managed as
follows:

* Use careful appointment planning to minimise waiting times as much as
possible.

* Where possible, separate waiting areas or isolation rooms should be used
for patients with possible COVID-19, with signage used to warn patients of
the segregated area. Where possible, these areas should be separated by
closed doors.

* Consider separating clinics into possible COVID-19 and non COVID-19 at
different times of the day. (Non-essential GP clinics may need to be
cancelled to enable this). This could be developed alongside other local
practices.

* |If this is not possible, determine whether the patient is happy and able to
wait outside the practice:

— If able to wait outside the practice:
o advise to wait in a private vehicle if possible
o otherwise, advise to wait outside and keep a distance of at least two
metres away from others to prevent droplet spread
o contact patients when an isolation room is ready

— Patients who cannot wait outside should be advised to wait in the waiting
room, keeping a distance of at least two metres away from others.
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* Staff should wash hands and don and doff PPE for patient assessment, and
keep exposure to a minimum. All PPE should be disposed of as clinical
waste.

* If the patient becomes critically ill and requires an urgent ambulance
transfer to a hospital the practice should contact 999 and inform the
ambulance call handler of COVID-19 concerns.

* If following face-to-face consultation, the patient does not meet the possible
COVID-19 definition, no additional measures are needed

* If following face-to-face consultation, the patient still has possible COVID-
19, the room that the patient has used, including door handles, should be
decontaminated before the next patient is seen even if the next patient has
possible COVID-19.

Patients presenting to reception without a booked appointment

All patients should be triaged remotely before face-to-face appointments.
If the patient presents in the practice without prior triage, they should be asked:

* Do you have a new, continuous cough?
* Do you have a high temperature (37.8°C or over)?

* Does anyone in your household have a new, continuous cough or a high
temperature?

If they answer yes to any of the above questions, ask:
* Do you feel you can cope with your symptoms at home?

If they answer yes, ask the patient to go home and follow the NHS coronavirus
advice.

If they answer no, the patient should be immediately isolated in an isolation room
away from other patients and staff, and triaged remotely by a clinician in the practice.

If face-to-face assessment is required, follow face-to-face assessment of patients
with possible COVID-19.
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Patients presenting with possible COVID-19 during a face-to-face
consultation

If COVID-19 is suspected when an appointment is in progress:

* close the consultation at a suitable point, withdraw from the room, close the
door and wash your hands thoroughly with soap and water

* assess the patient remotely where possible.

* if face-to-face assessment is required, follow face-to-face assessment of
patients with possible COVID-19

* if following face-to-face or remote consultation, the patient does not meet
the possible COVID-19 definition, no additional measures are needed

* if following face-to-face or remote consultation, the patient does meet the
possible COVID-19 definition, decontamination should be carried out in line
with the guidance here.

Home visits

Remote triage for possible COVID-19 should take place before a home visit is
arranged. Consultation should be remote rather than as a home visit, where
possible.

Healthcare staff performing non-deferrable essential visits to households with
possible COVID-19 should follow the infection control measures as outlined here,
including use of personal protective equipment (PPE).

Consult this infection prevention and control guidance before visiting a patient with

possible COVID-19 who is on home non-invasive ventilation, as additional PPE
precautions should be taken.

If possible COVID-19 is identified during a home visit, staff should ensure they have
the patient’s (or carer’s) telephone number. Staff should then withdraw from the
room, close the door and wash hands thoroughly with soap and water. Further
communication should be via telephone. If face-to-face assessment is required, PPE
must be used.

If possible COVID-19 is identified during a care home visit, please inform the local
health protection team.
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If the patient needs emergency medical care in hospital, an ambulance should be
requested where appropriate, and the 999 call handler informed of COVID-19 risk. If
the patient requires emergency care while awaiting ambulance transfer, the
healthcare professional should use PPE and keep exposure to a minimum.

Careful handwashing must be observed before and after home visits.

Ensure that ‘home visit’ bags contain necessary additional PPE and clinical waste
bags.

Personal protective equipment

Please see here for the latest guidance on PPE.

Before any face-to-face consultation, staff should assess any likely exposure and
ensure PPE is worn that provides adequate protection against the risks associated
with the procedure or task being undertaken. All staff should be trained in the proper
use of all PPE that they may be required to wear.

The current list of PPE for possible COVID-19 patients in primary care is as follows:

* disposable plastic aprons
* disposable gloves
* fluid-resistant surgical mask (FRSM)

* eye protection, depending on risk of being splashed by bodily secretions,
see full guidance here for further information.

The guidance suggests that respirators (FFP-3) and fluid-resistant surgical face
masks offer a similar level of protection — up to an 80% reduction in risk of infection,
except when performing aerosol-generating procedures. See here for full list of
aerosol-generating procedures and PPE requirements; note that in primary care, this
applies to home visits for patients on non-invasive ventilation.

An initial stock of protective kit (PPE) has been issued to each practice, including
400 general use aprons, 300 pairs of examination gloves and 300 fluid-resistant
surgical face masks. Larger practices will receive repeat deliveries to ensure they
have sufficient stock. Delivery of eye protection to GP practices has been urgently
requested.
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Decontamination

* Cleaning and decontamination should be carried out in line with the
government guidance here.

* If practices need to close temporarily for cleaning of communal areas, usual
business continuity arrangements should be followed.

* Practices should otherwise remain open unless advised to close by the
health protection team.
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5. Preparation guidance

Appoint a COVID-19 lead for the in-practice co-ordination of activities, training,
preparation and implementation of this SOP and any subsequent revisions to
guidance. Ensure daily communication with the practice team.

Communication and information

How we plan to communicate with you

1. Aturgenttimes of need: Central Alerting System:

* For urgent patient safety communications, we will contact you through the
Central Alerting System (CAS).

* Please ensure that you have registered for receiving CAS alerts directly from
the Medicines and Healthcare products Regulatory Agency (MHRA):
https://www.cas.mhra.gov.uk/Register.aspx

Practice action: when registering on CAS, please use a general practice email
account, not a personal one — for continuity of access. Ideally use a nhs.net
email account — it is more secure. Please register a mobile phone number for
emergency communications using the link above.

2. Atless urgent times: commissioner’s cascade:

* For less urgent COVID19 communications, we will email you through your
local commissioner.

Practice action: Please share a dedicated nhs.net COVID19 generic practice
email with your commissioner to receive communications and also share this
email with your local medical committee. In the event of user absence,
practices should ensure e-mails are automatically forwarded to an alternative
nhs.net account and designated deputy.

3. Supportive additional information:

* We will use a variety of different additional methods to keep you informed of
the emerging situation, alongside Royal Colleges, regulators and
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professional bodies, through formal and informal networks, including social
and wider media. You can follow these Twitter accounts to keep up to date:

— NHS England and NHS Improvement: @NHSEngland
— The Department for Health and Social Care @DHSC
— Public Health England @PHE_uk.

Bookmark and regularly review the hyperlinks to official guidance from PHE and
NHS England and NHS Improvement to ensure up-to-date knowledge and any
changes to protocols. Information for primary care has been collated here.

Register online with PHE to download COVID-19 resources:

* Registration: https://campaignresources.phe.gov.uk/resources

®* Resources:
https://campaignresources.phe.gov.uk/resources/campaigns/101-
coronavirus-

* Review and amend the information on posters, practice websites, online
booking, e-pages, appointment reminders/texts, voice mail/telephone
appointment protocols using https://www.england.nhs.uk/coronavirus/wp-
content/uploads/sites/52/2020/03/New-resources-for-practice-websites-and-
other-comms-channels_05032020.pdf

* Make sure posters are displayed where they can be seen before patients
enter the premises. Patient information should be displayed at reception, in
waiting areas and at patient access points to clinical areas.

* Review and update the contact details for:

regional/local health protection teams:
o find your local health protection team at www.gov.uk/health-protection-

team
your NHS regional infection prevention and control team
o search: ‘infection prevention control + your NHS region’
NHS local medical network (LMN)
local medical committee (LMC)
NHS regional medical director clinical advisory team
local NHS commissioning team.
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* Consider reinforcing links with local NHS primary care colleagues, including
the local pharmacy, dental and optical practice, to share knowledge and
experience, and to co-ordinate and collaborate on training and mutual
support.

Preparation of practice accommodation

* Identify multiple suitable spaces or rooms in the practice for patient/patient
group isolation.

— De-clutter and remove non-essential furnishings and items: this will assist
if decontamination is required post-patient transfer.

— Retain a telephone in the room for remote assessment.

* Brief all staff on the potential use of the rooms/areas and actions required in
the event that it is necessary to vacate rooms/areas at short notice.

* Identify toilet facilities that will be designated for the sole use of patients with
possible COVID-19.

* Rooms and toilet facilities should be cleaned between patients with possible
COVID-19.

* Prepare appropriate space/room signage to be used if the space/room is
occupied and for the toilet facilities.

* Prepare a patient ‘support pack’ (to be held in reserve). This may include
items such as bottled water, disposable tissues, clinical waste bag and fluid-
resistant surgical mask.

Preparation of practice for incident management

Practices may wish to draw on their existing protocols for dealing with medical
emergencies in practice, but these should all follow the same incident management
principles:

* Develop and rehearse the practice’s COVID-19 triage protocols and isolation
procedures:

— agree practice approach for each stage of the potential scenarios

— confirm role and responsibilities for each member of staff

appoint an incident manager

confirm lead for discussions with patients/NHS 111
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— prepare an aide-memoire for staff; using guidance in Section 3: Generic
principles for primary care settings (community pharmacy, optical, dental
and general practices)

— rehearse practice response.
* Review the coronavirus infection prevention and control protocols here.

* Anticipate impacts on practice schedule. Practices are advised to review:
— the likelihood of disruption to services and prioritise the most urgent
clinical work on the day.

— their business continuity plan. The RCGP has provided examples of
comprehensive business continuity plans here.

. Ensure that home visit bags have necessary PPE and clinical waste disposal
bags.
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Appendix 1: Feedback

This is a dynamic document that will be reviewed as the situation changes, and will respond to evidenced feedback and identified
lessons.

Feedback should be given in the template below and sent to england.spocskh@nhs.net. Subject line for your e-mail: COVID-19-
PRIMARY-CARE-SOP-FEEDBACK; add your organisation and your initials.

COVID-19 standard operating procedure V2 — March 2020
Primary care — general practice
Observation and comments
No IName Repre_sen_ted Page number |Original text Comments Suggested amendments Rationale for proposed
organisation amendment
1
2
3
4
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COVID-19: Guidance for infection prevention and control in healthcare settings. Version 1.0.

COVID-19

Guidance for infection prevention and control in

healthcare settings

Adapted from Pandemic Influenza: Guidance for Infection

prevention and control in healthcare settings 2020

Issued jointly by the Department of Health and Social Care (DHSC), Public Health Wales
(PHW), Public Health Agency (PHA) Northern Ireland, Health Protection Scotland (HPS)

and Public Health England as official guidance.
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1. Introduction

This document outlines the infection prevention and control advice for healthcare workers
involved in receiving, assessing and caring for patients who are a possible or confirmed case of
COVID-19. Itis based on the best evidence available from previous pandemic and inter-
pandemic periods and focuses on the infection prevention and control aspects of this disease

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

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

response to this COVID-19 pandemic.

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

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

1.1 Scope and purpose

This document provides guidance and information on infection prevention and control
procedures to inform and advise local healthcare planning for COVID-19. This guidance has
been written for the NHS, but the infection prevention and control principles apply to other
settings where healthcare is delivered. It is issued jointly by the Department of Health and
Social Care (DHSC), Public Health Wales (PHW), Public Health Agency (PHA) Northern
Ireland, Health Protection Scotland (HPS) and Public Health England as official guidance.

Whilst this guidance seeks to ensure a consistent and resilient UK wide approach, some
differences in operational details and organisational responsibilities may apply in Northern
Ireland, England, Wales and Scotland.
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2. Transmission characteristics of COVID-
19 and principles of infection prevention

and control

2.1 Routes of transmission

Infection control advice is based on the reasonable assumption that the transmission
characteristics of COVID-19 are similar to those of the 2003 SARS-CoV outbreak. The initial
phylogenetic and immunologic similarities between COVID-19 and SARS-CoV can be
extrapolated to gain insight into some of the epidemiological characteristics. The transmission
of COVID-19 is thought to occur mainly through respiratory droplets generated by coughing and
sneezing, and through contact with contaminated surfaces.! The predominant modes of
transmission are assumed to be droplet and contact. For SARS-CoV, there is limited evidence
from observational studies showing a protective effect of up to 80% of masks and N95
respirators (the US equivalent of UK FFP2 respirators) used by healthcare workers however the
evidence base is sparse and indications (and compliance) for mask/respirator use in these
studies varied.? It should be noted that N95 respirators are not recommended for use in UK
healthcare settings. In the UK, FFP3 respirators should be worn for airborne precautions and
must be compliant with BS EN149:200.1 For SARS-CoV, evidence suggests that use of both
respirators and surgical face masks offer a similar level of protection, both associated with up to
an 80% reduction in risk of infection.? During AGPs there is an increased risk of aerosol spread
of infectious agents irrespective of the mode of transmission (contact, droplet, or airborne)

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

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

In light of the above, the Department of Health and Social Care’s New and Emerging
Respiratory Virus Threat Assessment Group (NERVTAG) have recommended that airborne
precautions should be implemented at all times in clinical areas considered AGP ‘hot spots’ e.g.
Intensive Care Units (ICU), Intensive Therapy Units (ITU) or High Dependency Units (HDU) that
are managing COVID-19 patients (unless patients are isolated in a negative pressure isolation

room/or single room, where only staff entering the room need wear a respirator).
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In other areas a fluid-resistant (Type IIR) surgical mask (FRSM) is recommended; all general
ward staff, community, ambulance and social care staff should wear an FRSM for close patient
contact (within 1 metre), unless performing an AGP, when a filtering face piece (class 3) (FFP3)
respirator, eye protection, a disposable long sleeved gown and gloves should be worn.

Initial research has identified the presence of live COVID-19 virus in the stools and conjunctival
secretions of confirmed cases.! All secretions (except sweat) and excretions, including
diarrhoeal stools from patients with known or suspected COVID-19, should be regarded as

potentially infectious.

2.2 Incubation and infectious period

Assessment of the clinical and epidemiological characteristics of SARS-CoV-2 cases suggests
that, similar to SARS-CoV, patients will not be infectious until the onset of symptoms. In most
cases, individuals are usually considered infectious while they have symptoms; how infectious
individuals are, depends on the severity of their symptoms and stage of their illness. The median
time from symptom onset to clinical recovery for mild cases is approximately 2 weeks and is 3-6
weeks for severe or critical cases.® There have been case reports that suggest infectivity
during the asymptomatic period, with one patient found to be shedding virus before the onset of
symptoms.* Further study is required to determine the actual occurrence and impact of

asymptomatic transmission.

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

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

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

days after the onset of symptoms.

2.3 Survival in the environment

In light of limited data for SARS-CoV-2, evidence was assessed from studies conducted with
previous human coronaviruses including MERS-CoV and SARS-CoV. Human coronaviruses
can survive on inanimate objects and can remain viable for up to 5 days at temperatures of 22-
25°C and relative humidity of 40-50% (which is typical of air-conditioned indoor environments).!
Survival on environmental surfaces is also dependent on the surface type.! An experimental

study using a SARS-CoV-2 strain reported viability on plastic for up to 72 hours, for 48 hours on
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stainless steel and up to 8 hours on copper.! Viability was quantified by end-point titration on
Vero EB6 cells. Extensive environmental contamination may occur following an aerosol
generating procedure (AGP). The rate of clearance of aerosols in an enclosed space is
dependent on the extent of any mechanical/natural ventilation — the greater the number of air
changes per hour (ventilation rate), the sooner any aerosol will be cleared.® The time required
for clearance of aerosols, and thus the time after which the room can be entered without a
filtering face piece (class 3) (FFP3) respirator, can be determined by the number of air changes
per hour (ACH) as outlined in WHO guidance; in general wards and single rooms there should
be a minimum of 6 air changes per hour, in negative-pressure isolation rooms there should be
a minimum of 12 air changes per hour.® Where feasible, environmental decontamination
should be performed when it is considered appropriate to enter the room/area without an FFP3
respirator. A single air change is estimated to remove 63% of airborne contaminants, after 5 air
changes less than 1% of airborne contamination is thought to remain.” A minimum of 20
minutes i.e. 2 air changes, in hospital settings where the majority of these procedures occur is

considered pragmatic.

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

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

preventing and controlling COVID-19

Limiting transmission of COVID-19 in the healthcare setting requires a range of infection
prevention and control measures which can be considered as a hierarchy of controls.
Administrative controls are implemented at an organisational level (e.g. the design and use of
appropriate processes, systems and engineering controls, and provision and use of suitable
work equipment and materials) to help prevent the introduction of infection and to control and
limit the transmission of infection in healthcare. The control of exposure at source, including
adequate ventilation systems and effective environmental decontamination will physically
reduce exposure to infection. Employers are under a legal obligation — under control of
substances hazardous to health (COSHH) — to adequately control the risk of exposure to
hazardous substances where exposure cannot be prevented. The provision and use of personal
protective equipment (PPE), including respiratory protective equipment (RPE), will protect staff,
patients and visitors. Employees have an obligation to make full and proper use of any control
measures, including PPE, provided by their employer. The principles below are listed as a
hierarchy of infection prevention and control measures at a local hospital/ward level. (Note that
this list is not exhaustive but includes key principles and illustrates a useful approach to

preventing and controlling COVID-19).

Hierarchy of Control measures:

® Early recognition/reporting of cases;
® Early assessment/triaging of cases;

® Implementing control measures, including:

- maintaining separation in space and/or time between suspected and confirmed
COVID-19 patients,

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

(SICPs) and Transmission Based Precautions (TBPS),

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

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

symptoms resolve,
- planning and implementation of strategies for surge capacity.

In preparedness for implementing these control measures all healthcare organisations should
undertake planning, and test the preparedness response for the various phases of a pandemic.

This includes:

® An assessment of their facilities’ current capabilities. Healthcare services will not be able
to operate under ‘business as usual’ during a COVID-19 pandemic. An assessment of
the practical ability to deliver care and implement control measures under the pressure
of an exceptional number of patient admissions and reduced staff numbers due to illness
must be assessed; ensuring their facilities’ most current blueprints are readily available

and accessible if needed to make necessary changes;
® An assessment of the current workforce;

® Working in a multidisciplinary team with healthcare and social care leaders/managers,
engineering, and clinical staff to plan for segregation of patients and/or services and
creation of adequate isolation rooms; identifying potential areas that could be converted

effectively with minimum modifications; and

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

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

precautions

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

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

4.1  Standard infection control precautions (SICPs) definition

Standard infection control precautions (SICPs) are the basic infection prevention and control
measures necessary to reduce the risk of transmission of infectious agents from both
recognised and unrecognised sources. Sources include blood and other body fluids, secretions
and excretions (excluding sweat), non-intact skin or mucous membranes, and any equipment or
items in the care environment. SICPs should be used by all staff, in all care settings, at all
times, for all patients.

4.2  Transmission Based Precautions (TBPs) definition

Transmission based precautions (TBPs) are applied when SICPs alone are insufficient to
prevent cross transmission of an infectious agent. TBPs are additional infection control
precautions required when caring for a patient with a known or suspected infectious agent.

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

4.3 Routes of transmission:

® (Contact precautions: Used to prevent and control infection transmission via direct
contact or indirectly from the immediate care environment (including care equipment).

This is the most common route of infection transmission.

® Droplet precautions: Used to prevent and control infection transmission over short
distances via droplets (>5um) from the respiratory tract of one individual directly onto a
mucosal surface or conjunctivae of another individual. Droplets penetrate the respiratory
system to above the alveolar level. The maximum distance for cross transmission from
droplets has not been definitively determined, although a distance of approximately

1 metre (3 feet) around the infected individual has frequently been reported in the

Page 12 of 49





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

medical literature as the area of risk.”

® Airborne precautions: Used to prevent and control infection transmission without
necessarily having close contact via aerosols (<5um) from the respiratory tract of one
individual directly onto a mucosal surface or conjunctivae of another individual. Aerosols

penetrate the respiratory system to the alveolar level.

Interrupting transmission of COVID-19 requires both droplet and contact precautions; if an
aerosol generating procedure (AGP) is being undertaken then airborne precautions are

required in addition to contact precautions.
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5. Standard infection control precautions
(SICPs)

5.1 Patient placement/assessment for infection risk

Patients must be promptly assessed for infection risk on arrival at the care area and, if possible,
prior to accepting a patient from another care area. Patients should be continuously reviewed
throughout their inpatient stay. In all healthcare settings, patients with symptoms of COVID-19

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

5.2 Hand hygiene

Hand hygiene is essential to reduce the transmission of infection in health and other care settings
and is a critical element of standard infection control precautions (SICPs). All staff, patients and
visitors should decontaminate their hands with alcohol based hand rub (ABHR) when entering
and leaving areas where care for —suspected and confirmed COVID-19 patients is being

delivered.

Hand hygiene must be performed immediately before every episode of direct patient care and
after any activity or contact that potentially results in hands becoming contaminated, including
the removal of personal protective equipment (PPE), equipment decontamination and waste

handling: https://www.who.int/gpsc/5may/Your_5 Moments_For_Hand_Hygiene Poster.pdf

Before performing hand hygiene:

® expose forearms (bare below the elbows);

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

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

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

® cover all cuts or abrasions with a waterproof dressing.
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Technique for hand washing and rubbing

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

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

® The technique for hand washing must be carried out thoroughly and for a time period
sufficient to inactivate the virus i.e. 40 to 60 seconds. See Appendix 1 — Best practice

how to hand wash.

® ABHR must be available for all staff as near to point of care as possible, where this is not
practical, personal dispensers should be used. The technique for use of ABHR to
decontaminate hands must be carried out thoroughly and for a time period sufficient to
inactivate the virus i.e. 20 to 30 seconds. See Appendix 2.

® Where no running water is available or hand hygiene facilities are lacking, such as in a
patient's home, staff may use hand wipes followed by ABHR and should wash their

hands at the first available opportunity.

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

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

through good respiratory hygiene measures:

® Disposable, single-use tissues should be used to cover the nose and mouth when
sneezing, coughing or wiping and blowing the nose. Used tissues should be disposed of

promptly in the nearest waste bin.

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

available for patients, visitors and staff.

® Hands should be cleaned (using soap and water if possible, otherwise using ABHR) after
coughing, sneezing, using tissues or after any contact with respiratory secretions and

contaminated objects.
® Encourage patients to keep hands away from the eyes, mouth and nose.

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

readily at hand for immediate disposal of tissues.

® |n common waiting areas or during transportation, symptomatic patients may wear a
fluid-resistant (Type IIR) surgical face mask (FRSM), if tolerated, to minimise the

dispersal of respiratory secretions and reduce environmental contamination.

5.4  Personal Protective Equipment (PPE)

Before undertaking any procedure, staff should assess any likely exposure and ensure PPE is
worn that provides adequate protection against the risks associated with the procedure or task
being undertaken. All staff should be trained in the proper use of all PPE that they may be

required to wear.

In addition:

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

control precautions, including the PPE recommended in this document.

All PPE should be:

® compliant with the relevant BS/EN standards (European technical standards as adopted
in the UK);

® |ocated close to the point of use;

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

must be adhered to);
® single-use only;

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

and

® disposed of after use into the correct waste stream i.e. healthcare/clinical waste (this may
require disposal via orange or yellow bag waste; local guidance will be provided depending
on the impact of the disease)
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5.4.1 Disposable apron/gown

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

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

Fluid-resistant gowns must be worn when a disposable plastic apron provides inadequate cover
of staff uniform or clothes for the procedure/task being performed and when there is a risk of
extensive splashing of blood and/or other body fluids e.g. during aerosol generating procedures
(AGPs). If non fluid-resistant gowns are used, a disposable plastic apron should be worn

underneath.

Disposable aprons and gowns must be changed between patients and immediately after
completion of a procedure/task.

5.4.2 Disposable gloves

Disposable gloves must be worn when providing direct patient care and when exposure to
blood and/or other body fluids is anticipated/likely, including during equipment and
environmental decontamination. Gloves must be changed immediately following the care

episode or the task undertaken.

5.4.3 Eye protection/Face visor

Eyel/face protection should be worn when there is a risk of contamination to the eyes from
splashing of secretions (including respiratory secretions), blood, body fluids or excretions. An

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

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

Eye/face protection can be achieved by the use of any one of the following:
® surgical mask with integrated visor;
® full face shield/visor;
® polycarbonate safety spectacles or equivalent;

Regular corrective spectacles are not considered adequate eye protection.

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

No special procedures are required; linen is categorised as ‘used’ or ‘infectious’. All linen used
in the direct care of patients with suspected and confirmed COVID-19 should be managed as
‘infectious’ linen. Linen must be handled, transported and processed in a manner that prevents
exposure to the skin and mucous membranes of staff, contamination of their clothing and the

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

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

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

When handling linen do not:

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

® place used/infectious linen on the floor or any other surfaces e.g. a locker/table top;
® re-handle used/infectious linen once bagged;

® overfill laundry receptacles; or

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

When managing infectious linen:
® place directly into a water-soluble/alginate bag and secure;
® place the water-soluble bag inside a clear polythene bag and secure;

® place the polythene bag into in the appropriately coloured (as per local policy) linen bag
(hamper).

All linen bags/receptacles must be tagged e.g. ward/care area and date. Store all
used/infectious linen in a designated, safe, lockable area whilst awaiting uplift. Organisational
preparedness plans should consider the safe storage of excess linen awaiting collection and for

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

The appropriate use of personal protective equipment (PPE) will protect staff uniform from
contamination in most circumstances. Healthcare facilities should provide changing

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

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

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

Healthcare laundry services should be used to launder staff uniforms. If there is no laundry
facility available, then uniforms should be transported home in a disposable plastic bag. This
bag should be disposed of into the household waste stream.

Uniforms should be laundered:
® separately from other household linen;
® in aload not more than half the machine capacity;

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

NB. It is best practice to change into and out of uniforms at work and not wear them when
travelling; this is based on public perception rather than evidence of an infection risk. This does
not apply to community health workers who are required to travel between patients in the same

uniform.

5.7 Management of blood and body fluid spills

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

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

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

Dispose of all waste as clinical waste.
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Waste from a possible or a confirmed case must be disposed of as Category B waste. The

transport of Category B waste is described in Health Technical Memorandum 07-01: Safe

management of healthcare waste. Disposal of all waste related to possible or confirmed cases
should be classified as infectious clinical waste suitable for alternative treatment, unless the

waste has other properties that would require it to be incinerated.

6. Transmission based precautions (TBPs)
for pandemic COVID-19

In addition to standard infection control precautions (SICPs), droplet precautions should be used
for patients known or suspected to be infected with COVID-19 in all healthcare settings.

® COVID-19 virus is expelled as droplets from the respiratory tract of an infected individual
(e.g. during coughing and sneezing) directly onto a mucosal surface or conjunctiva of a

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

® Droplets travel only short distances through the air; a distance of at least 1 metre has
been used for deploying droplet precautions. However, this distance should be

considered as the minimum rather than an absolute:

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

of the patient’s fever and respiratory symptoms.

6.1  Duration of precautions

Patients should remain in isolation/cohort with TBPs applied until the resolution of fever and
respiratory symptoms. The duration of TBPs may require modification based on the intelligence
gathered about COVID-19.

Patients can be discharged before resolution of symptoms provided they are deemed clinically

fit for discharge and should be advised to self-isolate as per staying at home guidance.

Discharge to long term care facilities should be discussed and agreed locally.

The decision to modify the duration of, or ‘stand down’ TBPs should be made by the clinical
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team managing the patient(s); based on patient condition and in agreement with the local

Infection Prevention and Control Team (IPCT).

6.2 Segregation and cohorting (inpatient settings)

6.2.1 Negative pressure isolation rooms

Special environmental controls, such as negative pressure isolation rooms, are not necessary
to prevent the transmission of COVID-19. However, in the early stages, and in high risk
settings, patients with suspected or confirmed COVID-19 may be isolated in negative pressure

rooms.

6.2.2 Single rooms

Wherever possible, patients with suspected or confirmed COVID-19 should be placed in single
rooms. In an escalating situation there is however likely to be a lack of single rooms/isolation
facilities. Where single/isolation rooms are in short supply, and cohorting is not yet considered
possible (patient(s) awaiting laboratory confirmation), prioritise patients who have excessive

cough and sputum production for single/isolation room placement.

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

performing aerosol generating procedures (AGPS).

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

other (non-influenza-like illness) reasons.

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

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

If a single/isolation room is not available, cohort confirmed respiratory infected patients with
other patients confirmed to have COVID-19. Ensure patients are physically separated; a
distance of at least 1 metre. Use privacy curtains between the beds to minimise opportunities
for close contact. Where possible, a designated self-contained area or wing of the healthcare
facility should be used for the treatment and care of patients with COVID-19. This area should:

® include a reception area that is separate from the rest of the facility and should, if
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feasible, have a separate entrance/exit from the rest of the building;

® not be used as a thoroughfare by other patients, visitors or staff, including patients being
transferred, staff going for meal breaks, and staff and visitors entering and exiting the
building;

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

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

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

may also be prudent to consider:

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

® underlying patient condition (immunocompromised);

® age groups when cohorting children; and

® routine childhood vaccination status when cohorting children.

6.2.4 Staff cohorting

Assigning a dedicated team of staff to care for patients in isolation/cohort rooms/areas is an
additional infection control measure. This should be implemented whenever there are sufficient

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

Staff who have had confirmed COVID-19 and recovered should continue to follow the infection
control precautions, including personal protective equipment (PPE), as outlined in this

document (see section 7).

6.2.5 Visitors to segregated/cohort areas

Visitors to all areas of the healthcare facility should be restricted to essential visitors only, such
as parents of paediatric patients or an affected patient’s main carer. Local risk assessment and
practical management should be considered, ensuring this is a pragmatic and proportionate
response, including the consideration of whether there is a requirement for visitors to wear PPE
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or respiratory protective equipment (RPE).

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

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

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

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

be permitted to enter areas where there are immunocompromised patients.

6.3

6.3.1

6.3.2

6.3.3

Patient transfers and transport
Intra-hospital transfers:

The movement and transport of patients from their single room/cohort area should be
limited to essential purposes only. Staff at the receiving destination must be informed

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

If transport/movement is necessary, consider offering the patient a fluid-resistant (Type
lIR) surgical mask (FRSM) to be worn during transportation, to minimise the dispersal of

respiratory droplets when this can be tolerated.

Patients must be taken straight to and returned from clinical departments and must not
wait in communal areas. If possible, patients should be placed at the end of clinical lists.

Transfer from primary care/community settings:

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

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

Staff of the receiving ward/department should be notified in advance of any transfer and
must be informed that the patient has or is suspected to have COVID-19.

Inter-hospital transfers:

Patient transfer from one healthcare facility to another should be avoided; transfer may
be undertaken if medically necessary for specialist care arising out of complications or

concurrent medical events (for example, cardiac angioplasty, and renal dialysis). If
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transfer is essential, the ambulance service and receiving hospital must be advised in

advance of the infectious status of the patient.

6.4  Personal protective equipment (PPE)

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

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

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

Entry to Within 1 metre of a High risk units  Aerosol
cohort area patient with where AGPs generating
(only if possible/confirmed are being procedures
necessary) no COVID-19* conducted eg:  (any setting)
patient ICU/ITU/HDU
contact*

Disposable No Yes Yes Yes

Gloves

Disposable No Yes Yes No

Plastic Apron

Disposable No No No Yes

Gown

Fluid-resistant Yes Yes No No

(Type lIR)

surgical mask

(FRSM)

Filtering face No No Yes Yes

piece (class 3)

(FFP3)

respirator

Disposable No Risk assessment Yes Yes

Eye protection

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

nasal or nasopharyngeal swabs.

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

transmission of COVID-19 by respiratory droplets.

In all healthcare settings:

® A FRSM must be worn when working in close contact (within 1 metre) of a patient with
COVID-19 symptoms. This provides a physical barrier to minimise contamination of the

mucosa of the mouth and nose.

® |n an area where pandemic COVID-19 patients have been cohorted together, it may be
more practical for staff to wear a FRSM at all times, rather than only when in close
contact with a patient. Similarly, in primary care/outpatient settings it may be more
practical for staff working in a segregated (COVID-19 patient) area to wear a FRSM for

the duration they are in the patient area.

® A FRSM for COVID-19 should:

- be well fitted covering both nose and mouth;

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

use;

— not be touched once put on;

- be changed when they become moist or damaged,

- be removed outside the patient room, cohort area or 1 metre away from the

patient with possible/confirmed COVID-19; and

— beworn once and then discarded as healthcare (clinical) waste (hand
hygiene must always be performed after disposal).

The provision of a FRSM for patients with suspected/confirmed COVID-19 at point of
assessment or triage in any healthcare setting should be considered if the patient can tolerate it

(except when in a dedicated COVID-19 area).
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6.4.2 Filtering face piece (class 3) (FFP3) respirators

Filtering face piece (class 3) (FFP3) respirators should be worn whenever there is a risk of
airborne transmission of pandemic COVID-19 i.e. during aerosol generating procedures (AGPSs)
and at all times in intensive care unit (ICU), intensive therapy unit (ITU), high dependency unit
(HDU) where COVID-19 patients are cohorted.

All tight fitting respiratory protective equipment (RPE) (i.e. FFP3 respirators) must be:
® single use (disposable) and fluid-resistant*. Fluid resistant FFP3’s should be worn with

appropriate eye protection;

® fit tested on all healthcare staff who may be required to wear an FFP3 respirator to
ensure an adequate seal/fit according to the manufacturers’ guidance; fit checked
(according to the manufacturers’ guidance) every time an FFP3 respirator is donned to

ensure an adequate seal has been achieved;

® compatible with other facial protection used i.e. protective eyewear so that this does not
interfere with the seal of the respiratory protection. Regular corrective spectacles are not

considered adequate eye protection;

® disposed of and replaced if breathing becomes difficult, the respirator is damaged or
distorted, the respirator becomes obviously contaminated by respiratory secretions or
other body fluids, or if a proper face fit cannot be maintained; and

® pewornonce and then discarded as healthcare (clinical) waste (hand hygiene
must always be performed after disposal).

*If wearing a FFP3 that is not fluid resistant, a full face shield/ visor must be worn

A FFP3 respirator, although ‘single use’, can be worn for as long as comfortable, for example
for the duration of a ward round or providing clinical care.

Once separated from the face FFP3s must be discarded.

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

All other PPE should be removed in the patient care area.
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Further information regarding fitting and fit checking of respirators can be found on the Health
and Safety Executive website.

See Appendix 6 for guidance on facial hair and FFP3 wear
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6.5 Aerosol-generating procedures (AGPSs)

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

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

® |ntubation, extubation and related procedures;
® Tracheotomy/tracheostomy procedures;

® Manual ventilation;

® Open suctioning;

® Bronchoscopy;

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

Continuous Positive Airway Pressure ventilation (CPAP);
® Surgery and post-mortem procedures in which high-speed devices are used;
® High-frequency oscillating ventilation (HFOV),
® High-flow Nasal Oxygen (HFNO)
® |nduction of sputum (see glossary);

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

For patients with suspected/confirmed COVID-19, any of these potentially infectious AGPs
should only be carried out when essential. Where possible, these procedures should be carried
out in a single room with the doors shut. Only those healthcare staff who are needed to
undertake the procedure should be present. A disposable, fluid repellant surgical gown, gloves,
eye protection and a FFP3 respirator should be worn by those undertaking the procedure and

those in the room.

Certain other procedures/equipment may generate an aerosol from material other than patient
secretions but are not considered to represent a significant infectious risk. Procedures in this

category include:
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® administration of pressurised humidified oxygen;

® administration of medication via nebulisation.

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

to remove nebulisers and oxygen masks.

6.6 Management of equipment and the care environment

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

® A combined detergent/disinfectant solution at a dilution of 1,000 parts per million
available chlorine (ppm available chlorine (av.cl.)); or

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

disinfectant solution of 1,000ppm av.cl.

Only cleaning (detergent) and disinfectant products supplied by employers are to be used.
Products must be prepared and used according to the manufacturers’ instructions and
recommended product "contact times" must be followed. If alternative cleaning
agents/disinfectants are to be used, they should only on the advice of the IPCT and conform to
EN standard 14476 for virucidal activity

6.6.1 Equipment

Patient care equipment should be single-use items if possible. Reusable (communal) non-
invasive equipment should as far as possible be allocated to the individual patient or cohort of
patients.

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

® between each patient and after patient use;

® after blood and body fluid contamination; and
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® at regular intervals as part of equipment cleaning.

An increased frequency of decontamination should be considered for reusable non-invasive

care equipment when used in isolation/cohort areas.

« ventilators should be protected with a high efficiency filter, such as BS EN 13328-1
e closed system suction should be used

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

equipment.

Avoid the use of fans that re-circulate the air.1°

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

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

6.6.2 Environment

Patient isolations rooms, cohort areas and clinical rooms must be decontaminated at least
daily. Clinical rooms should also be decontaminated after clinical sessions for patients with
suspected/known pandemic COVID-19. In addition, patient isolation rooms must be terminally

cleaned:

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

laundering of all curtains and bed screens);

® Once vacated by staff following an AGP. Clearance of infectious particles after an AGP
is dependent on the mechanical/natural ventilation and air change per hour(ACH) within
the room. A single air change is estimated to remove 63% of airborne contaminants;
after 5 air changes, less than 1% of airborne contamination is thought to remain. In an
isolation room with 10-12 ACH a minimum of 20 minutes is considered pragmatic; in a
side room with 6 ACH this would be approximately 1 hour. Advice should be sought from

the local Infection Prevention and Control Team (IPCT).

An increased frequency of decontamination should be incorporated into the environmental
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decontamination schedules for areas where there may be higher environmental contamination

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

® “frequently touched” surfaces such as medical equipment, door/toilet handles and locker
tops, patient call bells, over bed tables and bed rails should be cleaned at least twice

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

Domestic/cleaning staff performing environmental decontamination should:

® De allocated to specific area(s) and not be moved between COVID-19 and non-COVID-
19 care areas;

® De trained in which personal protective equipment (PPE) to use and the correct methods
of wearing, removing and disposing of PPE. The care environment should be kept clean
and clutter free. All non-essential items including toys, books and magazines should be
removed from reception and waiting areas, consulting and treatment rooms, emergency
departments, day rooms and lounges. When made available, these items should not be
shared. All toys must be cleanable and should be cleaned regularly (preferably at the

same time as the environment).

6.7 Handling dead bodies

The principles of Standard Infection Control Precautions (SICPs) and Transmission Based
Precautions (TBPs) continue to apply whilst deceased individuals remain in the care
environment. This is due to the ongoing risk of infectious transmission via contact although the
risk is usually lower than for living patients. Where the deceased was known or suspected to
have been infected with COVID-19, there is no requirement for a body bag, and viewing,
hygienic preparations, post-mortem and embalming are all permitted.

Following a risk assessment of the potential post-mortem risk pathways PHE has developed
this advice in line with the principles set out in the HSE guidance for droplet transmission risk
as set out in: ‘Managing infection risks when handling the deceased: Guidance for the
mortuary, post-mortem room and funeral premises, and during exhumation’.

https://www.hse.gov.uk/pUbns/priced/hsqg283.pdf
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/. Occupational health and staff

deployment

Prompt recognition of cases of COVID-19 among healthcare staff is essential to limit the
spread. Healthcare staff with influenza-like illness should not come to work. Asageneral
principle, healthcare staff who provide care in areas for suspected/confirmed patients should not

care for other patients, although exceptions may be necessary.

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

COVID-19, including pregnant staff. Employers should:

® Discuss with employees who are at risk or are pregnant the need to be deployed away from
areas used for the care of those who have, or are clinically suspected of having, COVID-19;
or, in the primary care setting, from clinics set up to manage people with COVID-19

symptoms.

® Ensurethatadviceis available to all healthcare staff, including specific advice to those at

risk from complications.

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

As part of their employer’s duty of care, providers have a role to play in ensuring that a fit
testing programme is in place for those who may need to wear filtering face piece (class 3)
(FFP3) respirator. In the event of a breach in infection control procedures e.g. an incorrectly worn
FFP3 respirator during a potentially infectious aerosol generating procedure (AGP, staff should

be reviewed by occupational health.

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

illness and absence.

Where possible, staff who have had confirmed COVID-19 (early in the stages of the outbreak
this would be via virology confirmation, thereafter, this is likely to be as per case definition)
should work in the cohort areas and care for suspected/confirmed COVID-19 patients. Such
staff should continue to follow the infection control precautions, including personal protective

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

The following guidance is given to assist specific care settings to implement the principles of
standard infection control precautions (SICPs) and transmission based precautions (TBPSs)
described in this document, which apply in all care settings.

8.1 Care home settings

Isolation within a care home for a known/suspected infection can be achieved in the persons’
bedroom in most cases. Residents should remain in their bedroom whilst considered infectious
(as described above) and the door should remain closed (if unable to isolate the individual then

this should be documented).

8.2 Primary care

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

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

® Creating a separate area within the facility for care of suspected patients, including
separate waiting and reception areas if possible. The area should be separated from
non-segregated areas by closed doors. To control entry, signage should be displayed
warning of the segregated area.

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

with disinfection of shared areas taking place between different clinics.

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

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

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

other patients.
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8.3  Outpatient settings

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

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

® deferring the procedure and re-scheduling the next appointment;
® transferring the patient to a designated hospital with isolation or cohort facilities;

® introducing physical barriers such as screens in special units to separate patients with
symptoms of COVID-19.

8.4  Dental surgeries

Patients with symptoms of COVID-19 should not be seen for routine dental care. If a dental
emergency is suspected such as severe haemorrhaging or difficulty in breathing the patient

should be seen in a hospital environment.

If emergency dental care is required staff in attendance should be kept to a minimum and must
wear appropriate personal protective equipment (PPE) (see table 1) particularly if this involves

high speed drilling section 6.5.

8.5 Home visits

Home visits should continue as long as required to patients without COVID-19. If it becomes
necessary to suspend some home visits, alternative arrangements must be put in place to
maintain contact (e.g. telephone liaison). Health and social care staff performing non-deferrable
essential visits (for example, child protection) to households with suspected/confirmed COVID-

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

8.6 Ambulances

In ambulances, patient segregation can be achieved by:

® designating an ambulance(s) for transfer of patients with suspected/confirmed COVID-19
for the duration of each shift;
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® transporting coughing and sneezing patients on their own whenever possible. However, if
pressure upon the service occurs, two patients with symptoms of COVID-19 may be

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

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

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

8.7 Emergency departments and acute assessment units

Emergency departments and acute assessment units may be overwhelmed with patients
seeking care during the peak of a pandemic. Alternative approaches to triage and initial

assessment will be required to:

® rapidly screen and identify those who have symptoms of COVID-19 upon their arrival,
® separate symptomatic patients from others to reduce the risk of transmission; and

® determine as early as possible the type of care patients will require (i.e. see and
discharge or admit for treatment).

8.7.1 Screening and triage

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

symptoms to inform reception staff immediately on their arrival.

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

deferral of patients who do not require emergency care.

8.7.2 Reception area

Patients with symptoms of COVID-19 should be triaged to a segregated waiting and
assessment area immediately. Patients should be instructed to stay in this waiting area and not
visit other departments or, parts of the hospital/unit, or go to public areas such as the cafeteria.

Signage and physical barriers should be used as appropriate.

If separate areas for patients with symptoms of COVID-19 cannot be established, an alternative
areal/site should be set up for those at highest risk of complications from COVID-19 and who do

not have respiratory symptoms (e.g. patients presenting for dialysis, patients with a history of

Page 35 of 49





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

blood cell or organ transplantation, chemotherapy, or who are immunocompromised for other

reasons).

Patients who do not have symptoms of COVID-19 but require prompt acute care assessment
should be triaged to a specific waiting and examination area, physically separate from the

COVID-19 waiting and assessment area.

8.7.3Critical care

PPE must be worn:

all respiratory equipment must be protected with a high efficiency filter (such as BS EN 13328-
1). This filter must be disposed of after use

disposable respiratory equipment should be used wherever possible. Re-usable equipment
must, as a minimum, be decontaminated in accordance with the manufacturer’s instructions

a closed suctioning system must be used
ventilator circuits should not be broken unless necessary
ventilators must be placed on standby when carrying out bagging

8.7.4 Theatres

theatres must be informed in advance of a patient transfer of a confirmed or possible COVID-
19 positive case

the patient should be transported directly to the operating theatre and should wear a surgical
mask if it can be tolerated

the patient should be anaesthetised and recovered in the theatre. Staff should wear protective
clothing but only those at risk of exposure from aerosol generating procedures, i.e during
intubation need to wear FFP3 respirators and full gowns. considerations about the use of
respiratory/anaesthetic equipment are addressed in the critical care section above

instruments and devices should be decontaminated in the normal manner in accordance with
manufacturers’ advice

both laryngoscope handle and blade should either be single use or reprocessed in the Sterile
Supply Department. Video laryngoscope blades should be single use and scope/handle
decontaminated as per manufacture instructions.

the theatre should be cleaned as per local policy for infected cases, paying particular attention
to hand contact points on the anaesthetic machine

theatres should not be used by staff or patients for 20 minutes after the patient leaves if
conventionally ventilated, or 5 minutes if ultraclean ventilation is used

possible or confirmed cases of COVID-19 should be placed at the end of the list where feasible
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Appendix 1 — Best practice how to hand

wash

Steps 3-8 should take at least 15 seconds.
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Wiet hands wiih waler, cover 2l hand surfacas, AL hands palm to palm.
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other hand with Intenacag Palm to paim with Backs of INgers 1o opposing
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...and your hands are safe”.

"Any skin complaints should be refemed to local occupational health or GP
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Appendix 2 — Best Practice How to hand rub

Duration of the process: 20-30 seconds.

o

# ™y

Apoty a palmiul of the product Hight palm ower the back of the
in & cupped hand and cover other hand with interlaced
all suriacas. Rub hands palm 1o palm. fingers and vica versa.
h, AN P W
F4 N FE N FE &
Rotational rubbing of
Palm 1o palm with Backs of fingers to oppasing left thumb clasped in right
fingers interlaced. palms with fimgers interiocked. palm and vice versa
e o . A e o
- Y )
7 %( &
@ W
Rotational rubbing, backwards and
forwerds with clasped fingers of right
hard in left paim and wvice versa. ...once dry, your hands ane safe.
N r L o
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Appendix 3 — Best Practice - Putting on and

taking off PPE

Use safe work practices to protect yourself and limit the spread of infection
+ Heep hands away from face and PPE being wom.
= Change gloves when tom or heavilly contaminated.
» Limit surfaces touched in the patient environment.

= Regularly perform hand hygiens.
= Abmays chean hands after remowing gloves.

NB Masks and goggles are not routinely recommended for contact precautions. Consider the use of these under standard
infiection control precautions. or if there are other routes of transmission.

The type of PPE used will vary based on the type of exposure i
The arder for putting on PPE s Apron or Gown, Surgical Mask, Eye Protection (where required) and Gloves.
The order fior removing PPE is Glowes, Apron or Gown, Eye Protection, Surgical Mask.
1. Puiting on Personal Protective Equipment (PPE).

= Perform hand hygiene before putting on PPE

, and nok all items of PPE will be required.

1
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2 Removing Personal Protective Equipment (PPE)
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= Perform hand hygiene immediately on removal_
= All PPE should be removed before leaving the area and disposed of as

healthcare waste.
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Appendix 4: Routine decontamination of reusable non-invasive

patient care equipment

Routine decontamination of reusable non-

invasive care equipment

v

Check manufacturer’s instructions for suitability of cleaning products especially when dealing with electronic equipment.
Wear appropriate PPE e.g. disposable, non-sterile gloves and aprons.

No

A4

Is equipment contaminated
with urine/vomit/faeces or has
it been used on a patient with a
known or suspected

infection/colonisation?

Decontaminate equipment
with disposable
cloths/paper towel and a
fresh solution of general-
purpose detergent and
water or detergent
impregnated wipes.
Rinse and thoroughly dry.
Disinfect specific items of
non-invasive, reusable,
communal care equipment
if recommended by the
manufacturer e.g. 70%
isopropyl alcohol on
stethoscopes

Is equipment
contaminated
with blood?

Yes

v

Immediately decontaminate
equipment with disposable
cloths/paper roll and a fresh
solution of detergent, rinse, dry
and follow with a disinfectant
solution of 1,000 parts per million

available chlorine (ppm av cl) *
rinse and thoroughly dry

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

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

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

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

'

e Follow manufacturer’s instructions for dilution, application and
contact time.
L_» | « Clean the piece of equipment from the top or furthest away point
Discard disposable cloths/paper roll immediately into the
healthcare waste receptacle
Discard detergent/disinfectant solution in the designated area
Clean, dry and store re-usable decontamination equipment
Remove and discard PPE
Perform hand hygiene

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

| Prevention and Control
Manual
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Appendix 5 — Best Practice - Management of

blood and body fluid spillages

( Blood andior body Auld spillags” ) :‘m mlll'rn:-u“ conirol team/
Viear apprmpiate personal protective squipmant
[PPE) £.g. non-slerie dsposable gloves/aprns
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o biody fuld a5 Specfied 3 urina =l
In Box 17 « Soak up spllageigross ConEaminason using
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« If 2 urine spillage 3 geling agent £3n be Lsad
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« ¥ granulas not avaliabla piace disposabie

towals over spillage to absorb and contaln It appeying
solution of 10,000 parts par million avallable
chiorine (ppm av cl) sclution to the fowels.

= [Follow marufacurers’ instructions on contadt tme or

= Decontaminate area with 3 solufon of 1,000 parts

par million avallabls chioring (ppm v cl) soluticn
or use 3 combined e releasing
solution with a concentration of 1,000 ppm av ol

leave for 3 minutes.

« Discard tha groess contamination Info a heakhcare
wasia bag

"4l HHSScotand SeHINgs MUS? LSS granuiss, of

equivalent product 2 g spll kits.

¥

= Wash area with disposable paper towels and a solution of general purpose detengent and wanm water.

= Folicw manufasiurers' Insiruiciions on coniact tme.

« Diry ansa or aliow bo air dry.
« Dilgcand paper towes and disposable FPE IntD a heaithcars waste bag.
+ Perfomm hand hygiens.
-
Box 1 Discuss with IPCT and conaldar:
« Cersbrospinal Nukd - \aginal secretons + I furnishing heavily comtaminated you may have fo discard it
» Perttoneal fukd . Breast mik + [7the furnishing can withsiand a chionne releasing solution
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- » TRk not safe 0 clean wim detergent then the hem shoukd
Y b discanded.
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Appendix 6: Facial hair and FFP3 respirators

Respirator
sealing
surface
—_— —_—

Clean shaven Stubble Full beard

X

=

AN

(s
) X
I
]

So?ch Goatee* Extended goatee
Si s Handlebar* Mutton chops

o
[
o
[
=
3

X

7o o > >

Pencil Thick moustache Long moustache

v %

o
)
)

@

*Ensure that hair does not cross the respirator sealing surface

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

*Adapted from The Centers for Disease Control and Prevention, The National Personal Protective Technology Laboratory (NPPTL), NIOSH.
Facial Hairstyles and Filtering Facepiece Respirators. 2017.

Available online at https://www.cdc.gov/niosh/npptl/Respiratorinfographics.html . Accessed 26/02/2020.
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Appendix 7 Glossary

Aerosol-generating procedures
(AGPs)

Airborne Transmission

Airborne particles

Airborne precautions

BS/EN standards

Certain medical and patient care activities that
can result in the release of airborne particles
(aerosols). AGPs can create a risk of airborne
transmission of infections that are usually only
spread by droplet transmission.

The spread of infection from one person to
another by airborne particles (aerosols)
containing infectious agents.

Very small particles that may contain

infectious agents. They can remain in the air for
long periods of time and can be carried over
long distances by air currents. Airborne particles
can be released when a person coughs

or sneezes, and during aerosol generating
procedures (AGPs). “Droplet nuclei” are
aerosols formed from the evaporation of larger
droplet particles (see Droplet Transmission).
Aerosols formed from droplet particles in this
way behave as other aerosols.

Measures used to prevent and control infections
spread without necessarily having close patient
contact via aerosols (less than or equal to 5um)
from the respiratory tract of one individual
directly onto a mucosal surface or conjunctivae
of another individual. Aerosols can penetrate the
respiratory system to the alveolar level.

Mandatory technical specifications created by
either the British Standards Institute (BS) or
European Standardisation Organisations (EN) in
collaboration with government bodies, industry
experts and trade associations. They aim to
ensure the quality and safety of products,
services and systems.
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Cohort area

Contact precautions

Contact transmission

COVID-19

Droplet precautions

Droplet transmission

Eye/Face protection

An area (room, bay, ward) in which two or more
patients (a cohort) with the same confirmed
infection are placed. A cohort area should be
physically separate from other patients.

Measures used to prevent and control infections
that spread via direct contact with the patient or
indirectly from the patient’s immediate care
environment (including care equipment). This is
the most common route of infection
transmission.

Contact transmission is the most common route
of transmission, and consists of two distinct
types: direct contact and indirect contact. Direct
transmission occurs when microorganisms are
transmitted directly from an infectious individual
to another individual without the involvement of
another contaminated person or object (fomite).
Indirect transmission occurs when
microorganisms are transmitted from an
infectious individual to another individual through
a contaminated object or person (fomite) or
person.

COVID-19 is a highly infectious respiratory
disease caused by a novel coronavirus. The
disease was discovered in China in December
2019 and has since spread around the world.

Measures used to prevent and control infections
spread over short distances (at least 1 metre (3
feet) via droplets (greater than 5um) from the
respiratory tract of one individual directly onto a
mucosal surface or conjunctivae of another
individual. Droplets penetrate the respiratory
system to above the alveolar level.

The spread of infection from one person to
another by droplets containing infectious agents.

Worn when there is a risk from splashing of
secretion (including respiratory secretions),
eye/face protection can be achieved by the use
of any one of the following: a surgical mask with
integrated visor; a full face visor/shield; or
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FFP3

Fluid-resistant (Type IIR) surgical face
mask (FRSM)

Fluid-resistant

Frequently touched surfaces

High Consequence Infectious Disease
(HCID)

Healthcare/clinical waste

polycarbonate safety spectacles or equivalent;

Respiratory protection that is worn over the nose
and mouth designed to protect the wearer from
inhaling hazardous substances, including
airborne particles (aerosols). FFP stands for
filtering face piece. There are three categories of
FFP respirator: FFP1, FFP2 and FFP3. An FFP3
respirator provides the highest level of
protection, and is the only category of respirator
legislated for use in UK healthcare settings.

A disposable fluid-resistant mask worn over the
nose and mouth to protect the mucous
membranes of the wearer’s nose and mouth
from splashes and infectious droplets. FRSMs
can also be used to protect patients. When
recommended for infection control purposes a
'surgical face mask' typically denotes a
fluid-resistant (Type IIR) surgical mask.

A term applied to fabrics that resist liquid
penetration, often used interchangeably with
'fluid-repellent’ when describing the properties of
protective clothing or equipment.

Surfaces of the environment which are
commonly touched/come into contact with
human hands.

In the UK, a high consequence infectious disease
(HCID) is defined according to the following
criteria: Acute infectious disease; typically has a
high case-fatality rate; may not have effective
prophylaxis or treatment; often difficult to
recognise and detect rapidly; ability to spread in
the community and within healthcare settings; and
requires an enhanced individual, population and
system response to ensure it is managed
effectively, efficiently and safely.

Waste produced as a result of healthcare
activities for example soiled dressings, sharps.
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High risk units

Incubation period

Induction of sputum

Infectious linen

Long term health condition

Negative pressure isolation room

Intensive care units, intensive therapy units and
high dependency units.

The period between the infection of an individual
by a pathogen and the manifestation of the illness
or disease it causes.

Induction of sputum typically involves the
administration of nebulised saline to moisten and
loosen respiratory secretions (this may be
accompanied by chest physiotherapy (percussion
and vibration)) to induce forceful coughing.

Linen that has been used by a patient who is
known or suspected to be infectious and/or linen
that is contaminated with blood and/or other body
fluids e.g. faeces.

Defined as:

e Chronic obstructive pulmonary disease,
bronchitis, emphysema or asthma

e Heart disease

o Kidney disease

e Liver disease

« Stroke or a transient ischaemic attack (TIA)
e Diabetes

e Lowered immunity as a result of disease or
medical treatment, such as steroid
medication or cancer treatment

e Neurological condition, such as
Parkinson's disease, motor neurone
disease, multiple sclerosis (MS), cerebral
palsy, or a learning disability

e Problem with spleen, including sickle cell
disease, or had spleen removed

e A BMI of 40 or above (obese).
A room which maintains permanent negative
pressure i.e. air flow is from the outside adjacent

space (e.g. corridor) into the room and then
exhausted to the outdoors.
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New and emerging viruses (including

respiratory viruses)

Personal Protective Equipment
(PPE)

Respiratory droplets

Respiratory symptoms

Segregation

SARS-CoV

SARS-CoV-2

Standard infection control
precautions (SICPs)

The Centers for Disease Control and Prevention
(CDC) defines emerging infectious diseases as:

e New infections resulting from changes in or
evolution of existing organisms.

e Known infections spreading to new
geographical areas or populations.

e Previously unrecognised infections
appearing in areas undergoing ecological
transformation.

« Old infections re-emerging as a result of
antibiotic resistance in known agents or
breakdown in public health measures.

Equipment a person wears to protect themselves
from risks to their health or safety, including
exposure to infection agents. The level of PPE
required depends on: Suspected/known infectious
agent; severity of the illness caused; transmission
route of the infectious agent; and the
procedure/task being undertaken.

A small droplet, such as a particle of moisture
released from the mouth during coughing,
sneezing, or speaking.

‘Respiratory symptoms’ include rhinorrhoea
(runny nose); sore throat; cough; difficulty
breathing or shortness of breath.

Physically separating or isolating from other
people.

Severe acute respiratory syndrome coronavirus,
the virus responsible for the 2003 outbreak of
human coronavirus disease.

Severe acute respiratory syndrome coronavirus 2,
the virus responsible for the 2019 outbreak of
COVID-19 disease.

SICPs are the basic infection prevention and
control measures necessary to reduce the risk of
transmission of an infectious agent from both
recognised and unrecognised sources of
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Single room

Staff cohorting

Transmission based precautions

infection.

A room with space for one patient and usually
contains as a minimum: a bed; locker/wardrobe;
and a clinical wash-hand basin.

When staff care for one specific group of patients
and do not move between different patient
cohorts. Patient cohorts may include for example
‘symptomatic’, ‘asymptomatic and exposed’, or
‘asymptomatic and unexposed’ patient groups.

Additional precautions to be used in addition to
SICPs when caring for patients with a known or
suspected infection or colonisation.
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Public Health
England

When to use a surgical
face mask or FFP3 respirator

When caring for patients with suspected or confirmed COVID-19,

all healthcare workers need to — prior to any patient interaction — assess
the infectious risk posed to themselves and wear the appropriate personal
protective equipment (PPE) to minimise that risk.

When to use
an FFP3 respirator

When to use

a surgical face mask

In cohorted area
(but no patient
contact)

Close patient contact
(within one metre)

When carrying aerosol generating procedures
(AGP) on a patient with possible or confirmed
COVID-19

In high risk areas where AGPs are being
conducted (eg: ICU)

The AGP list is:

e |ntubation, extubation and
related procedures such
as manual ventilation and
open suctioning

For example:
Cleaning the room,
equipment cleaning,
discharge patient room
cleaning, etc

For example:
Providing patient care,
direct home care visit,
diagnostic imaging,
phlebotomy services,

¢ Non-Invasive Ventilation
(NIV) such as Bi-level
Positive Airway Pressure
(BiPAP) and Continuous

PPE to be worn physiotherapy, etc

PPE to be worn
e Surgical face mask

e Surgical face mask
(along with other

¢ Tracheotomy/tracheostomy
procedures (insertion/open
suctioning/removal)

¢ Bronchoscopy

Positive Airway Pressure
ventilation (CPAP)

¢ High-Frequency Oscillating
Ventilation (HFOV)

designated PPE for e Apron * Surgery andl post-mortem e High Flow Nasal Oxygen
cleaning) e Gloves procedureg involving high- (HFNO), also called High
e Eye protection (if risk speed devices Flow Nasal Cannula
- e Some dental procedures e |nduction of sputum
of contamination of (such as high-speed driling)
eyes by splashes
or droplets) PPE to be worn
* FFP3 respirator
¢ | ong sleeved disposable gown
¢ Gloves
¢ Disposable eye protection
Always fit check the respirator
REMEMBER

¢ PPE should be put on and removed in an order that minimises the potential for self-contamination
* The order for PPE removal is gloves, hand hygiene apron or gown, eye protection, hand hygiene, surgical face
mask or FFP3 respirator, hand hygiene

These images are for illustrative purposes only. Always follow the manufacturer’s instructions.
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Public Health
England

Putting on personal
protective equipment (PPE)

for non-aerosol generating procedures (AGPs)*

Pre-donning instructions:

* Ensure healthcare worker hydrated * Remove jewellery
* Tie hair back » Check PPE in the correct size is available

Perform hand hygiene Put on apron and Put on facemask — position

before putting on PPE. tie at waist. upper straps on the crown
of your head, lower strap

at nape of neck.

A

With both hands, mould Don eye protection e Put on gloves.

the metal strap over the if required.

bridge of your nose.
*For the PPE kg}uide for AGPS please see: . . . )
www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control

© Crown copyright 2020. Public Health England Gateway Number: 2019-263
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Public Health
England

Taking off personal
protective equipment (PPE)

for non-aerosol generating procedures (AGPS)*

* Gloves, aprons (and eye protection if used)
should be taken off in the patient’s room
or cohort area

* PPE should be removed in an

order that minimises the risk of
self-contamination

Remove gloves. Grasp the
outside of glove with the
opposite gloved hand; peel off.

Hold the removed glove in the
remaining gloved hand.

Slide the fingers of the
un-gloved hand under the
remaining glove at the wrist.

28

Peel the remaining glove off
over the first glove and discard.

Clean hands.

e Apron.

Unfasten or
break apron
ties at the

neck and let
the apron fo

down on itself.

Break ties at
waist and fold
apron in on itself
— do not touch
the outside —
this will be
contaminated.
Discard.

o g
1

85

Id

Remove eye
protection if worn.

Use both hands
to handle the
straps by pulling
away from face
and discard.

e Clean hands.

Remove facemask once your clinical work is com

e L

Untie or break bottom ties, followed by top ties or

and remove by handling the ties only. Lean forward slightly.

Discard. DO NOT reuse once removed.

Clean hands with
soap and water.

pleted.

IH b

elastic,

*For the doffing guide to PPE for AGPs see:
www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control

© Crown copyright 2020. Public Health England Gateway Number: 2019 262
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FSRH CEU clinical advice to support provision of effective contraception
during the COVID-19 outbreak
20 March 2020

During Covid19-related restriction in face-to-face contact with healthcare professionals, FSRH CEU offers
the following clinical advice to support ongoing provision of effective contraception. Provision of effective
contraception (this may be a bridging method in the short term) and emergency contraception are
considered priority services.

It is noted that UK SRH and primary care services vary widely in their current provision of contraception. No
one model of provision can be applied to all services, but expansion of remote (online/telephone)
prescribing of oral contraception/emergency contraception is likely to be key.

All services should ensure that there is clear, up to date signposting for patients and partner services as to
what local contraceptive services are currently available, how these can be accessed, and to national
online services. Patient information to support effective use of short-acting contraceptive methods must be
made available in a choice of formats for all users.

Individuals already established on a contraceptive method:
1. Combined hormonal contraception (CHC)
For existing CHC users it is reasonable at this time to allow further remote prescription to cover the
next 6-12 months without rechecking BMIl/blood pressure; risk associated with unplanned
pregnancy likely to be greater than risk relating to continued use. If the provider documented all
relevant medical history at the time of last CHC provision, and no contraindications were identified,
provision of a further supply of CHC without review of medical history can be considered.

2. Progestogen only pill (POP)
For existing POP users it is reasonable at this time to allow a further 12 month supply to be given
without review. FSRH CEU suggests that local patient group direction for POP could be modified in
the short term to allow remote provision by non-prescribing nursing/pharmacy staff.

3. Depot medroxyprogesterone acetate (DMPA)
Depo Provera®: Switch to desogestrel POP is recommended (face-to-face assessment is not
required: if an individual has no contraindications to DMPA, they are likely to have no
contraindications to POP unless absorption or adherence to use are of significant concern. Note
that concomitant use of an enzyme-inducing medication could reduce contraceptive effectiveness of
the POP). If POP is started up to 14 weeks after the last DMPA injection, no additional
contraceptive precautions are required.

Sayana Press®: Self-administering users of Sayana Press (or previous self-administering users who
have been using Depo Provera during Sayana Press shortage) can receive up to a 12 month supply
of Sayana Press (if available) and required equipment to self-administer at home without a face-to-
face review or blood pressure check.

FSRH - CEU Chalmers Centre 2A Chalmers Street Edinburgh EH3 9ES +44 (0)131 536 3830
Ceu.Chalmers@nhslothian.scot.nhs.uk www.fsrh.org
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4. Etonogestrel implant (ENG-IMP)
Limited evidence suggests that the risk of pregnancy in the 4™ year of use of an ENG-IMP is likely
to be very low. See FSRH CEU recommendation on extended use of the etonogestrel implant and
52mg levonorgestrel-releasing intrauterine system during COVID restrictions."

Replacement can be deferred for a year after expiry to avoid unnecessary face-to-face contact.
Women should be made aware that contraceptive effectiveness cannot be guaranteed but is likely
to be adequate; they can be offered POP to use in addition without face to face assessment (if an
individual has no contraindications to the ENG-IMP, they are likely to have no contraindications to
POP unless absorption or adherence to use are of significant concemn).

Beyond 4 years of use of an ENG-IMP, additional desogestrel POP should be offered.

There is no indication to bring users in at this time to remove expired ENG-IMP unless they wish to
become pregnant or have serious adverse side effects.

5. 52mg LNG-IUS (Mirena® and Levosert®)
Limited evidence suggests that the risk of pregnancy in the 6" year of use of the 52mg LNG-IUS is
likely to be very low. See FSRH CEU recommendation on extended use of the etonogestrel implant
and 52mg levonorgestrel-releasing intrauterine system during COVID restrictions."

Replacement can be deferred for a year after expiry to avoid unnecessary face-to-face contact at
this time. Women should be made aware that contraceptive effectiveness cannot be guaranteed but
is likely to be adequate; they can be offered POP to use in addition without face to face assessment
(if an individual has no contraindications to the LNG-IUS, they are likely to have no
contraindications to POP unless absorption or adherence to use are of significant concern. Note
that concomitant use of an enzyme-inducing medication could reduce contraceptive effectiveness of
the POP).

All women over age 45 years at insertion can rely on the 52mg IUS for contraception until age 55.
(Despite lack of definitive evidence, FSRH CEU suggests that Levosert can be used in this way in
the short term to reduce unnecessary face-to-face contact). INDIVIDUALS USING THE 52mg
LNG-IUS FOR ENDOMETRIAL PROTECTION AS PART OF HRT MUST HAVE THE IUS
CHANGED AT 5 YEARS (OR STOP ESTROGEN, OR SWITCH TO A COMBINED HRT
PREPARATION).

Beyond 6 years of use of a 52mg LNG-IUS for contraception, additional desogestrel POP should be
offered.

Other LNG-IUS

Jaydess® and Kyleena® users should be advised to use condoms or add desogestrel POP as above
at the end of the licensed duration of use. There is no indication to bring LNG-IUS users in at this
time to remove expired LNG-IUS unless they wish to become pregnant, have significant signs of
infection or have serious adverse side effects.
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6. Copper IUD (Cu-lUD)
Additional use of condoms/desogestrel POP is advised from the time of expiry of Cu-IUDs licensed
for 5 years (although any Cu-IUD inserted over age 40 years will provide effective contraception
until age 55 years). Extremely limited evidence suggests that banded Cu-IUDs like the TCu380A
with a 10 year licence could be effective for up to 12 years; given the if use is extended, women
may wish to use condoms in addition.?3

There is no indication to bring users in at this time to remove expired Cu-IUD unless they wish to
become pregnant, have significant signs of infection or have serious adverse side effects.

New contraception starters:

FSRH CEU suggests that, as standard, individuals requesting to start contraception can be assessed
remotely and a 6-12 month supply of desogestrel POP provided. Note that 1. enzyme inducers can reduce
contraceptive effectiveness of POP (DMPA, LNG-IUS and Cu-IUD are not affected) and 2. individuals using
teratogens should ideally use LARC methods. Local patient group direction for POP could be modified in
the short term to allow remote provision by non-prescribing nursing/pharmacy staff.

If POP is not suitable or not acceptable:-

P First CHC prescription would require complete remote assessment of medical eligibility and
accurate self-reported blood pressure/BMI. A 6-12 month supply should be provided.

P Administration of DMPA or insertion of ENG-IMP or intrauterine contraceptive may be considered
where concerns about adherence, individual intolerance of oral contraceptives or use of teratogens
make longer-acting reversible contraception the only suitable option. Pre-procedure assessment
and information-giving should be done remotely to minimise face-to-face contact time with
healthcare professionals. Current local protocol regarding infection control should be followed at the
time of the procedure.

Emergency contraception (EC):
FSRH CEU recommends that remote assessment of requirement for EC is prioritised so that it can be
made as soon as possible after unprotected intercourse.

Insertion of a Cu-IUD for EC should continue to be offered first line, where this is possible, to qualifying
individuals; if there is a delay prior to Cu-IUD insertion, immediate oral EC should be offered in addition.

Individuals who do not meet the criteria for emergency IUD insertion, or who decline an emergency IUD
should be assessed remotely as to the most appropriate oral emergency contraception, receive both oral
EC and a 3 month supply of POP and be given clear written/digital advice about additional contraceptive
precautions, when to start the POP, and follow up pregnancy testing. Where possible delay associated
with postal delivery of oral EC should be avoided by facilitating collection by the individual.
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