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1 Introduction  
 
An acute respiratory tract infection (RTI) is an acute infectious process affecting the 
upper and/or lower airways, causing disease ranging from mild to severe that can 
spread from person to person. Symptoms can include any of the following: fever, 
runny nose, sore throat and cough, limb or joint pain, headache, lethargy, chest 
pain and breathing difficulties. 
The most common causes of acute upper RTI are viruses such as rhinoviruses, 
coronavirus, influenza and respiratory syncytial virus (RSV). 
 
Although RTIs can happen at any time of year, they are most common from 
September to March. Peak activity for RTI caused by influenza occurs during the 
autumn and winter seasons in temperate regions. In some tropical countries, 
influenza viruses circulate throughout the year with one or two peaks of activity 
during rainy seasons. Most deaths associated with influenza in industrialised 
countries occur among people aged 65 or older. Guidance throughout this 
document will focus on the infection prevention management of these infections. 
 
2 Purpose and Outcomes  
 
This policy applies to all staff in the Trust, including contracted service providers. 
The purpose of this policy is to:  
 

 Ensure that patients with RTI receive effective and appropriate care  

 Minimise the risk of transmission of RTI including influenza to patients, staff 
and visitors.  

 
For the purpose of appropriate management of influenza it is important to 
distinguish between seasonal influenza and pandemic influenza, the latter should 
be managed following the guidance in the Trust Influenza (pandemic) Contingency 
Plan. 
 
This document should be read in conjunction with: 
 

 Infection Prevention & Control Policy 

 Hand Hygiene Policy 

 Bare Below the Elbows Policy 

 Glove Policy 

 Isloation policy 

 Decontamination Policy 

 Waste Management Policy 

 Hospital Outbreak of Infection Policy 

 Influenza (pandemic) Contingency Plan 

 MERS Coronavirus, SARS Coronavirus, Avian Influenza Patient 
Management Policy 
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3 Definitions: 
 

3.1 Seasonal Influenza  
 
Seasonal influenza occurs on an annual basis and is particularly common during 
the winter period. Every year human strains of influenza circulate, giving rise to 
clinical cases which may require hospital admission. Treatment may be required 
due to the direct effects of influenza virus infection or its possible complications, 
most commonly secondary bacterial pneumonia.  
Certain patient groups are particularly vulnerable to influenza, including the elderly, 
those with chronic respiratory disease (including asthma), chronic heart disease 
and chronic renal disease, chronic liver disease, diabetes and immunosuppression 
and those in long term nursing or residential care, or pregnant ladies. This patient 
group should be offered annual immunisation. 
 

3.2 Pandemic Influenza  
 
Pandemic influenza which has rapid global spread occurs when a new influenza 
virus subtype emerges that is markedly different from recent circulating subtypes 
and strains and is able to;  
 

 Infect humans of all ages, including healthy young adults.  

 Spread efficiently from person to person  

 Cause significant clinical illness in a high proportion of those infected.  

 Have a severe impact on health care provision as well as other services 
across the country Infection prevention and control precautions are the same 
for pandemic flu as seasonal flu unless directed otherwise by PHE. However, 
there are significant operational issues which are covered under the Trust 
Pandemic Flu planning and management Team.  

There is currently no ideal influenza vaccine that would protect against all strains of 
influenza and might not be available in the next five to 10 years. 
 
4 Routes of transmission  
 
All RTIs are spread through one or more of three main routes.  
 

4.1 Droplet transmission  
 
Droplets greater than five microns in size may be generated from the respiratory 
tract during coughing, sneezing or talking. If droplets from an infected person come 
into contact with the mucous membranes (mouth or nose) or surface of the eye of a 
recipient, they can transmit infection. These droplets remain in the air for a short 
period and travel one to two metres, so physical closeness is required for 
transmission.  



 

6 of 18  
Version 0.1 October 2018 
 

Check Intranet for the latest version 
 

TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 

 
 

4.2 Airborne transmission  
 
Aerosol generating procedures (AGP) are considered to have a greater likelihood of 
producing aerosols compared to coughing for instance. Aerosols are smaller than 
the droplets described above and can remain in the air for longer and, therefore, 
potentially transmit infection by mucous membrane contact or inhalation. 
 

4.3 Contact transmission  
 
Contact transmission may be direct or indirect. Infectious agents can be 
inadvertently passed directly from an infected person (for example after coughing 
into their hands) to a recipient who, in the absence of correct hand hygiene, may 
then transfer the organism to the mucous membranes of their mouth, nose or eyes.  
Indirect contact transmission takes place when a recipient has contact with a 
contaminated object, such as furniture or equipment that an infected person may 
have coughed or sneezed on. In the absence of correct hand hygiene, the recipient 
may transfer organisms from the contaminated object to the mucous membranes of 
their mouth, nose or eyes. 
 
5. Infectious period  
 
The infectious period (or period of communicability) is the time period over which an 
infected person can spread the infection to someone else. This varies by pathogen 
and by individual. For many acute respiratory viral infections the infectious period is 
unknown; for practical purposes it is often assumed to equate to the duration of 
symptoms. In general, infectiousness is greatest in the early stages of infection. 
The infectious period for influenza is thought to be from about one day before the 
onset of symptoms until 3−5 days later.  
 
Children, immunocompromised individuals and seriously ill people may remain 
infectious for a longer period, and action should be considered to minimise 
prolonged shedding of influenza virus by patients with risk factors.  
 
6. Viral infection in the environment  
 
Experimental studies on the survival of respiratory pathogens suggest that, 
depending on the organism, the type of surface and the organic material load, they 
can survive for a limited time in the environment. Evidence shows that influenza 
viruses can be transferred from surfaces such as glass or plastic to hands up to 24 
hours after contamination takes place; from materials such as pyjamas, magazines 
and tissues influenza viruses may be transferred for up to 2 hours. Hygiene and 
environmental cleaning are therefore important in helping to control spread. Careful 
and frequent hand hygiene through hand washing, or the use of alcohol hand 
gel/rub, is recommended as per the ‘WHO Five Moments’. 
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6.1 Higher risk environments  
 
Higher risk environments for transmission of RTIs include clinical settings where 
aerosol generating procedures (AGPs) are undertaken in open or communal patient 
areas, and settings caring for patients with severe immunosuppression, such as 
intensive care units, augmented care settings and neonatal intensive care units. 
 

6.2 Environmental cleanliness  
 
All isolation rooms and co-horted areas must be cleaned following the guidance in 
the infection clean process charts made available to all wards, departments and 
domestic services. Curtains must be changed where patients where patients with 
confirmed influenza have been isolated or co-horted. 

 

As a minimum patient isolation rooms / co-horted areas should be cleaned at least 
daily. The Infection Prevention and Control Team will advise if the frequency is to 
be increased. Vacuuming should be avoided.  

Healthcare Cleaning staff should be allocated to specific areas and must clean non-
influenza areas first before moving onto any influenza isolation room / cohort areas.  

Healthcare Cleaning staff must be trained in the correct use of protective clothing 
and precautions to be taken when cleaning co-horted areas.  
Nursing staff must enhance cleaning of reusable equipment with High Level 
Disinfectant wipes. 
 
Ensure that the rooms of patients with infection are cleaned daily, and are 
prioritised for frequently-touched surface cleaning (eg over-bed tables, lockers, 
lavatory surfaces in patient bathrooms, door knobs and equipment in the immediate 
vicinity of the patient) three times a day and immediately if visibly contaminated in 
addition, it is essential that all frequently-touched surfaces and all horizontal 
surfaces should be decontaminated after any AGP.  Also; 
 

 keep the patient environment clean and clutter free  

 use disposable cleaning materials in accordance with local policy  

 carry out an infection clean of all isolation/cohort rooms following the local 
infection prevention and control guidance  

 
7  Standard infection prevention precautions 
 
All staff, including those who have previously been infected with or vaccinated 
against a specific respiratory pathogen, should comply with recommended infection 
control precautions.  
Standard infection prevention and control precautions are required from all 
healthcare workers (HCWs) for the care of all patients and patients’ environments, 
to prevent cross-transmission from recognised and unrecognised sources of 
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infection. When standard infection control measures alone are insufficient to 
interrupt transmission, additional transmission-based precautions are indicated. 
  
Interrupting transmission of a respiratory pathogen requires more than one category 
of respiratory precautions, including:  
 

 the use of droplet and contact precautions at all times  

 the addition of airborne precautions while undertaking an aerosol-generating 
procedure (AGP)  

 
Droplet precautions are designed to minimise transmission of respiratory pathogens 
from infected patients via droplets to susceptible persons. 
 
8 Patient placement 
 

 place symptomatic patients  in a single room  

 if a single room is not available then cohort patients with other patients with a 
confirmed RTI caused by the same pathogen, after a documented risk 
assessment considering the possibility of co-infection with other pathogens  

 if single rooms are in short supply and laboratory confirmation is awaited, 
after a documented risk assessment, it may be feasible to prioritise patients 
with cough for single room placement  

 ensure patients are at least one metre apart from each other and draw 
privacy curtains or place screens between beds to minimise opportunities for 
close contact  

 facilities such as negative pressure rooms are not necessary to prevent 
droplet transmission  

 display signage to control entry into isolation/cohort areas  

 limit the movement of patients outside their room to those necessary for 
patient management. If patient movement is necessary then the patient 
should, if possible, wear a surgical face mask to minimise the dispersal of 
respiratory secretions and reduce environmental contamination  

 if the patient is wearing a face mask during transport, then no mask is 
required by HCWs transporting or accompanying patients for whom droplet 
precautions are indicated, but careful hand hygiene should be observed; if 
the patient is unable to wear a mask for any reason, then HCWs transporting 
or accompanying the patient who will be required to come within two metres 
of the patient should wear face masks  

 if an AGP is required then the patient should be relocated following the 
advice on airborne precautions in this guidance  

 
9 Respiratory hygiene and cough etiquette  

 
“Catch it, Bin it, Kill it” (Appendix 1)  

 

 Patients should be instructed to follow the recommendations for respiratory 
hygiene and cough etiquette:  
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 use a disposable, single use tissue to cover mouth and nose when coughing, 
sneezing, wiping or blowing nose  

 dispose of tissues promptly in a bin  

 practice hand hygiene by washing hands with soap and water, and drying 
them thoroughly after coughing, sneezing or using tissues  

 
 
Alcohol gel may be used for hand hygiene if the hands are visibly clean. Some 
patients, such as older people or children may require assistance to contain 
respiratory secretions. Hand washing with liquid soap and water then drying 
thoroughly with paper towels remains the gold standard. 
 
10 Use of personal protective equipment (PPE):  
 
HCWs assessing or caring for patients with a suspected (clinically diagnosed) or 
confirmed RTI are advised to wear a surgical face mask when in close contact with 
the patient (within two metres).  
 
Eye protection is advisable where there is assessed to be a risk of eye exposure to 
infectious sprays. For example, when caring for patients with persistent cough or 
sneezing. If single-use eye protection is not used, then appropriate procedures 
should be implemented to safely disinfect reusable eye protection (in accordance 
with manufacturer’s instructions). 
  
When patients with RTI are cohorted in one area and multiple patients require care, 
it may be more practical to put on a surgical face mask on entry to the area and 
keep it on for the duration of all care activities, or until the mask requires 
replacement (when it becomes moist or damaged). 
Surgical face masks should be removed and disposed of inside the patient room 
once the healthcare worker is more than two metres from the patient(s).  
 
11  Contact precautions  
 
Contact precautions are designed to prevent transmission of infection by contact 
with the patient or the patient’s environment. 
 
12 Hand hygiene:  
 
Hand hygiene is part of standard infection control precautions and is the most 
effective way to prevent transmission by direct contact. As a minimum, hand 
hygiene must be performed at the WHO Five Moments:  

 before touching a patient  

 before a clean/aseptic procedure  

 after exposure to body fluids  

 after touching a patient  

 after touching the patient’s surroundings  
 



 

10 of 18  
Version 0.1 October 2018 
 

Check Intranet for the latest version 
 

TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 

Hand hygiene should also be performed after removing PPE.  
Use alcohol hand rub/gel to decontaminate hands which are visibly clean. Use soap 
and water if hands are visibly soiled. 
 
 
13 Use of personal protective equipment (PPE) Appendix 2  
 
Plastic apron and gloves should be worn in accordance with standard infection 
control precautions:  

 all staff should wear a plastic apron and gloves  

 change plastic apron and gloves and perform hand hygiene between 
contacts with patients (even when they are in the same room)  

 
14        Patient care equipment:  
 

 equipment should as far as possible be allocated to each individual patient or 
cohort of patients  

 where reusable equipment cannot be dedicated to individual patients (eg 
spirometry equipment), these must be cleaned immediately after patient use 
and between each patient.  

 Follow local decontamination policy and equipment specific manufacturers’ 
instructions 

 Disinfect reusable equipment between patients with disinfectant wipes.  
 
15 Linen  
 
All linen should be bagged in red alginate bags for safe handling of contaminated 
linen.  
 
16 Airborne precautions  
 
Airborne precautions are designed to prevent transmission of infectious agents via 
particles which remain suspended in the air.  
The evidence necessary to establish which AGPs are associated with transmission 
of respiratory pathogens are of variable quality and rigour. From the available 
literature and incorporating UK expert opinion, the following procedures are 
considered likely to generate aerosols capable of transmitting respiratory pathogens 
when undertaken on patients with an RTI (PHE):  
 

 intubation, extubation and related procedures; for example, manual 
ventilation and open suctioning  

 cardiopulmonary resuscitation  

 bronchoscopy (unless carried out through a closed circuit ventilation system)  

 surgery and post-mortem procedures in which high-speed devices are used  

 dental procedures  

 non-invasive ventilation (NIV) eg bilevel positive airway pressure ventilation 
(BiPAP)  
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 continuous positive airway pressure ventilation (CPAP)  

 high frequency oscillatory ventilation (HFOV)  

 induction of sputum  
 
Certain other procedures/equipment may generate an aerosol from material other 
than patients’ secretions but are NOT considered to represent a significant 
infectious risk. Procedures in this category include:  
 

 obtaining diagnostic nose and throat swabs  

 administration of pressurised humidified 02  

 administration of medication via nebulisation  
 
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/or oxygen masks. 
 
17 Use of PPE during aerosol generating procedures  
 
For all AGPs, an FFP3 respirator (EN149:2001), fluid repellent gown, gloves and 
eye protection, e.g. goggles or full face visor, should be worn.  
If single-use eye protection is not used, then appropriate procedures should be 
implemented to safely disinfect re-usable eye protection (in accordance with 
manufacturer’s instructions). 
 
It is a legal requirement that any HCW required to wear an FFP3 respirator should 
have undertaken respirator fit testing prior to using it. Fit testing should be repeated 
regularly and whenever a need is identified. For example, if a new product is used 
or where the users face shape may have changed due to weight loss or gain, major 
dental work, injuries etc. In the event of a breach in infection prevention and control 
procedures, such as incorrectly worn FFP3 respirators during an AGP, staff should 
be reviewed by Occupational Health. A record of staff members fit test training 
‘pass or fail’ should be held by the ward/department manager and education 
department and where necessary alternative FFP3 masks or respirators sort.  
Records of fit test training must be readily available for on call and out of hours 
managers. 
 
AGP procedures should only be carried out when essential. Where possible, these 
procedures should be carried out in well-ventilated single rooms with the doors 
shut. Only those healthcare workers who are needed to undertake the procedure 
should be present. A gown, gloves, eye protection and an FFP3 respirator should 
be worn by those undertaking these procedures and by those in the same room. In 
post-mortem examinations where high-speed devices are used, the use of a 
powered respirator can be considered as an alternative to a FFP3 respirator.  
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Visitors to patients ventilated with NIV or HFOV may be exposed to potentially 
infectious aerosols. The number of such visitors should be limited where possible. 
Visitors should be made aware of the risks and be offered PPE as recommended 
for staff. 
 
 
 
18 Duration for the requirement of transmission-based precautions  
 
As a general rule, the duration of isolation precautions for hospitalised patients 
should be continued for 24 hours after resolution of fever and respiratory 
symptoms. For prolonged illness with complications such as pneumonia, control 
measures should be used during the duration of acute illness until symptoms and 
signs of respiratory disease have resolved. In some circumstances, testing for viral 
persistence may be helpful to ascertain whether isolation needs to be continued. 
Individuals considered potentially infectious should be kept away from communal 
areas in healthcare settings.  
Immunosuppressed patients may remain infectious for a longer time period, 
particularly respiratory viral infections. The decision to discontinue isolation should 
be based on assessment of the patient’s clinical condition and, where available, 
testing for persistence of virus should be considered. 
 
19 Treatment and prophylaxis 
 
All patients with suspected or proven influenza requiring hospital admission, or at 
high risk of complications should receive treatment with an anti-viral agent. 
Treatment should be started as soon as possible and should still be considered 
even if the patient presents more than 48 hours after the start of symptoms. 
Patients not requiring hospital admission should be discharged home with written 
patient information. 
Management for the prophylaxis and treatment of cases and contacts of Influenza 
will require joint discussion between the medical team, microbiology and pharmacy. 
 

19.1 Taking a viral swab 
 

Where requested viral swab should be taken to test for influenza, guidance for this 
can be found at appendix 3 and 4.  
 
 
20 Last Offices  
 
When performing last offices for deceased patients, healthcare workers must follow 
standard infection control precautions; surgical masks and eye protection (or full 
face visor) must be used if there is a risk of splashes of blood or body fluids, 
secretions (including respiratory secretions) and excretions to the facial mucosa.  
Mortuary staff must be informed that the deceased had a suspected / confirmed 
influenza infection. 
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Appendix 5 
Equality Impact Assessment Tool 

 

  Yes/No Comments 

1. Does the policy/guidance affect 
one group less or more favorably 
than another on the basis of: 

  

 Race No  

 Ethnic origins (including gypsies and 
travellers) 

No  

 Nationality No  

 Gender No  

 Culture No   

 Religion or belief No  

 Sexual orientation including lesbian, 
gay and bisexual people 

No  

 Age No  

 Disability - learning disabilities, 
physical disability, sensory 
impairment and mental health 
problems 

No  

2. Is there any evidence that some 
groups are affected differently? 

No  

3. If you have identified potential 
discrimination, are any exceptions 
valid, legal and/or justifiable? 

No There is no discrimination 
in this guidance  

4. Is the impact of the 
policy/guidance likely to be 
negative? 

No  

5. If so can the impact be avoided? N/a  

6. What alternatives are there to 
achieving the policy/guidance 
without the impact? 

N/a  

7. Can we reduce the impact by 
taking different action? 

N/a  

 


