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1. Introduction 

The terms ‘isolation’ and ‘isolation nursing’ are used in preference to ‘barrier nursing’. There are two reasons for isolating patients for infection control purposes: 

· to prevent transfer of infection from the patient to others

· to prevent transfer of infection to another susceptible person 

Advice should be sought from the Infection Prevention Team (IPT) on the appropriateness of isolating patients. 
This guideline is aimed at all staff groups who have contact with patients nursed in ‘source’ or ‘protective’ isolation.
1.1 Aims and Objectives

The aim of this guideline is to ensure the appropriate and safe isolation of patients with known or suspected infection making efficient use of isolation facilities available.  

1.2 Statement of intent 
This guideline is not intended to be construed or to serve as a standard of clinical care. Standards of care are determined on the basis of all clinical data available for an individual case and are subject to change as scientific knowledge and technology advance and patterns of care evolve. These parameters of practice should be considered guidelines only. Adherence to them will not ensure a successful outcome in every case, nor should they be construed as including all proper methods of care or excluding other acceptable methods of care aimed at the same results. The ultimate judgement regarding a particular clinical procedure or treatment plan must be made by the doctor/registered practitioner, following discussion of the options with the patient, in light of the diagnostic and treatment choices available. It is advised however that significant departures from the national guideline or any local guidelines derived from it should be fully documented in the patient’s case notes at the time the relevant decision is taken.

2.  Management 
2.1 Accountability and Responsibilities

2.1.1 Management Responsibilities: 

· To ensure that the guideline is brought to the attention of staff and observed by them.

· To ensure that every member of staff has an understanding of the content and its scope and application.

· To ensure that the appropriate resources and training are made available within their sphere of responsibility.

2.1.2  Individuals employed by Airedale NHS Foundation Trust have a responsibility to: 

· Adhere to these procedures

· Correctly use the procedures and guidance given.

2.1.3 The IPT will: -

· Ensure the guideline is updated as required and work with managers to implement necessary changes in practice.

· Take a key role in investigating untoward occurrences related to implementation and managing associated hazards. 

2.2 General Management
Before deciding to isolate a patient, careful consideration must be given to the following: 

·  Patient clinical condition e.g. mental health;
·  Mode of transmission of the infection e.g. air-borne, faecal-oral  

            route; 
·  The availability of facilities; 

·  The environment;
·  The susceptibility of others to the infection; 

·  Evidence based practice. 

The decision to isolate a patient in a care setting must not be taken lightly and should always be taken after assessing the risk to the individual, other patients and staff. To isolate a confused or distressed patient may be detrimental to their well-being. When isolation precautions are required they should be tailored to meet the needs of the patient rather than the application of a ritual. 
To a patient being placed in isolation can be a traumatic experience. To remain in isolation for prolonged periods of time can be distressing, and every effort should be made to explain the reason for isolation and where possible when it will be discontinued.
Whilst additional precautions may need to be taken with some communicable diseases e.g. the wearing of masks for Pulmonary TB, the application of standard precautions is all that is required for the majority of infections, refer to Standard Precautions Guideline http://sharepoint-srv2/C10/Clinical%20Guidelines/Compiling%20a%20Guideline/Standard%20Precautions%20Guideline.doc
In association with standard precautions it is important that staff wear personal protective equipment (PPE) only when it is appropriate. 

2.2.1 Types of Isolation 

There are two types of isolation nursing: 

· Source isolation is to segregate the infected patient in a single 
           room to prevent the spread of infection to other patients.
                      (Suspected or proven cases of infection should be placed  

                       in source isolation).
· Protective isolation is used to segregate the susceptible 
           patient to prevent them from acquiring an infection from other 
           patients.  

Cohort nursing may be undertaken if there are several patients with the same infection and there are insufficient facilities available to isolate each patient in a single room.  In this situation a number of patients may share the same room/area.  

2.2.2 General Principles of Isolation 

Isolation nursing will normally be carried out in a single room.  The room should ideally have its own toilet and hand basin. If en-suite facilities are not available, a designated toilet/commode must be identified for the infected patient’s use. 

Should the patient develop a condition which requires isolation and a single room is not available, standard precautions should be strictly adhered to. The IPT should be contacted to undertake a risk assessment.  

2.2.3 Equipment that may be required    

· Charts; 

· Disposable aprons; 

· Disposable gloves;   

· Clinical waste bag; 

· Hygienic hand rub; 

· Masks – (if appropriate for the patients condition); 

·    Eye protection – only if there is a possibility of splashing of body 
           fluids to the eyes/face;  

· laundry bag for foul/infected linen; 

· A  water soluble laundry bag; 

· Pedal operated bin;
· Single patient use equipment; 

· Wash Bowl; 

· Liquid soap; 

· Paper towels;  

· Commode (if ensuite facilities are not available). 

PPE should be worn as detailed below:

· 
Disposable plastic apron - for contact with body fluids, or to 
           protect the health care worker’s clothing/uniform from direct 
           contact with patient’s or their immediate environment. 

·       Disposable Gloves – for contact with body fluids e.g. blood, 
           urine, faeces. 

·      Goggles/visor – if there is a possibility of splashing to the eyes 
           with body fluids. 
·      Mask – if there is a risk of splashing of body fluids to the 
           face/mouth. 

·      Respirator – for certain respiratory infection i.e. pandemic 
           influenza and TB.
Advice on the use of PPE should be sought from the IPT.
2.2.4 General measures include:

· The reason for isolation must be communicated to the patient and/or relatives.

·       Rooms being used for isolation must be identified on the ward 

              alert board.

·       All visiting staff must check the ward alert board and clarify with 

              the nurse in charge what precautions need to be taken.

· Door closure will be dependant on the causative organism. Refer to appendix 1 A-Z isolation guidance 

·    Care must be taken not to over stock an isolation room.  

·    Charts must be stored outside the isolation room in order to reduce footfall into and out of the room.

·    Gloves, aprons, wipes and hygienic hand rub must be available outside the isolation room.  

· Visitors suffering from an infection should only visit following a risk assessment by nursing/medical staff in consultation with the IPT. 

· Wherever possible disposable and/or single patient use equipment should be used inside the room. 

· PPE should be removed whilst still in the room and disposed of as clinical waste.

· If protective eye wear/visor is not disposable they should be placed in a bag for removal to the dirty utility room for decontamination.  

· Appropriate hand hygiene should be practised after contact with patient and/or their immediate environment. (Refer to Hand Hygiene Guideline) http://sharepoint-srv2/C10/Clinical%20Guidelines/Compiling%20a%20Guideline/Hand%20Hygiene%20Dec%202009.doc
·    Extreme care must be taken to ensure that needles and other  

        sharp instruments are handled safely to prevent contamination   

injury. Refer to Contamination Injury Guideline. http://sharepoint-srv2/C10/Clinical%20Guidelines/Compiling%20a%20Guideline/Contamination%20injuries%202008%20Guideline.doc
· If patients are required to follow a rehabilitation programme   that   involves activities outside of the isolation room e.g. walking on the corridor or attending the physiotherapy department, please discuss this with the IPT.   
Precautions for visitors  
With the exception of Pulmonary TB, (refer to TB Guideline) http://sharepoint-srv2/C10/Clinical%20Guidelines/Compiling%20a%20Guideline/Tuberculosis%20TB%20Guideline%20Dec%202009.doc visitors are only required to wash their hands (or use hygienic hand rub) before and after leaving an isolation room. Protective clothing i.e. aprons and gloves are not required unless they are actively involved in direct patient care, in which case they should adhere to standard precautions and nursing staff should advise them accordingly. Consideration should be given to the appropriateness of children visiting and advice on a case-by-case basis can be sought from the IPT. 

Disposal of faeces/urine/vomit  
· Put on disposable gloves and a disposable plastic apron and cover the bed/commode pan, urinal or vomit bowl with paper towel/cover immediately prior to leaving the room. 

· On entering the sluice dispose of the contents carefully in order to avoid splashing in either a macerator or washer/disinfector. 

· Place the paper towel/cover into a foot operated clinical waste bin. 

·       Remove PPE in the sluice and discard as clinical waste. 

·       Wash hands immediately. 

·       If a commode is to be used it should be left in the patient's room  

            for their use only. 

· The commode/toilet should be cleaned after each with 
           neutral detergent followed by 1,000ppm hypochlorite solution or  

           an agent that contains both e.g. Chlor-clean. Ensure that all 
           surfaces are thoroughly cleaned.  

Disposal of clinical waste  
· Clinical waste (e.g. soiled dressings, used gloves and aprons) from all patients in isolation should be placed in an appropriate clinical waste bag inside the room. 

· When clinical waste bag is 2/3 full (or if offensive odour or for patient safety remove immediately) the neck of the bag should be securely tied and the bag labelled and removed to the designated storage area. 

Crockery and cutlery   
· Used crockery and cutlery should be washed as usual in the dishwasher (there is no need to wash separately from other patients’ items).  

· Water jugs and drinking glasses should also be washed in the dishwasher. 

· Disposable crockery and cutlery are not required.   

Medical equipment     
· Items of medical equipment in the room should be cleaned with detergent or as recommended by the manufacturer before being removed (refer to Decontamination, Cleaning and Disinfection Guideline) http://sharepoint-srv2/C10/Clinical%20Guidelines/Compiling%20a%20Guideline/Decontamination%20cleaning%20and%20disinfection%20Guideline%202009%20V2.1.doc
Linen

·  Linen should be treated as infected. 

Management of spillages 
·  Deal with any blood/body fluid spillage immediately. 

·     Blood spillage: Wear PPE (gloves and apron) use paper   

                 towels to absorb the fluid, clean with hot water and detergent,  

                 then disinfect using a freshly made solution yielding 10,000ppm 
                 available chlorine e.g. Milton.

·     Urine faeces and vomit: Wear PPE (gloves and apron) use  
                  paper towels to absorb the fluid, clean with detergent followed  

                  by 1,000ppm hypochlorite solution or an agent that contains 
                  both e.g. Chlor-clean.  
Room cleaning 

· All isolation rooms must be cleaned twice a day.

· Domestic Service Staff are responsible for cleaning the environment 

· Nursing staff are responsible for cleaning the equipment. 

· The isolation room should be cleaned after all other areas have been cleaned.

· Particular attention must be paid to horizontal and touch surfaces such as, door handles, tables, chair arms and nurse call bell.

· All staff must follow the National Patient Safety Agency colour coding for cleaning materials and equipment - yellow for isolation areas.

Terminal Cleaning   

· Following patient discharge/transfer, or when isolation is no longer required the room should be terminally cleaned.

· Contact the domestic supervisor to arrange terminal clean. 

Refer to Decontamination, Cleaning and Disinfection Guideline for further advice. http://sharepoint-srv2/C10/Clinical%20Guidelines/Compiling%20a%20Guideline/Decontamination%20cleaning%20and%20disinfection%20Guideline%202009%20V2.1.doc
Transfer of isolated patients within and between wards/departments/ healthcare facilities 

· Transfers should only take place if unavoidable, and in the patient’s best interest, i.e. the health of the patient should take priority over the infection problem.

· The receiving department/ward/health care facility must be informed prior to transfer so appropriate arrangements for the management of the patient can be organised. 

· The Infection status of the patient should be recorded on the SBAR transfer sheet.

· If the patient is to be transferred to another healthcare facility via 
                   Ambulance the Ambulance Trust must be informed of the 
                   patient’s infection status.

· It is the responsibility of the nurse in charge of the patient to  

                   communicate the above to relevant parties and complete any 

                   associated documentation.

Protective isolation 

Patients who are particularly susceptible to infection such as those with neutropenia, leukaemia or on immunosuppressive drugs etc. may require isolation nursing to prevent acquisition of infection from other patients, staff or the environment. The principles above should be adhered to.
3. Implementation & audit 

3.1 Local Implementation

Implementation of national clinical guidelines is the responsibility of local NHS organisations and is an essential part of clinical governance. It is acknowledged that not every guideline can be implemented immediately on publication, but mechanisms should be in place to ensure that the care provided is reviewed against the guideline recommendations and the reasons for any differences assessed and, where appropriate, addressed. These discussions should involve both clinical staff and management. Local arrangements may then be made to implement the national guideline in individual hospitals, units and practices, and to monitor compliance.  This may be done by a variety of means including patient-specific reminders, continuing education and training, and clinical audit.
Basic training on isolation is delivered to all staff at Trust Induction and Mandatory Training sessions. For staff / individual training requirements and methods of delivery please refer to: The Trust Training Needs Analysis, Training Strategy for Infection Prevention and Control. http://sharepoint-srv2/C12/C11/Infection%20Control%20Training%20Str/Airedale%20Documents/Training%20Strategy%20for%20Infection%20Prevention%20and%20Control%20March%202010.doc
Single room usage audit is conducted annually and results presented to Infection Control Committee.  

Isolation is assessed as part of all Root Cause Analysis with regard to MRSA bacteraemia and Clostridium difficile infection.

4. Development
4.1 Methodology

These procedures have been produced in accordance with guidance provided by Department of Health.

Evidence will be gathered using literature reviews and recommendations

Consultation

Dr Paul Godwin - Consultant Microbiologist

Allison Charlesworth – Matron Infection Prevention

Gary Thirkell – Infection Prevention Nurse Specialist

Anne Choyce – Infection Prevention Nurse Specialist

Jean Lawrence – Infection Prevention Nurse Specialist

Samantha Moorehouse – Infection Prevention Nurse Specialist

Peer Review

Dr Paul Godwin - Consultant Microbiologist

Allison Charlesworth – Matron Infection Prevention
James Stickland – Infection Prevention Nurse

Karen Haigh – Infection Prevention Nurse

Bernadette Tate – Infection Prevention Nurse
Samantha Moorehouse – Infection Prevention Nurse Specialist
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Appendix 1

	Disease/Infection
	Isolation
	Strict door closure
	Masks
	Duration
	Notes

	Chickenpox
	Yes 
	Yes
	
	For 6 days and until all lesions crusted
	Exclude non-immune staff

	Clostridium difficile
	Yes
	Yes
	
	Until asymptomatic for 48 hours
	

	Diphtheria
	Yes
	Yes
	Yes
	Until cultures negative
	

	Gastroenteritis:

Salmonella, campylobacter, shigella, E coli, cholera cryptosporidiosis, giardiasis, amoebiasis 
	Yes
	
	
	Until asymptomatic for 48hrs
	

	Enteric fever – typhoid, paratyphoid
	Yes
	Yes
	
	During admission
	

	Enteric viruses
	Yes if diarrhoea
	
	
	Until asymptomatic for 48hrs
	

	ESBL (Extended Spectrum Betalactamase)
	Yes if in sputum or incontinent
	
	
	Duration of admission
	

	Fever from abroad – see also viral haemorrhagic fever
	Yes

Contact IPT immediately
	Yes
	
	Depends on final diagnosis
	

	Hepatitis suspected or proven A or E 
	Yes if diarrhoea
	
	
	Until asymptomatic for 48hrs
	

	Hepatitis B or C
	Yes if bleeding
	
	
	
	

	HIV
	Yes if bleeding
	
	
	
	Isolation may be required for opportunist infection

	Herpes Simplex HSV
	Yes on maternity unit
	
	
	During admission
	

	Impetigo
	Yes
	Yes
	
	During admission
	

	Disease/Infection
	Isolation
	Strict door closure
	Masks
	Duration
	Notes

	Measles, Mumps, Rubella
	Yes
	Yes
	
	Measles 7 days from rash

Mumps until asymptomatic

Rubella 4 days from rash
	Exclude non immune

staff 

	Disease/Infection
	Isolation
	Strict door closure
	Masks
	Duration
	Notes

	Meningitis
	Yes
	
	
	Until cause established
	

	Meningococcal meningitis or septicaemia
	Yes
	
	Yes if close contact with respiratory secretions
	For 48 hours after Cefotaxime started or after Rifampicin
	

	MRSA
	Yes
	Yes
	
	
	Discuss with IPT

	Respiratory viruses i.e. Infuenza and Respiratory Syncytial Virus (RSV)
	Yes
	Yes
	
	Variable
	

	SARS – suspected or proven
	DO NOT ADMIT 

Contact IPT immediately
	
	
	
	Need negative pressure isolation at Bradford Royal Infirmary

	Streptococcal infection (Group A) - throat
	Yes
	
	
	Until completed 24 hours of antibiotic treatment
	

	Streptococcal infection (Group A) – skin or wound 
	Yes
	
	
	Until completed 24 hours of antibiotic treatment
	

	Tuberculosis – pulmonary under investigation
	Yes unless immunocompromised on ward
	Yes
	FFP3
	
	

	Tuberculosis – sputum smear positive
	Yes  Refer to TB Guideline
	Yes
	FFP3 
	Until negative
	

	Disease/Infection
	Isolation
	Strict door closure
	Masks
	Duration
	Notes

	Tuberculosis – multi-drug resistant (MDRTB)
	Transfer to Ward 1 Bradford Royal Infirmary. Refer to TB Guideline 
	Yes
	FFP3
	Until transfered
	Need negative pressure isolation at Bradford Royal Infirmary

	Viral gastroenteritis:

Norovirus /  rotavirus
	Yes 
	Yes
	Yes 
	Until 48 hrs free of symptoms 
	

	Viral haemorrhagic fever
	DO NOT ADMIT -contact IPT immediatley
	
	
	
	


This is not a complete list of infections – please discuss cases with Infection Prevention Team.

The following conditions do not usually require isolation:

Malaria

Meningitis not due to meningococcal disease

Viral infections (not respiratory or enteric)

Non-pulmonary tuberculosis (unless discharge from sinus or fistula is smear positive)

Pneumonia unless possible tuberculous

Cellulitis if there is no exudate

REMEMBER ALWAYS USE STANDARD PRECAUTIONS
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