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1. Background 
 

This guidance outlines the infection prevention and control (IPC) principles required 

to prevent transmission of Covid-19. Detailed guidance on specific control measures 

e.g. PPE, hand hygiene and outbreak management are covered in specific guidance 

documents. 

Control of Covid-19 relies on the prompt identification, appropriate risk assessment, 

management and isolation of suspected and confirmed cases.  

This guidance has been updated to reflect the UKHSA ‘Living with Covid’ guidance 
and the national IPC manual. The national Covid-19 and infection prevention 
guidance is subject to frequent change and as such, this guideline should be read in 
conjunction with latest national guidance. 
 

Infection Prevention 

and Control  
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2. COVID-19 

COVID-19 can present with a range of symptoms of varying severity. The main 

symptoms include fever, a new and continuous cough, anosmia (loss of smell) and 

ageusia (loss of taste). 

Examples of other symptoms include, shortness of breath, fatigue, loss of appetite, 
myalgia (muscle ache), sore throat, headache, nasal congestion (stuffy nose), runny 
nose, diarrhoea, nausea and vomiting. Older people may present with less common 
symptoms. 

In some individuals cough or a loss of, or change in, normal sense of smell or taste 
may persist for several weeks and are not considered an indication of ongoing 
infection when other symptoms have resolved. 

Individuals who are infected with SARS-CoV-2 and who are asymptomatic can still 
transmit virus to others. 

Transmission of SARS-CoV-2 occurs from 9 days before symptom onset to 15 days 
after symptom onset, with most transmission occurring 3 days before symptom onset 
to 5 days after symptom onset.  For inpatients with COVID-19, isolation is 
recommended to continue up to 10 days after the onset of symptoms (or their first 
positive COVID-19 test if they do not have any symptom). 

3. IPC Management of COVID-19 

Transmission-based precautions should be used to minimise risk of transmission, 
with droplet precautions appropriate for the majority of patients. Airborne precautions 
are required when aerosol generating procedures (AGPs) are performed on patients 
with confirmed or suspected Covid-19. Detailed guidance can be found in the 
Transmission-based Precautions Guideline. 

National guidance advises that interventions such as mask wearing and enhanced 
ventilation may be used (e.g. UV air filters), depending on local prevalence of Covid-
19 with the aim to reduce the spread of SARS-CoV-2. The IPC Team will advise on 
amendments to guidance as required. 

Ventilation should be optimised where possible, and not just when there are Covid-
19 patients being nursed in an area. Opening windows and allowing fresh air into 
indoor spaces can help remove air that contains virus particles and prevent the 
spread of Covid-19 and other respiratory viruses. 

Transmission-based precautions should only be discontinued in consultation with 
clinicians and should take into consideration the individual’s test results as well as 
resolution of clinical symptoms. 

 

https://www.england.nhs.uk/publication/national-infection-prevention-and-control/
https://www.england.nhs.uk/publication/national-infection-prevention-and-control/
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4. Covid Testing 
 

Non-elective (emergency) patient testing: 

 

• All patients to undergo a clinician assessment for Cepheid Point of Care 

Testing (POCT). If a patient is immunocompromised or has signs and 

symptoms of Covid, Cepheid test to be undertaken.  
  

Elective (planned) patient testing: 

 
• Day cases/IR/Endoscopy: Testing of patients is not required  

• Elective patients who are admitted: Lateral flow test to be performed by the 

patient day 3 prior to admission and on day of admission. Patients who have 

not taken a test on the day of arrival will have a test performed on arrival - 

although this should not delay any part of the admission process provided 

they are asymptomatic. 

 
Testing of in-patients (non-elective or elective pathways)  

 

• No routine testing is required 
 

• Any patient who develops symptoms suggesting of Covid-19 should be tested 

using a laboratory PCR test. 
 

• Any patient who requires surgery should have a laboratory PCR test unless 

they have had a negative test in the preceding 72 hours.  

 

• In patients who require endoscopy, IR or minor procedures do not require a 

test (unless symptomatic)  

 
• Patients being discharged to a care facility require a PCR test within 48 hours 

of the point of discharge 
 

There is no isolation or testing required for Covid contacts.  

Note: testing guidance is subject to change and changes to guidance will be 
communicated via Trust Communications. 
 

 

 

 

 

 



Covid-19 IPC Guidance  
Aug 22 – Aug 25 
 

Uncontrolled copy when printed 
Current version held on intranet  

Page 4 of 13 
 

 

5. Patient placement  
 

The Cepheid POCT in the Emergency Departments tests for influenza, RSV and 

SARS-Cov2:  

• If Covid-19 positive place in a specialty side room or a Covid-19 cohort area. 

• If influenza or RSV positive place in a side room.  

• If Covid-19 negative but suspected Covid, admit to specialist side room and 

perform lab PCR  

• If Covid-19 negative, and not suspected admit to non Covid area. 

 
 

6. Patients with increased risk of infection 

 

Refer to national guidance for current list.  

 

Most people who were previously identified as Clinically Extremely Vulnerable (CEV) 

are now considered to be adequately protected after receiving their primary and 

booster vaccination doses and are managed in line with general national guidance. 

Severe immunosuppression is defined in the Green Book on Immunisation as: 

• immunosuppression due to acute and chronic leukaemias and lymphoma 
(including Hodgkin’s lymphoma) 

• severe immunosuppression due to HIV/AIDS  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/655225/Greenbook_chapter_6.pdf
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• cellular immune deficiencies (such as severe combined immunodeficiency, 
Wiskott-Aldrich syndrome, 22q11 deficiency/DiGeorge syndrome) 

• being under follow up for a chronic lymphoproliferative disorder including 
haematological malignancies such as indolent lymphoma, chronic lymphoid 
leukaemia, myeloma and other plasma cell dyscrasias 

• having received an allogenic (cells from a donor) stem cell transplant in the past 
24 months and only then if they are demonstrated not to have ongoing 
immunosuppression or graft versus host disease (GVHD) 

• having received an autologous (using their own stem cells) haematopoietic stem 
cell transplant in the past 24 months and only then if they are in remission 

• those who are receiving, or have received in the past 6 months, 
immunosuppressive chemotherapy or radiotherapy for malignant disease or non-
malignant disorders 

• those who are receiving, or have received in the past 6 months, 
immunosuppressive therapy for a solid organ transplant (with exceptions, 
depending upon the type of transplant and the immune status of the patient) 

• those who are receiving or have received in the past 12 months 
immunosuppressive biological therapy (such as monoclonal antibodies), unless 
otherwise directed by a specialist 

• those who are receiving or have received in the past 3 months 
immunosuppressive therapy including: 

• adults and children on high-dose corticosteroids (>40mg prednisolone per day 
or 2mg/ kg/day in children under 20kg) for more than 1 week 

• adults and children on lower dose corticosteroids (>20mg prednisolone per day 
or 1mg/kg/day in children under 20kg) for more than 14 days 

• adults on non-biological oral immune modulating drugs, for example, 
methotrexate >25mg per week, azathioprine >3.0mg/kg/day or 6-
mercaptopurine >1.5mg/kg/day 

• children on high doses of non-biological oral immune modulating drugs 

 

These patients should be admitted to a side room. 

 

7. Criteria for stepping down patients – immunocompetent patient  
 

Patients with Covid-19 can be stepped down when the following are satisfied; 
 

• Clinical improvement (afebrile > 48 hours and stable or improving respiratory 
function) 
 
AND 
 

• At least 10 full days post positive SARS-Cov2 swab. NB: This is the date the 
first PCR or LFT swab was collected.  
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8. Criteria for stepping down patients – immunosuppressed patient  

 

Patients with severe immunosuppression and confirmed Covid-19 may continue to 
shed virus for a prolonged period so should have viral clearance demonstrated 
before transmission-based precautions are discontinued. Patients with severe 
immunosuppression should therefore be stepped down when the following are 
satisfied: 

• Clinical improvement (afebrile > 48 hours and stable or improving respiratory 
function)  
 
AND 

• At least 10 days post positive SARS-Cov2 swab. NB: This is the date the 
first PCR swab was collected. 
 

• 1 x negative SARS-Cov2 swab 
 

9. Criteria for stepping down patients - Clinical Covid 
 

It may be that a patient is considered to have a high clinical suspicion of Covid 
despite a negative admission swab – these patients would be cared for in side 
rooms. In this situation, a patient may be stepped down when the following are 
satisfied: 
 

• Clinical improvement (afebrile > 48 hours and stable or improving 
respiratory function) AND 
 

• At least 10 days post diagnosis of clinical Covid. 

 

10. Discharge from the hospital to home 
 

Patients with Covid-19 who do not have carers (a package of care) coming into their 

home can be discharged to their own homes as soon as they are well enough, 

regardless of positive swab. They do not need to be swabbed again before 

discharge. Once home, they (and members of their household) should follow any 

current national self-isolation guidance.  

 

11. Discharging Covid-19 patients to a care home 
 

A PCR test should be taken within 48 hours of an individual’s discharge into a care 
home. 

The test result should be shared with the individual themselves, their key relatives or 
advocate and the relevant care provider before the discharge takes place. 
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If a person tests positive prior to discharge, they can be admitted to the care home, if 
the home is satisfied, they can be cared for safely. They should be isolated on arrival 
for 10 days and follow national guidance for care homes 

If an individual is being discharged to a care home from a location in the hospital 
where there was an active outbreak, they should be isolated for 10 days from the 
date of admission, regardless of whether their overnight hospital stay was planned 
(elective) or unplanned. This is to prevent possible introduction of infection into care 
homes. Information about hospital outbreak status should be provided as part of the 
discharge process. 

This can be done when the patient’s clinical status is appropriate for discharge, for 
example, once assessed to have stable or recovering respiratory function, and any 
ongoing care needs can be met at the residential care facility. 

Immunocompetent patients who have tested positive for SARS-CoV-2 by PCR AND 
have already completed their 10-day isolation period, should be exempt from testing 
prior to hospital discharge within 90 days from their initial illness onset or test, unless 
they develop new Covid-19 symptoms. In this case, a clinical assessment should be 
made to determine subsequent onward movement. 

However, if the positive SARS-CoV-2 PCR test was more than 90 days ago, the 

patient should be tested again 48 hours prior to discharge and the result of this 

repeat test relayed to the receiving organisation. 

12. Hospital-acquired Covid-19 and Outbreaks  

The IPC Team undertakes PIRs on hospital-acquired cases of Covid-19. Learning 

will be fed back to clinical teams with action plans requested as required.  

The IPC Team will advise on measures to be taken when patient/s in multi-bed bays 

or two or more patients are diagnosed Covid positive in a ward or department e.g. 

patient placement, cleaning or HPV misting/fogging and use of UV air filters. There 

may also be declaration of outbreak and outbreak measures as per Major Outbreak 

of Infection SOP where applicable. 
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Appendix 1 

Antiviral Treatment and Prophylaxis of Influenza (revised June 2022) 

Influenza-like illness (flu) presents as an abrupt onset of fever, coryza, generalised 
symptoms (myalgia, arthralgia, headache and malaise). 

Complicated influenza is defined as influenza requiring hospital admission or with symptoms 
and signs of lower respiratory tract infection (hypoxaemia, dyspnoea, lung infiltrate), central 
nervous system involvement and/or a significant exacerbation of an underlying medical 
condition.  

All in-patients and patients in clinics and the Emergency Department (ED) requiring 
admission with flu should be prescribed antiviral treatment and notified to Infection 
Control team and take a sample for laboratory confirmation of respiratory virus infection 
(Nose and Throat Swabs). 

How to take a nose and throat swab? 

   Single swab  

(First THROAT and then both NOSTRILS from the same swab) 

1. Wash your hands and unpack the kit on a clean surface.  

2. Label the viral transport medium (VTM) tube with the patient 
details. 

3. Remove swab from its sleeve. Avoid laying it down or touching its 
tip.  

4. Throat swab: rub the swab tip few times around the back of the 
throat and the sides. Swab the areas shown by the green arrows 

 

 

5. It should not be painful. 

6. Nose swab: Insert the same swab into both the nostrils for about 1-2 cm and withdraw.  

7. Open the tube with the other hand.  

8. Put the swab inside the VTM tube and snap off at the weak spot of the shaft in the 
middle. Discard the redundant shaft.  
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9. Screw the cap tightly and tightly to close the seal.  

10. Insert the tube in the plastic bag and seal the zip lock. 

https://www.liverpoolft.nhs.uk/covid-19-hub/clinical-guidance/liverpool-clinical-labs-

testing-covid-19/ 

Patients with flu in the ED, AMU and out-patients that are not being admitted to hospital 

do not need to be discussed with the Infection Control Team and laboratory confirmation of 

respiratory virus infection (Nose and Throat Swabs) is not required.  Antiviral treatment is 

only required if at high risk of complicated flu (see list below) and if symptom duration is 

less than 48 hours. 

However, for all in-patients and those patients requiring admission, who therefore have a 

complicated illness, antiviral treatment should be started as soon as possible – irrespective 

of both duration of symptoms and presence or absence of an identifiable risk for severe flu. 

Risk groups for complicated influenza include people with: 

• Neurological, hepatic, renal, pulmonary and chronic cardiac disease. 

• Diabetes mellitus. 

• Severe immunosuppression. 

• Age over 65 years. 

• Pregnancy (including up to two weeks post-partum). 

• Children under 6 months of age 

• Morbid obesity (BMI ≥40). 

 

Severe immunosuppression examples include 

• Severe primary immunodeficiency. 

• Current or recent (within six months) chemotherapy or radiotherapy for malignancy. 

• Solid organ transplant recipients on immunosuppressive therapy. 

• Bone marrow transplant recipients currently receiving immunosuppressive 

treatment, or within 12 months of receiving immunosuppression. 

• Patients with current graft-versus-host disease. 

• Patients currently receiving high dose systemic corticosteroids (equivalent to ≥40 mg 

prednisolone per day for >1 week in an adult) and for at least three months after 

treatment has stopped. 

• HIV infected patients with severe immunosuppression (CD4 <200/µl or <15% of total 

lymphocytes in an adult). 

• Patients currently or recently (within six months) on other types of 

immunosuppressive therapy or where the patient’s specialist regards them as 

severely immunosuppressed. 

 

  

https://www.liverpoolft.nhs.uk/covid-19-hub/clinical-guidance/liverpool-clinical-labs-testing-covid-19/
https://www.liverpoolft.nhs.uk/covid-19-hub/clinical-guidance/liverpool-clinical-labs-testing-covid-19/
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Oseltamivir (Tamiflu) treatment 

Refer to UKHSA guidance for full details:  
Guidance on use of antiviral agents for the treatment and prophylaxis of seasonal influenza 
(publishing.service.gov.uk) 
 
Oseltamivir 75mg b.d. orally for 5 days for immunocompetent adult patients. 
 
Oseltamivir 75mg b.d. orally for 10 days for immunocompromised adults patients. 
 
Adult patients with renal impairment and on renal replacement therapy, the dose is 
adjusted as below.  
 

 

Prophylaxis 

When a confirmed influenza virus positive patient has been nursed in a bay the other 

patients in that bay should receive antiviral prophylaxis and at the same time take a sample 

for laboratory detection of respiratory virus infection (Nose and Throat Swabs). If the 

patient already has influenza virus infection, then prophylaxis should be changed to a full 

course of antiviral at treatment dose. 

Oseltamivir (Tamiflu) 

The adult dose for prophylaxis is 75mg o.d. orally for 10 days for immunocompetent and 

immunocompromised patients 

Patients with renal impairment and on renal replacement therapy, the dose is adjusted as 

below.  

Creatinine clearance Recommended Oseltamivir treatment dose (5 days) 

>60 ml/min 75mg twice a day 

31 – 60 ml/min 30mg twice a day 

11 – 30 ml/min 30mg once a day 

≤10 ml/min (not on dialysis) 30mg ONCE 

Haemodiaylsis (HD) 30mg ONCE, and then 30mg after each HD session 

Peritoneal dialysis 30mg ONCE 

Haemo(dia)filtration 
1-1.8 L/hr exchange rate 

30mg once a day 

Haemo(dia)filtration 
1.9 – 3.6 L/hr exchange rate 

30mg twice a day 

Haemo(dia)filtration 
>3.6 L/hr exchange rate 

75mg twice a day 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1058443/ukhsa-guidance-antivirals-influenza-11v4.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1058443/ukhsa-guidance-antivirals-influenza-11v4.pdf
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Second line treatment 

If there is a poor clinical response to first line treatment switch to inhaled zanamivir. If there 

is evidence of gastrointestinal dysfunction, which could cause decreased absorption of 

enterically-administered medications, used inhaled zanamivir. Examples of gastrointestinal 

dysfunction include known gastroparesis, clinical evidence of malabsorption, uncontrolled 

vomiting and gastrointestinal bleeding.  

Severely immunocompromised patients 

Oseltamivir is the first line treatment unless the dominant circulating strain has a higher risk 

for developing oseltamivir resistance, for example influenza A(H1N1)pdm09, in which case 

use zanamivir (INH).  

Inhaled zanamivir via Diskhaler® may not be an effective delivery route in some patients, 

including those unable to administer the Diskhaler® and patients with severe underlying 

respiratory disease. Patients who cannot use inhaled zanamivir or those who have severe 

complicated illness such as multi-organ failure may be considered for IV zanamivir in 

consultation with an infectious disease or virology doctor.  

 

 

 

Creatinine clearance Recommended Oseltamivir prophylactic dose (10 days) 

>60 ml/min 75mg once a day 

31 – 60 ml/min 30mg once a day 

11 – 30 ml/min 30mg every 48 hours 

≤10 ml/min (not on dialysis) 30mg ONCE, and repeated after 7 days 

Haemodialysis (HD) 30mg ONCE, and then 30mg after every second HD 
session 

Peritoneal dialysis 30mg ONCE, and repeated after 7 days 

Haemo(dia)filtration 
1-1.8 L/hr exchange rate 

30mg every 48 hours 

Haemo(dia)filtration 
1.9 – 3.6 L/hr exchange rate 

30mg once a day 

Haemo(dia)filtration 
>3.6 L/hr exchange rate 

75mg once a day 
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Zanamivir (Relenza) Inhalation powder 

Treatment: Zanamivir via Diskhaler© inhaled 2 puffs (10mg) TWICE daily for 5 days.  

Prophylaxis: Zanamivir via Diskhaler© 2puffs (10mg) ONCE daily for 10 days.  

No dose adjustment is required for inhaled zanamivir in renal impairment or those on renal 

replacement therapy. 

 
Zanamivir intravenous injection 

Adult zanamivir IV dosing for adults and children (6 years and over with a body weight of 

≥50kg) in relation to renal function 

Creatinine clearance (mL/min)  Recommended IV zanamivir IV dose  

Greater than or equal to 80mL/min  
OR haemo(dia)filtration greater than 
4.7L/hour exchange rate  

Initial dose: 600mg and 12 hours later, 
maintenance dose:  
600mg BD  

50 to 79  
OR haemo(dia)filtration 3.0 to 4.7L/hour 
exchange rate  

Initial dose: 600mg and 12 hours later, 
maintenance dose: 400mg BD  

30 to 49  
OR haemo(dia)filtration 1.8 to 2.9L/hour 
exchange rate  

Initial dose: 600mg and 12 hours later, 
maintenance dose: 250mg BD  

15 to 29  
OR Haemo(dia)filtration 1 to 1.7L/hour 
exchange rate  

Initial dose: 600mg and 24 hours later, 
maintenance dose: 150mg BD  

less than 15  Initial dose: 600mg and 48 hours later, 
maintenance dose: 60mg BD  

 

References: 

UKHSA Guidance on use of antiviral agents for the treatment and prophylaxis of seasonal 

influenza, version 11, November 2021  

Guidance on use of antiviral agents for the treatment and prophylaxis of seasonal influenza 

(publishing.service.gov.uk) 

https://www.liverpoolft.nhs.uk/covid-19-hub/clinical-guidance/liverpool-clinical-labs-

testing-covid-19/ 

 

 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1058443/ukhsa-guidance-antivirals-influenza-11v4.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1058443/ukhsa-guidance-antivirals-influenza-11v4.pdf
https://www.liverpoolft.nhs.uk/covid-19-hub/clinical-guidance/liverpool-clinical-labs-testing-covid-19/
https://www.liverpoolft.nhs.uk/covid-19-hub/clinical-guidance/liverpool-clinical-labs-testing-covid-19/
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