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ASHFORD & ST PETER’S HOSPITALS NHS FOUNDATION TRUST            
 

RESPIRATORY VIRUSES POLICY 
 
Also refer to: Trust Flu Pandemic Plan 
   Isolation Policy 
   Standard Precautions Policy 
   Tuberculosis Policy 
   MERS-CoV 
 
1.   INTRODUCTION 
 

Respiratory infections are common, principally causing colds in both adults and 
children. Most are fairly mild, self-limiting and confined to the upper respiratory tract. 
However, these can progress and cause more severe infections and even death. 
There is a wide variety of viral causes of respiratory infection including rhinoviruses, 
respiratory syncytial virus, influenza viruses A & B, para influenza viruses, 
adenoviruses, human metapneumovirus and coronaviruses. In addition bacteria 
may cause lower respiratory tract infections, some of which follow an initial viral 
infection. 
 
Outbreaks of respiratory virus infection are associated with increased 
hospitalisations and mortality. Patients with compromised immune, cardiac, or 
pulmonary systems are at increased risk of serious complications of infection. To 
aid healthcare planning, surveillance of infections in the community is used to alert 
health-care providers to diagnostic considerations, management and prevention 
options.  

 
2. PURPOSE 

The purpose of this document is to provide concise guidance for all staff to minimise 
the potential risks of infection and to ensure prompt recognition of those patients 
who are at risk of infection, including isolation and infection prevention and control 
measures 

 

3. EPIDEMIOLOGY 

There is a seasonal problem of epidemic respiratory virus infections in the UK 
Respiratory Syncytial Virus (RSV) causes annual winter epidemics usually 
occurring in children from November to January. Influenza also occurs during 
winter months and can affect all age groups, particularly the elderly and the 
immunocompromised. Often, the need for hospitalisation is due to complications 
such as pneumonia. 
 
Newly emerging diseases such as SARS coronavirus (-CoV), Avian Influenza 
H5N1 and H7N9 and MERS-Coronavirus have the potential to cause severe 
human illness. 
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4. TRANSMISSION 

Infection can be acquired by direct and indirect contact. Transmission occurs from 
person to person or on close contact, predominantly by large droplet/airborne 
respiratory secretions and/or contamination of hands. 
 
Infected healthcare workers and visitors are potential sources of hospital acquired 
infection. 
 
 

5. WHAT TO DO IF YOU HAVE A PATIENT WITH SUSPECTED VIRAL 
RESPIRATORY INFECTION INCLUDING PANDEMIC FLU 

� Where possible any patient admitted with a respiratory tract infection (RTI) 
should not be nursed on a ward with immunocompromised patients unless 
placed in a side room or unless the immunocompromised patients are in 
protective isolation. 

� Cohort isolation may be necessary with increased numbers of cases. 

� During RSV annual epidemic it may be necessary to cohort symptomatic 
patients (who are presumed to have the same infection) this decision should be 
based on clinical symptoms and laboratory results. 

� A normal chest x-ray does not rule out respiratory virus infection. 

� The Infection Control Team  should be contacted immediately  where clinical  
signs , travel history  and exposure  suggest infection with new  or re-emerging  
respiratory diseases such as SARS CoV , Avian Influenza Viruses or MERS 
(Middle East Respiratory Syndrome)-CoV.  

� CLINICAL SIGNS 
Fever >38 °°°°C 
Or history of fever and respiratory symptoms 
Or other life threatening illness with both geographical and exposure 
criteria fulfilled 

� TRAVEL HISTORY 
Travel in the last 2 weeks to any area of the world known to have 
cases of severe unexplained respiratory illness 

� EXPOSURE 
Within 7 days of onset of symptoms 

� ON PRESENTATION - PRIOR TO MEDICAL ASSESSMENT - THE  
PATIENT SHOULD BE PLACED IMMEDIATELY IN A SINGLE RO OM.  

The patient must wear a surgical mask. Health-Care workers must 
wear a surgical mask, disposable apron and gloves. See also Trust 
Flu Pandemic Plan for further guidance. 

 
6. MANAGEMENT OF PATIENTS WITH VIRAL RESPIRATORY IN FECTION  

� The isolation room door must be kept closed. 

� Staff contact should be kept to a reasonable minimum without compromising 
patient care. 
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� Hand hygiene is essential after contact with the patient or his/her environment, 
and on leaving the patient’s room in order to prevent contact transmission. 
Hand hygiene and environmental cleaning (e.g. keyboards, telephones) are 
important in general to reduce spread of respiratory infection. 

� Respiratory hygiene/cough etiquette - patients should receive active instruction 
and supplies to ensure they cover their mouth and nose when 
coughing/sneezing and use tissues to contain respiratory secretions. 

� Provision must be made for patients to dispose of used tissues into an 
appropriate waste receptacle prior to discarding into a clinical waste bag. 

� Provision must be made for patients to perform hand hygiene after contact with 
respiratory secretions and contaminated items and should be encouraged to 
use them at appropriate opportunities. 

� The movement of patients must be restricted. 

� Healthcare workers in direct contact with the patient or their bed linen must 
wear disposable gloves and aprons. 

� Linen must be treated as infected and placed in a red alginate/stitched bag into 
an outer white bag. 

� Standard precautions must be maintained at all times. 
 

7. ENDING ISOLATION 

Isolation of the patient may be discontinued after seven days of the onset of clinical 
illness providing symptoms are no longer present. If symptoms persist for longer 
than seven days isolation should be continued until these resolve. N.B. 
Immunocompromised patients may excrete viruses for a longer period. The 
Infection Control Team may be contacted for advice. 

 

8. STAFF HEALTH 

� Seasonal influenza vaccine is strongly recommended for all front line clinical 
staff on an annual basis via the Occupational Health department in order to 
minimise the risk to patients. Dates of vaccination clinics are published annually 
in the Trust’s Aspire newsletter. 

� Staff suffering from respiratory symptoms, especially following foreign travel, 
must report to their General Practitioner and should not attend work. 

� Staff suspected and/or diagnosed with a communicable respiratory disease 
must inform the Occupational Health department and their Line Manager 
immediately. 

� In the event of new and re-emerging respiratory diseases, such as SARS CoV, 
MERS-CoV & Avian Influenza and Pandemic Influenza, relevant advice will be 
given by the Infection Prevention and Control Team/Consultant Microbiologist 
and the Occupational Health department. 
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9. VISITORS 

 All visitors with symptoms of respiratory disease should be discouraged from 
visiting. Guidance regarding visiting will be available during outbreaks/pandemics. 

 

10. KEY MANAGEMENT POINTS 

� Infected healthcare workers and visitors are potential sources of infection with 
respiratory viruses. 

� Influenza vaccine is recommended for all front line clinical staff each year. 

� Patients admitted with upper respiratory tract infection (RTI) should not be 
nursed in close location with immunocompromised patients. 

� Where viral respiratory infection is suspected in patients they should be nursed 
in isolation. 

� When clinical signs or history suggest infection with new or re-emerging 
respiratory diseases, such as Sudden Acute Respiratory Syndrome (SARS)-
CoV, Middle Eastern Respiratory Syndrome (MERS)-CoV or Avian Influenza 
the patient must be placed in a single room prior to medical assessment and the 
Infection Control Team/Consultant Microbiologist contacted immediately. 

� Patients with signs and symptoms of respiratory infection should receive active 
instruction on respiratory hygiene/cough etiquette. 

 
 
11. DISSEMINATION AND IMPLEMENTATION  
 

The policy has been written by the Infection Prevention and Control Team, agreed 
by the Control of Infection Committee and ratified by the Clinical Governance 
Committee. The policy will be available on TrustNet. 
 
 

12. PROCESS FOR MONITORING COMPLIANCE WITH THE EFFECTIVENESS OF 
 POLICIES 
 

Monitor as situation arises, using policy as a checklist. 
 
 

13.  EQUALITY IMPACT ASSESSMENT 
 

The Trust has a statutory duty to carry out an Equality Impact Assessment (EIA) 
and this is attached (Appendix 1). 
 
 

14.  ARCHIVING ARRANGEMENTS 
 

This is a Trust-wide document and archiving arrangements are managed by the 
Quality Dept. who can be contacted to request master/archived copies. 
 
 



 
Vol 7  

Control of Infection 

Current version is 
held on the 

Intranet 

First Ratified 
December 2013 

Next Review  
April 2021 Issue 2 Page 8 of 11 

 

15.   REFERENCES 
 

� http://www.hpa.org/uk/infections/topics_az/SARS/htm  

� National Institute for Health and Clinical Excellence (2008) Respiratory tract 
infections – antibiotic prescribing. NICE clinical Guideline 69. London. 

� Goldman D.A. (2001) Epidemiology and Prevention of Viral Respiratory Infection 
in Healthcare Institutions. Emerging Infectious Diseases, 7(2), 249-263. 

� www.gov.uk/government/organisations/public-
healthengland/series/immunisation-against-disease-the-green-book  



 
Vol 7  

Control of Infection 

Current version is 
held on the 

Intranet 

First Ratified 
December 2013 

Next Review  
April 2021 Issue 2 Page 9 of 11 

 

APPENDIX 1 
Equality Impact Assessment Summary 

 
Name of Author: Linda Fairhead, Consultant Nurse, I nfection Prevention and  

   Control on behalf of the Infection Control Team  
 
Policy/Service: Infection Prevention and Control  
 
Background  

• Description of the aims of the policy 
• Context in which the policy operates 
• Who was involved in the Equality Impact Assessment 
 

The aim of the policy is to guide staff in the management of upper and lower respiratory 
tract infections to prevent outbreaks and cross infection. 
It gives guidance in relation to newly emerging respiratory diseases such as SARS, Swine 
flu and Avian Flu. 
This is for all clinical staff especially medical. This was assessed by the Consultant Nurse, 
qualified nursing staff and DIPC. 
 
Methodology  

• A brief account of how the likely effects of the policy was assessed (to include race 
and ethnic origin, disability, gender, culture, religion or belief, sexual orientation, 
age) 

• The data sources and any other information used 
• The consultation that was carried out (who, why and how?) 
  

This policy was distributed to all the Control of Infection Committee members and any 
changes incorporated. 
This policy was written in accordance with the requirement of the Health & Social Care Act 
2008. This policy provides guidance on compliance, best practice and is evidence based. 
The policy is unlikely to have direct effect on a patient ethnic origin, disability, gender, 
culture or  belief or sexual orientation. 
Patients who wear face covers for religious reasons by wearing a mask if required will not 
break cultural guidance of covering the face. 
 
Key Findings  

• Describe the results of the assessment 
• Identify if there is adverse or a potentially adverse impacts for any equalities groups 
 

 
 
Conclusion  

• Provide a summary of the overall conclusions 
 

 
That the policy has no effect on ethnic origin, disability, gender, culture, religions or belief, 
sexual orientation or age. 
 



 
Vol 7  

Control of Infection 

Current version is 
held on the 

Intranet 

First Ratified 
December 2013 

Next Review  
April 2021 Issue 2 Page 10 of 11 

 

 
Recommendations  

• State recommended changes to the proposed policy as a result of the impact 
assessment 

• Where it has not been possible to amend the policy, provide the detail of any 
actions that have been identified 

• Describe the plans for reviewing the assessment 
 

 
None. 
 
 
 
 
Guidance on Equalities Groups 
 
Race and Ethnic origin  (includes gypsies 
and travellers) (consider communication, 
access to information on services and 
employment, and ease of access to 
services and employment) 
 

Religion or belief  (include dress, individual 
care needs, family relationships, dietary 
requirements  and spiritual needs for 
consideration) 

Disability (consider communication issues, 
access to employment  and services, 
whether individual care needs are being met 
and whether the policy promotes the 
involvement of disabled people) 
 

Sexual orientation including lesbian, gay 
and bisexual people  (consider whether the 
policy/service promotes a culture of 
openness and takes account of individual 
needs 

Gender  (consider care needs and 
employment issues, identify and remove or 
justify terms which are gender specific) 
 

Age  (consider any barriers to accessing 
services or employment, identify and 
remove or justify terms which could be 
ageist, for example, using titles of senior or 
junior) 

Culture (consider dietary requirements, 
family relationships and individual care 
needs) 
 

Social class (consider ability to access 
services and information, for example, is 
information provided in plain English?) 
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