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ASHFORD & ST PETER’S HOSPITALS NHS FOUNDATION TRUST 
 

VIRAL HAEMORRHAGIC FEVERS - MANAGEMENT & CONTROL 

 
 
1. INTRODUCTION  

 
Viral haemorrhagic fevers (VHF) are severe and life-threatening viral diseases that have been 
reported in parts of sub-Sahara, Africa, South America, the Middle East and Eastern Europe. 
VHF’s are of particular public health importance because they can spread within a hospital 
setting, have a case fatality rate and they are difficult to recognise and detect rapidly and there 
is no effective treatment. Environmental conditions in the UK do not support the natural reservoirs 
or vectors of any of the haemorrhagic fever viruses and all recorded cases of VHF in the UK 
have been acquired abroad, with the exception of one laboratory worker who sustained a needle 
stick injury.  

 
Evidence from outbreaks strongly indicates that the main points of transmission of VHF infections 
are, direct contact through broken skin or mucous membranes with blood or body fluids and 
indirect contact with environments contaminated with splashes or droplets of blood or body fluids. 
There is no circumstantial or epidemiological evidence of an aerosol transmission risk from VHF 
patients. Strict infection control precautions are required to protect those who may be exposed.  

 
Four agents of VHF are of concern in the UK because of possible person-to-person spread. 
These are Lassa, Ebola, Marburg and Crimean/Congo haemorrhagic fevers. 

 
 
2. PURPOSE  

 
To ensure the correct procedures are adhered to to prevent any onward transmission, in the 
event of a case being imported into the UK.  

 
 
3. THE VIRUSES  

 
 Lassa fever  
 
Occurs in West Africa especially Nigeria, Sierra Leone and Liberia.  

 
Primary infection in man probably occurs when broken skin or mucous membranes are 
contaminated with urine from the natural host of the virus, the multimammate rat in Africa. Person 
to person transmission via blood, pharyngeal secretion or urine has been reported. Variation in 
virulence has been observed, and in hospital outbreaks in West Africa there have been mortality 
rates of up to 60%. About 100,000 cases of Lassa fever are reported per year.  
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Ebola fever 

There have been cases in Zaire, Sudan, Côte D'Ivoire and Gabon and since 2014 in Guinea, 
Sierra Leone and Liberia and small numbers in Nigeria, Mali and the USA. There were also 
single isolated imported cases in Italy, Senegal, Spain and the UK.  The 2014 outbreak continued 
for over two years and a total of 28,616 confirmed, probable and suspected cases were reported 
in Guinea, Liberia and Sierra Leone, with 11,310 deaths. Prolonged virus persistence in survivors 
led to episodes of recrudesence in all three countries. 

On 27 August 2014, WHO announced an Ebola outbreak in Equateur Province, north western 
Democratic Republic of Congo. This was unrelated to the West African outbreak occurring at the 
same time. A total of 66 cases were reported before the WHO declared the outbreak to be over 
on 21 November 2014. 

The natural reservoir of Ebola virus is unknown but monkeys may be a link to humans. Previous 
outbreaks have shown a mortality rate of 77%. More than 50% of those affected were hospital 
or home-based carers of Ebola cases. 
 

            Marburg fever 
 

Marburg disease was first described when laboratory workers in Germany and the former 
Yugoslavia became infected. All cases were traced either to direct contact with blood, organs or 
cell cultures from a batch of African green monkeys that had been caught in Uganda, or to the 
blood of the primary human cases. As with Ebola virus, the natural reservoir of Marburg virus is 
unknown but acquisition of the infection by monkeys may bring it into contact with man. 
On 5 October 2014, a case of Marburg virus disease was confirmed in Kampala. No further 
cases were confirmed, and WHO declared the country free of Marburg virus disease on 13 
November 2014. 

 
Crimean/Congo haemorrhagic fever (CCHF) 
 
CCHF is caused by a virus which is widespread in East and West Africa, Central Asia and the 
former USSR. More recently, CCHF or antibody to it, has been detected in Dubai, Iraq, South 
Africa, Pakistan, Greece, Turkey, Albania, Afghanistan, and India. Transmission is by tick bite. 

 
Incubation periods and initial symptoms 
 
The incubation period for these VHFs ranges from 2 - 21 days. Initial symptoms include fever, 
malaise, headache, sore throat and muscle and joint pains. Nausea, vomiting and diarrhoea may 
also occur. Ebola and Marburg often cause a measles-like rash after 4 - 7 days. Obvious bleeding 
is a later or terminal event. Pyrexia may last as long as 16 days with temperatures up to 41C. 
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4. PATIENT RISK ASSESSMENT  
 

The Control of Substances Hazardous to Health (COSHH) Regulations 2002 requires employers 
to assess risks to their employees and others in the workplace including, when appropriate, an 
assessment of the risk of VHF infection occurring at work. The purpose is to enable decisions to 
be made about the actions needed to control the risk and prevent spread of infection. These 
include setting up practical infection control measures and providing information and training, 
monitoring exposure and health surveillance where the assessment shows that these are 
required.  

 
In the UK, most patients who could have a VHF are likely to present to Accident & Emergency 
Departments either directly or via their general practitioner. A VHF infection is possible in any 
patient presenting with a pyrexia of unknown origin (PUO) shortly after having returned from 
abroad. However in most cases this can be dismissed on epidemiological/geographical grounds 
alone. See Appendix 1.  

 
In the UK, only persons who have  

 
 travelled to an area where VHF occurs  
 been exposed to a patient or animal infected with VHF (including their blood, body fluid 

or tissues)  
 worked in a laboratory with the infectious agents of VHF are at risk of infection from VHF’s 

 
Immediate clinical assessment 
 
It is difficult to make a firm diagnosis solely on clinical grounds, so epidemiological evidence is 
essential in assessing a feverish patient with a history suggestive of VHF.  
 
The patient risk assessment should be led by a senior member of the medical team responsible 
for the acute care of patients’ i.e.  

 Emergency Care Physician  
 Emergency Department Consultant 
 Admitting Team Consultant.  

 
Consultant Microbiologist/Virologist may also need to be involved. 
 
Any patient who has a fever >38oC or history of fever in the previous 24 hours and a travel history 
of epidemiological exposure within 21 days follow the Risk Assessment Algorithm Appendix 1. 
This will establish the risk category and level of protection for staff. 
 
Standard precautions and good infection control are paramount to ensure staff are not put at risk 
whilst the initial assessment is carried out. 
 
The risk assessment and additional questions will categorise the patient as: 
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1. Unlikely to have an VHF     
2. Low possibility of VHF     
3. High possibility of VHF     
4. Confirmed VHF     

 
 
5. MANAGEMENT OF A PATIENT UNLIKELY TO HAVE A VHF  

 
Patients with a fever >38C are highly unlikely to have a VHF infection if:  
 

 They have not visited a VHF endemic area within 21 days of becoming ill;  
 
 They have not become unwell within 21 days of caring for or coming into contact with 

the bodily fluids of / handling clinical specimens from a live or dead individual or animal 
known or strongly suspected to have a VHF;  

 
 If their UK malaria screen is negative and they are subsequently afebrile for >24 hours;  
 
 If their UK malaria screen is positive and they respond appropriately to malaria 

treatment;  
 
 If they have a confirmed alternative diagnosis and are responding appropriately. 


 

6.   MANAGEMENT OF A PATIENT CATEGORISED AS LOW POSSIBILITY OF VHF  
 

 Senior member of the medical team who is responsible for the acute care of the patient 
should be the lead clinician.  

 
 Consultant Microbiologist /Virologist & Infection Prevention & Control Team must 

be informed  
 

 Instigate urgent Malaria screen and local diagnostic. Investigate as normal.  
 

 If an inpatient who has a malaria negative with continuing fever and relevant travel history 
without diagnosis, discuss with Consultant Microbiologist/Virologist with a view to arrange 
VHF screen.  
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INFECTION PREVENTION & CONTROL MEASURES 

Isolate patient in a single side room with dedicated en-suite facilities or at least a 
dedicated commode. 

Staff Protection Control Measures 
 
Standard Precautions 

 
 Hand hygiene 
 Gloves 
 Plastic apron 

 
 
Additional protection for splash inducing 
procedures 

 
 Fluid repellent surgical mask 
 Eye protector 

 
 
Additional protection for potential 
aerosol generating procedures based on 
risk assessment for other infections 
known to be transmitted by aerosol. 
 

 
 FFP3 respirator eye protection 

 

 
 

Potential aerosol generating procedures 

 
Endotracheal intubation 
 
Bronchoscopy 
Airway suctioning 
Positive Pressure Ventilation via trachea 
 
High frequency oscillatory ventilation 
Central line insertion 
 
Diagnostic sputum induction 
 
Cleaning and decontamination procedures and treatment of laundry is the same as caring for 
a patient with malaria, use standard precautions. 

 
Diagnostic Investigations 
 
Samples from patients in this category treat as standard samples. Investigations required: 
 
Urgent Malaria investigations 
FBC, U & E’s, LFT’s 
Glucose 
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CRP 
Coag slides 
Urine 
Stool 
 
Blood Culture 
CXR 
See Appendix 2 for collection of specimens. 
 
If patient has extensive bruising or active bleeding they should be regarded as ‘high possibility 
of VHF’ and discussed with Consultant Microbiologist/Virologist. 

 
TEST RESULTS & PATIENT MANAGEMENT 
 

 If malaria result positive treat as per UK Malaria guidelines.  

 If patient fails to respond to malaria treatment and there are further features suggestive 
of VHF, re-evaluate for possibility of VHF.  

 If malaria result negative and alternative diagnosis made and/or patient apyrexial, 
patient can be managed in the normal manner.  

 If malaria result negative, patient remains pryexial, no diagnosis made, discuss with 
Consultant Microbiologist/Virologist. Consideration may be required to discuss VHF 
screening with the Imported Fever Service (0844 7788990).  

 
 
7. MANAGEMENT OF A PATIENT CATEGORISED AS HIGH POSSIBILITY OF VHF  
 

 A senior member of the medical team who is responsible for the acute care of the patient 
should be the lead clinician.  

 The Consultant Microbiologist/Virologist and Infection Prevention & Control Team must 
be informed.  

 The patient should be isolated in a single side room immediately.  

 Enhanced infection control measures (see table below)  

 Carry out urgent malaria screen and local diagnostic investigations. Do not send samples to 
lab before discussing with Consultant Microbiologist/Virologist.  

 If malaria screen is negative discuss with Consultant Microbiologist/Virologist to arrange VHF 
screen with the Imported Fever Service. 

 Contact local Health Protection Team  

 If the patient VHF screen is positive contact the High Level Isolation Unit (HLIU) at Royal 
Free Hospital, London or Newcastle General Hospital and launch full Public Health actions.  
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INFECTION PREVENTION & CONTROL MEASURES 
 
Isolate patient in a single side room with dedicated en-suite facilities or at least a 
dedicated commode. 
 
Number of staff contact with the patient should be restricted. 
 
Level of staff protection required is dependent on the patient symptoms. 
 

Staff Protection Control Measures 
 
Standard precautions plus droplet 
precautions where the patient DOES NOT 
have extensive bruising, active bleeding, 
uncontrolled diarrhoea or uncontrolled 
vomiting. 
 

 
 Hand hygiene 
 Gloves 
 Plastic apron 
 Fluid repellent surgical face mask 
 Eye protection 

 
Additional protection for potential aerosol 
generating procedures. 
 

 
 FFP3 Respirator mask 

 
Standard plus droplet plus respiratory 
precautions when the patient DOES have 
extensive bruising, active diarrhoea and 
uncontrolled vomiting. 
 

 
 Hand hygiene 
 Double gloves 
 Fluid repellent disposable gown or 

suit 
 Eye protection 
 FFP3 respirator mask 

 
 
Communication with staff about potential infection risks is paramount. Staff must be informed and 
understand the risks associated with a suspected or confirmed VHF patient. 

 
 The severity of a VHF infection  

 The virus maybe present –  

- In blood  

- In body fluids including urine  

- On contaminated instruments and equipment  

- In waste  

- On contaminated clothing  

- On contaminated surfaces  

 That exposure to the virus may occur;  

- DIRECTLY through exposure (broken skin or mucous membranes) to blood and/or 
body fluids during invasive, aerosol use or splash procedures.  
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- INDIRECTLY through exposure (broken skin or mucous membranes) to 
environments, surfaces, equipment or clothing contaminated with splashes or 
droplets of blood or body fluids.  

 
Single use equipment, supplies and needle-free systems to eliminate the risk of needle stick 
injuries should be used. 

 
 Contact Infection Prevention and Control Team. 

 
Diagnostic Investigations 

 
Inform the laboratory prior to sending specimens. 

 
 Urgent Malaria tests  
 Full Blood Count  
 U&E’s  
 LFT  
 Clothing Screen  
 CRP  
 Glucose  
 Blood Culture  

 
See Appendix 2 for collection of specimens 

 
TEST RESULTS & PATIENT MANAGEMENT 

 
If malaria screen positive treat as per UK Malaria guidelines. 

 
If malaria screen negative and VHF suspected, clinically discuss promptly with Consultant 
Microbiologist/Virologist who should contact the Imported Fever Service for urgent VHF 
screen. 

 
 
8. MANAGEMENT OF A PATIENT WITH CONFIRMED VHF  

 
 A patient who has a positive VHF screen result should be managed in an HLIU, unless 

exceptional circumstances prevent transfer of the patient.  
 

 Notify Infection Prevention & Control Team.  
 

 Full Public Health actions should be launched including formation of an Incident Control 
Team.  

 
 Restrict the number of staff in contact with the patient and compile a list of all staff 

who have been in direct contact with the patient.  
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 Enhance levels of personal protection for those in direct contact with the patient. 


 Hand Hygiene 
 Double Gloves 
 Fluid repellent disposable gown or suit 
 Plastic apron over the gown or suit. 
 FFP3 respirator. 

 
 

Lead clinician should discuss urgently with the HLIU to arrange for immediate transfer. 
 
 
9. DISINFECTION AND DECONTAMINATION  
 

Areas and equipment used for care of patients in the possible category or confirmed case, should 
be adequately decontaminated and cleaned. Fortunately the viruses involved are not highly 
resistant either to chemicals or to heat. From the point of view of transmissibility they behave like 
blood-borne viruses such as hepatitis C and the human retroviruses.  

 
See Appendix 3  

 
WASTE DISPOSAL  

 
Waste from patient’s classified as ‘low possibility’ of having a VHF infection, treat as Category 
B infectious waste.  

 
For ‘high possibility’ or ‘confirmed’, classify as Category A infectious waste. See Appendix 
4  
 
 

10. COLLECTION AND TRANSPORT OF SPECIMENS  
 
Obtaining and handling laboratory specimens (blood, urine etc.) is the most common cause of 
cases of VHF in health care settings in developed countries. Risks are involved in taking the 
specimens, filling the specimen containers, and transferring samples into testing systems and 
analyzers. For this reason, most laboratory tests are discouraged in initial assessment.  
Diagnostic investigations  
 
Inform laboratory prior to sending  
All samples from patients in the ‘possibility of VHF’ category can be treated as standard samples. 
Investigations required will include URGENT Malaria investigations. Other investigations, as 
locally appropriate, may include urine, stool and blood cultures, and chest x-ray (CXR). Liaise 
with the Consultant Microbiologist/Virologist, particularly if the patient has bruising or bleeding.  

 
An urgent VHF screen (on EDTA and clotted blood) should be requested through the local 
microbiology or virology laboratory. An urgent malaria screen should be requested through the 
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local haematology laboratory. Discussions should take place directly with the local 
microbiologist/virologist, who will contact the PHE reference laboratory regarding patient 
specimens. The reference laboratory will require the patient’s travel and occupational history as 
collected during the patient risk assessment. Laboratory results should be available within 6 
hours following receipt of the specimen. See Appendix 5 for details of reference laboratory 
locations and contact numbers. Other investigations, as appropriate, may include urine, stool 
and blood cultures, and CXR. 
 
Transport of specimens 
 
It is essential that specimens from possible or confirmed cases are transported in a manner 
which minimises the risk of infection during transit and on receipt at the laboratory. Those 
sending specimens should seek advice from the receiving laboratory on safe methods of 
handling, packaging and transport. The air tube system must not be used to transfer specimens 
to the laboratory. 
 
Laboratory tests 
 
No laboratory work should be carried out on specimens from these patients (other than 
unavoidable emergency tests) until a blood film has been examined for the presence of 
malarial parasites. In exceptional circumstances to preserve the life of the patient, general 
hospitals without immediate access to an HSID laboratory may be obliged to conduct emergency 
tests to manage critically ill high risk patients. In such circumstances, the advice of HSID 
specialists should be sought at an early stage, to agree on what emergency tests are required 
(none of which involves or allows replication of the virus), while minimising the risk to hospital 
and laboratory staff. 
 
If the blood film shows malaria parasites the Clinician and Hospital Infection Control Doctor/ 
Consultant Microbiologist/Virologist must liaise and agree that it is safe to proceed on the 
assumption that the patient does not have a VHF, before other specimens are taken, sent or 
processed. 
 

 
11. TRANSPORT OF PATIENTS TO HLIU  
 

See Appendix 6.  
 
 
12. VIRAL HAEMORRHAGIC FEVER (VHF) INFECTED BODIES  
 

See Appendix 7  
 
13. PUBLIC HEALTH ACTIONS  
 

Notification of cases and suspected cases  



 

Volume 7  
Infection Control 

Current version is 
held on the 

Intranet 

First ratified 
November 2007 

Next review  
December 2019 

Issue 5 Page 13 of 31 

 

 
The CCDC at the PHE must be formally notified by telephone by the admitting physician of a 
high possibility or confirmed VHF case. Patients categorised as possibility of VHF do not need 
to be notified. Occupationally caused cases of VHF are notifiable under the Reporting of 
Incidents, Diseases and Dangerous Occurrences Regulations 1995 (RIDDOR).  

 
Initial action by CCDC  

 
If a high possibility or a confirmed case has been reported, the CCDC should convene an 
incident/outbreak control group to take responsibility for ensuring that the measures 
recommended in the full ACDP guidance are implemented correctly.  

 
Identification of contacts  

 
Close contacts  
Only close personal contacts of a patient with VHF, or with that patient's body fluids, are at risk 
of contracting the disease. Those incubating the infection are not infectious before the onset of 
symptoms. For surveillance purposes, close contacts are defined as those who, after the time of 
onset of the patient's illness: 

 
 had direct contact with the patient's blood, urine or secretions, or with clothing, bedding 

or other fomites soiled by the patient's blood, urine or secretions (not including saliva);  
 

 cared for the patient or handled specimens from the patient - for example, household 
members, nurses, laboratory staff, ambulance crew, doctors or other staff.  

 
 had direct contact with the body of a person who had died of viral haemorrhagic fever, 

either proven or in high or moderate risk categories, before the coffin was sealed; had 
direct contact with an animal infected with VHF, its blood, body fluids, or corpse.  

 
Surveillance 

 
It is the responsibility of the CCDC to ensure that all close contacts are identified and that 
surveillance is undertaken. All close contacts of a high risk or confirmed case should be kept 
under daily surveillance for a period of 21 days from the last possible date of exposure to 
infection. There need be no restriction on work or movement within the UK but the contact's 
temperature should be recorded daily and enquiry made about the presence of any suspicious 
symptoms. 

 
During surveillance those suffering any rise of temperature above 38C should be kept under 
observation at home and, if fever persists for more than 24 hours, advice should be sought from 
a consultant in infectious or tropical diseases regarding the need for admission to an isolation 
unit. The Department of Health should be informed about any such decision. 
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Suspected cases arriving in the UK 
 

If a case of suspected VHF is notified to a Port Health Authority, or the Port Medical Officer has 
reason to suspect VHF in a crew member or passenger of an aircraft or ship, assessment and 
transfer to appropriate isolation facilities should be carried out in the same manner as if the 
patient were already in the country. The powers provided by the Public Health (Aircraft) 
Regulations 1979 or the Public Health (Ships) Regulations 1979 should be used if necessary. 
The patient should then be assessed, categorised and managed as described earlier. 

 
 
14. DISSEMINATION AND IMPLEMENTATION  
 

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

 
15. PROCESS FOR MONITORING COMPLIANCE WITH THE EFFECTIVENESS OF 

POLICIES  
 

Monitoring compliance of the policy will be undertaken of individual cases by the Infection Control 
Team if a case is identified. Any finding will immediately be addressed.  

 
 
16. EQUALITY IMPACT ASSESSMENT  
 

The Trust has a statutory duty to carry out an Equality Impact Assessment (EIA) and an 
overarching assessment has been undertaken for all infection control policies. 

 
 
17. ARCHIVING ARRANGEMENTS  
 

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

 
 
 REFERENCE  

 
Advisory Committee of Dangerous pathogens. 2015. Management of Hazard Group 4 viral 
haemorrhagic fevers and similar human infectious diseases of high consequence. Department 
of Health. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/534002/Manage
ment_of_VHF_A.pdf 
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APPENDIX 1 
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APPENDIX 2  

SPECIMEN COLLECTION 
  

Specimens collected from patients categorised as ‘low possibility of VHF’ 
 
1. The main risk of infection to the healthcare worker when collecting the specimens is direct 

contact with blood or body fluids from the patient. The risk of exposure to a VHF when 
collecting specimens  from patients categorised as ‘low possibility’ is small, as an alternative 
diagnosis such as malaria is usually found. There are therefore no additional precautions to be 
taken for these specimens, above those already in place under standard precautions. It is not 
necessary for the managing doctors to inform the laboratory, as the risk to laboratory staff is 
extremely low. 

 
2. Healthcare waste generated as a result of specimen collection from patients categorised as 

‘low possibility of VHF’ must be treated as Category B infectious waste. 

 
Specimens collected from patients categorised as ‘high possibility of VHF’ 

 
3. Although the risk of infection from patients categorised as ‘high possibility of VHF’ many 

eventually turn out to be low as a result of an alternative diagnosis for example malaria, until an 
alternative diagnosis has been confirmed enhanced standard precautions should be followed 
(Section 4). It is important to inform the laboratory, to ensure that (i) the appropriate laboratory 
containment (CL2) is in place for specimen handling and (ii) correct waste disposal procedures 
are followed in the event of subsequent confirmation of VHF infection, which would require 
disposal by Category A waste. 

 
4. Specimens must be transported to the laboratory using appropriate precautions i.e. specimens 

should be carried in suitably sealed containers. 
 
5. Healthcare waste generated as a result of specimen collection from patients categorised as 

‘high possibility of VHF’ must be treated as Category B infectious waste. 
 

Specimens from patients with confirmed VHF 
 
6. There are potential risks of infection to the healthcare worker associated with collecting and 

handling specimens from patients with confirmed VHF. The main risk of infection when 
collecting and handling specimens is direct contact with blood or body fluids from the patient, 
for example by accidental inoculation (needlestick) or contact with broken skin or mucous 
membranes. 

 
7. In patients with confirmed VHF, specimens taken for laboratory analysis should be kept to the 

minimum necessary for patient management and diagnostic evaluation. Specimens should be 
discussed in advance between clinicians and the appropriate specialist for each laboratory 
area. During specimen collection, standard infection control principles and practices should 
always be adopted. In addition, staff must select PPE in accordance with the risk category of 



 

Volume 7  
Infection Control 

Current version is 
held on the 

Intranet 

First ratified 
November 2007 

Next review  
December 2019 

Issue 5 Page 17 of 31 

 

the patient – see the patient risk assessment algorithm and Section 5 of this guidance and 
Appendix 8.  

 
8. Healthcare waste generated as a result of specimen collection from patients with confirmed 

VHF must be treated as Category A infectious waste. Waste should be dealt with according to 
the guidance set out in: 

 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/167976/HTM_07
-01_Final.pdf (HTM 07-01) i.e. autoclaved on site or incinerated (see Appendix 11).  

 
9. The following principles should be followed to ensure safe transfer of these specimens to the 

laboratory:  
 Laboratory staff should be notified prior to receipt of all specimens from patients with 

confirmed VHF;  
 Specimens must be transported in person i.e. not be sent on automatic transport systems 

(e.g. pneumatic transport systems) nor in standard mail;  
 Specimens must be transported to the laboratory using appropriate precautions i.e. 

specimens should be carried in suitably sealed containers;  
 If a member of staff is exposed to body fluids during specimen collection e.g. accidental 

percutaneous contamination, or requires information about decontamination of body 
fluid spillages, please refer to Appendices 9 and 10.  
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APPENDIX 3  
 

DECONTAMINATION, INCLUDING TREATMENT OF LAUNDRY 

 
1. For patients categorised as low possibility of VHF, standard precautions, cleaning and 

decontaminating procedures apply, including the treatment of laundry. All procedures should be 
in keeping with those used when caring for a patient with malaria.  

 
2. The information in this Appendix applies to those patients who have been categorised as high 

possibility of VHF or have been confirmed with VHF infection.  
 
3. Staff should ensure that areas and equipment used for the care of patients who have been 

categorised as high possibility of VHF or have been confirmed with VHF infection are 
decontaminated and cleaned following the procedures in this Appendix. Decontamination and 
cleaning must be conducted wearing appropriate PPE (see Appendix 8). For information on 
decontamination of ambulance vehicles see IHCD Ambulance Service Basic Training Manual, 
2008. Section 17.5 Category 4 Infections.  

 
4. It is important to ensure that products used in the decontamination procedure have been 

validated as effective against VHF agents. Control measures against such viruses in clinical 
settings are described in recently updated ACDP guidance on blood-borne viruses.  

 
Recommended procedures when there has been no obvious contamination by blood 
and/or body fluids 

 
5.  Validated standard washing and cleaning methods can adequately treat areas and equipment, 

which have not been contaminated with blood, body fluids or laboratory specimens. 
 

Bleaches, hypochlorites and chlorine releasing agents 
 

In various protocols and guidance, reference will be made to bleach or hypochlorite solution. To 
clarify: 

 The active disinfectant component of bleach is sodium hypochlorite (NaOCl). 
 

 Typical household bleach is a solution of sodium hypochlorite generally containing 
50,000ppm available chlorine.   
 

 The strength of the bleach may reduce with long-term storage. 
 

 Typical in-use concentrations are 10,000ppm for the disinfection of bloodspillsand 
1,000ppm and 1,000ppm for general environmental cleaning. 
 

 Sodium dichloroisocyanurate (NaDCC) may be used as an alternative to NaOCl. This is 
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also available in granule form, which may be practical to Absorb, contain and disinfect 
spills. Refer to suppliers’ instructions for inuse concentrations. 

 Note that there is a minimum contact time for chlorine-based absorbent granules. This 
contact time is usually 2 minutes, but may vary from product to product. 
 

 Gloves should be suitable for use and inspected before they are put on to ensure that 
they are intact. Where the task involves using chemicals such as chlorine-based 
products, the gloves should be certified as suitable for chemical resistance and comply 
with the PPE directive (refer to the healthcare cleaning manual). 
 

 Ensure adequate ventilation when disinfecting areas with chlorine-based products i.e. 
open windows or doors where necessary. 

 
Recommended procedures when there has been contamination by blood and/or body 
fluids 

 
6. VHF viruses have been known to survive for two weeks or even longer on contaminated fabrics 

and equipment. Persons carrying out decontamination and cleaning procedures must wear 
appropriate PPE and use suitable disinfectant products determined by a robust risk 
assessment. 

 
Crockery and cutlery 

 
7. Disposable crockery and cutlery should be used where possible for those patients categorised 

as high possibility or confirmed VHF. Subject to risk assessment, these items should be disposed 
of as category A waste.  

 
Toilets 

 
8. Toilets or commodes may be used by patients categorised as ‘high possibility’ or ‘confirmed’ for 

VHF infection. Where commodes are employed, a dedicated commode should be used with a 
disposable bowl.  

 
After use, the contents are to be solidified with high-absorbency gel and then autoclaved or 
incinerated. Toilets and commodes should be disinfected with hypochlorite containing 
10,000ppm available chlorine at least daily, preferably after each use, and upon patient 
discharge. For non-ambulant patients, disposable bedpans should be used and the contents to 
be solidified with high-absorbency gel and then autoclaved or incinerated. 
 
Treatment of Laundry 
 
Use and treatment of disposable linen 

 
9. The use of disposable linen should always be considered when appropriate, in particular when 
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caring for a patient with a ‘high possibility of’ or ‘confirmed’ VHF infection. Subject to risk 
assessment, this linen may need to be treated and disposed of as category A waste.  

 
Use and treatment of non-disposable linen 

 
10.  All re-useable linen from patients with a ‘high possibility’ or ‘confirmed’ for VHF infection 

 should not be returned to a laundry and must therefore be treated and disposed of a 
 category A infectious waste as set out by Health Technical Memorandum HTM 07-01 Safe 
 Management of Healthcare Waste: 
 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/167976/HT
 M_07-01_Final.pdf  

 
Terminal disinfection of HLIU or IDU wards 

 
11.  Spillages of blood or body fluids 
 
 For small spots of blood or small spills: 
 

 Gloves should be worn and lesions on exposed skin covered with waterproof dressings; 
 Contamination should be mopped up with absorbent material (e.g. disposable paper 

towels), which are then disposed of through the correct waste stream; The area should 
then be disinfected with freshly prepared hypochlorite solution containing 1,000ppm 
available chlorine ensuring a contact time of two minutes before wiping up with 
disposable paper towels;  

 The surface should then be washed with warm water and detergent;  
 All waste, including gloves and paper towels, should be autoclaved or incinerated.  

 
For larger spills: 
 
The procedure followed should be as per small spills, however, the following additional 
measures may be required: 

 
 Where possible, allow any potential aerosols to settle out; 

 
 It may be necessary based on a risk assessment to wear disposable plastic Overshoes 

or rubber boots; 
 

 If splashing is likely to occur while cleaning up, other appropriate PPE should be worn; 
 

 Towels, gloves, disposable overshoes and any contaminated clothing should be 
autoclaved or incinerated, according to local protocols. Rubber boots may be cleaned then 
disinfected with hypochlorite solution containing 10,000ppm available chlorine.  
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APPENDIX 4 
 

WASTE TREATMENT AND DISPOSAL 
 
1. The Department of Health (DH) Health Technical Memorandum HTM 07-01 Safe Management 

of Healthcare Waste 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/167976/HTM_07-
01_Final.pdf contains comprehensive, best practice guidance on the management of all types 
of healthcare waste in the UK, including waste that is highly infectious.  

   
2. All waste from patients classified as ‘low possibility of’ having a VHF infection should be treated 

as category B infectious waste.  
 
3. All waste from patients classed as ‘high possibility of’ or ‘confirmed’ VHF infection is classified 

as Category A infectious waste, on the basis that it is known or suspected to be contaminated 
with pathogens presenting the most severe risk of infection. All treatment, disposal and 
transport of waste should therefore follow the guidance for Category A infectious waste as set 
out in HTM 07-01, i.e. autoclaved on site or sent for incineration.  

 
 Inactivation of waste on-site 
 
4. As far as reasonably practicable, Category A infectious waste should be treated on-site prior to 

transport to a disposal facility. On-site treatment will in most cases involve the autoclaving of 
waste in purpose-built facilities (e.g., dedicated autoclaves in HLIUs). However, in the case of 
other infectious disease units or hospital ward environments, an assessment will need to be 
made of reasonably practicable means for safe storage and disposal dependent upon such 
factors as:  

 
 The volume of waste;  
 
 The availability and practicality of on-site autoclaving; the availability of secure storage; Safe 

methods of transfer off site –see below  
 
5. Before transporting waste to a remote autoclave, arrangements to coordinate transport should 

be put in place. Waste should be contained within two layers of containment with the secondary 
containment being robust, leak-proof containers with a secure lid, transported on a trolley 
where appropriate. Autoclavable bags should be used as the primary containment. Waste 
should be transported direct to the autoclave for immediate treatment, thus avoiding storage in 
the autoclave room or in communal areas. 

 
6. Autoclave cycles must be appropriately validated to ensure that the required temperature and 

pressure conditions are reached for the appropriate length of time. Autoclaves must comply 
with British Standard BS 2646-1:1993 (Autoclaves for sterilization in laboratories. Specifications 
for design, construction, safety and performance) and must be maintained according to the 
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Pressure Systems Safety Regulations 2000.  
 
7. After autoclaving, waste is no longer considered to be infectious and should be classed as 

EWC Non-hazardous 18.01.04 “offensive waste”, which can be disposed of via landfill or 
municipal incineration/energy from waste as described in HTM 07-01.  

 
8. In the case of HLIUs, dedicated effluent treatment plants may inactivate potentially infectious 

liquid waste on-site.  
 
 Laboratory waste 
 
9. The infectious component of laboratory waste can be classified as either Category A 

(specimens from patients classed as ‘high possibility of’ or ‘confirmed’ VHF infection) or 
Category B (specimens from patients classed as ‘low possibility of’ VHF infection) as set out in 
HTM 07-01.  

 
10. Irrespective of whether the infectious waste is categorised as A or B, all cultures of pathogens 

should be inactivated on site prior to final disposal because of the increased risk of exposure 
associated with higher concentrations of biological agents. Further detailed guidance on the 
handling of laboratory waste can be found in the relevant section of HTM 07-01.  

 
 Inactivation of waste off-site 
 
11. It is recognised that it may not always be reasonably practicable to autoclave on-site the large 

volumes of waste generated during the clinical care of a patient. Other exceptional 
circumstances could involve autoclave malfunction. In these circumstances, waste should be 
packaged for carriage and transferred to an incinerator as soon as possible. Waste (including 
sharps receptacles) must be placed in appropriate yellow UN-approved packages for transport.  

 
12. A reputable and licensed waste contractor must undertake transport to the incinerator. 

Adequate contingency arrangements should be made in advance with the contractor to ensure 
safe collection, transport and disposal demonstrably in full compliance with The European 
Agreement concerning the International Carriage of Dangerous Goods by Road (ADR). 

 
13. Prior to collection by the contractor, waste must be stored securely and access restricted to 

authorised and trained personnel.  
 
14. For UN classification and packing groups:  
 
15. Guidance on the transport of clinical waste in the UK is provided by the HSE: 

http://www.hse.gov.uk/cdg/manual/clinical/index.htm  
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Bulk transport 
 
16. Special provisions under ADR allow for the carriage of Category B infectious waste in bulk in 

specially equipped vehicles and containers “in a manner which avoids risks to humans, animal 
and the environment, e.g., by loading the waste in bags or by airtight connections”.  

 
17. If unavoidable circumstances require Category A infectious waste to be transported in bulk, 

then authorisation must be sought from the Dangerous Goods Division at the Department for 
Transport (England,  

 
Wales and Scotland) or from HSENI (Northern Ireland).  
 
18. Waste bags must be UN approved, comply with BS EN ISO 7765:2004 and BS EN ISO 

6383:2004, and be marked accordingly.  
 
 ADR Class 6.2: Infectious substances  
 
 Category A infectious waste will require UN No. 2814 ‘infectious substance, affecting humans’. 

Waste in this category must be packaged in accordance with P620 of ADR. 
 
 Category B infectious waste will require UN No. 3291 ‘clinical waste, unspecified, N.O.S’, or 

‘(bio) medical waste N.O.S.’, or ‘regulated medical waste, N.O.S.’. Waste in this category must 
be packaged in accordance with P621 or LP621 or IBC620 of ADR. 

 
 Decontaminated medical and clinical wastes that previously contained infectious substances 

will not be subject to the provisions of ADR unless they meet the criteria for inclusion in another 
class. 

 
19. Prior to transport the detailed requirements of ADR and HTM 07-01 should be discussed with 

the waste contractor and then implemented in full and regularly monitored throughout the 
operation.  
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APPENDIX 5 
VHF TESTING 

 
Imported Fever Service 
 
1. To discuss a case and/or arrange VHF screening, telephone 0844 7788990 

(24 hour). In the event that this number is unobtainable, the duty Consultant for 
the Rare and Imported Pathogens Laboratory can be contacted via the PHE 
Porton switchboard number provided below.  

 
VHF Screening 
 
2. If the malaria result is negative, the patient remains pyrexial (>38°C) and no 

diagnosis has been made, the case should be discussed with a local Infection 
Consultant (ID/Microbiology/Virology). The Infection Consultant should 
consider discussion of VHF screening with Imported Fever Service (0844 
7788990). The IFS doctor will require full details of the patient's travel history, 
possible exposure activities, clinical presentation, investigation results and 
clinical management to date. The differential diagnosis, the appropriate 
samples to send (usually EDTA and clotted blood +/- urine), the necessary 
sample transport arrangements and anticipated test turnaround times will be 
discussed.  

 
3. Note that if a VHF screen is being considered, the Infection Consultant must 

contact the Imported Fever Service prior to sending any samples. Samples will 
usually be directed to the Rare and Imported Pathogens Laboratory (RIPL) at 
PHE Porton at the address provided in Appendix 3. Results are usually 
available within 6-8 hours following receipt of the specimen. In the meantime, 
diagnostic investigations and local management should continue. RIPL will 
normally test in parallel for other agents likely to cause similar presentations 
that occur in the country of origin e.g. dengue, rickettsial infections, 
leptospirosis.  

 
VHF screen results 
 
4. If the VHF screen is positive, a number of urgent actions are required  
 

– see Section 5 for details.  
 
5. If the VHF screen is negative, the possibility of the patient having a VHF 

infection should be maintained until an alternative diagnosis is confirmed or 
the patient has been afebrile for 24 hours. The patient should therefore 
remain isolated in a single side room, and the infection control measures, 
including staff protection, as outlined in this Section should be maintained 
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until an alternative diagnosis is confirmed or the patient recovers. 
 
Reference laboratories – for VHF screen 
 
6. Rare and Imported Pathogens Laboratory (RIPL)  
 

PHE Porton Porton 
Down Salisbury 
Wiltshire SP4 0JG  

 
Tel: 01980 612100 (24 hour)  

 
7. The Imported Fever Service will usually direct the referring laboratory to send 

samples to RIPL as above. In unusual circumstances, where the RIPL lab is 
not available, samples may be directed to Colindale at the address below.  

 
Microbiology Services Division – Colindale 61 
Colindale Avenue  

 
Colindale 
London 
NW9 5HT  

 
Tel: 0208 200 4400 or 0208 200 6868 (24 hour)  
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APPENDIX 6 
TRANSFER OF A PATIENT 

 
Transfer of a patient within the UK 
 
1. Patients without confirmed VHF being transferred between hospitals (not HLIU) 

may be transported by standard means provided that they do not have 
bruising, bleeding, uncontrolled diarrhoea or uncontrolled vomiting.  

 
2. The decision to transfer a patient to HLIU should be made by the senior 

clinician responsible for the patient’s care, after consultation and agreement 
with clinicians at the HLIU to which the patient is to be transferred. Only 
patients with confirmed VHF should be transferred to the HLIU, however in 
exceptional circumstances patients may be transferred before the diagnosis is 
confirmed. The ambulance crew and staff must be made aware of the 
patient’s clinical condition.  

 
3. Transfer by road, in an ambulance, is the preferred option for all patients. 

Transfer to the HLIU will be arranged by the HLIU staff. VHF’s are classified 
as Category 4 infectious diseases across all Ambulance Trusts in England, 
Scotland, Wales and Northern Ireland.  

 
4. Ambulance Trusts should follow the guidance for category 4 infection 

prevention and control measures (IHCD Ambulance Service Basic Training 
Manual, 2008. Section 17.5 Category 4 Infections), which provides clear 
operational procedures for the transfer of a VHF patient in the UK. Ambulance 
crew and staff transferring a VHF patient must be specifically and adequately 
trained, and undertake periodic exercises to test their procedures. It is 
advisable that regular training exercises with the HLIU are also performed. 
Female staff can decline to transfer patients at Category 4 if they are pregnant.  

 
5. Transportation by Ambulance of patients with a Category 4 infectious disease 

will need to be carried out in accordance with a number of basic requirements 
for ambulance contents, PPE, decontamination and after care. These are 
outlined below.  

 
Ambulance contents 
 
6. The minimum equipment and supplies necessary for the transfer should be 

retained on board – everything else should be removed to reduce risk of cross 
contamination. Consideration should also be given to the location of equipment 
on board to minimise the potential for contamination.  
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PPE 
 
7. As a minimum PPE should include for a confirmed or of high degree of 

suspicion patient the agreed PPE is worn over an appropriate base layer (such 
as the cooler layer worn under CR1) and consists of:  

 
 Coveralls i.e. all in one water repellent disposable clothing that covers the whole 

body including head and neck such as Tyvek or Tychem F Suit; 
 

 A Fit tested FFP3 facemask;  
 

 Eye protection;  
 

 CR1 boot covers or wellington boots or equivalent washable/disposable footwear;  
 

 Disposable double gloves. PHE recommend the use of Tyvek/FP3, but if 
unavailable CR1/FM12 may be considered. 

 
Key points for ambulance crew and staff to remember 
before transferring a VHF patient 

 
CHECK: 
 

 that you are trained to undertake a Category 4 infectious disease transfer; 
 that you have received full information about the condition of the patient and  
 the possibility of sudden deterioration during the journey, and that 

you give this information to the receiving clinical team;  
 the specific arrangements for the journey, including possible escort 

for long road journeys  
 that you are aware of arrangements in case of an emergency.  

 
 ENSURE: 
 

 that you are fully familiar with the procedures necessary for safe transport 
 that you maintain close communication with the receiving clinical team at the HLIU 

at all times;  
 that suitable PPE is worn by all members of ambulance crew and 

staff at all times; that under no circumstances should direct oral 
resuscitation be carried out – a bag and mask should be used to 
resuscitate patients; that no members of staff who have been in 
contact with the patient leave the ambulance en route.  
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APPENDIX 7 
AFTER DEATH CARE 

 
Post-mortem examination 
 
1. A post-mortem examination on a person known to have died of VHF exposes staff to 

unwarranted risk and should not be performed.  
 
2. Where a patient suspected of having VHF dies prior to a definitive diagnosis, it may be 

necessary on public health grounds to undertake some diagnostic tests to either establish or 
eliminate the diagnosis of VHF or to provide an alternative diagnosis including e.g. malaria. 
Consultation with appropriate specialists may help to determine the extent of the limited 
amount of sampling that will suffice such an assessment.  

 
3. Personnel undertaking diagnostic tests must wear appropriate PPE following the guidance 

for safe collection and transport of specimens. Where the deceased is in a Trexler isolator, 
the specimens should be taken before transferring the body to a leak-proof body bag. Where 
the results of such tests have found the deceased to be negative for VHF then a post 
mortem may be required.  

 
Disposal of the deceased 
 
4. Where a confirmed VHF case has died whilst being cared for in an isolator, the body should 

be removed into a sealable plastic body bag (specially designed for use with the isolator) 
fitted to the port of the bed isolator. The bag should be sealed, separated from the isolator, 
labelled as high-risk of infection and then placed in a robust coffin, which will need to have 
sealed joints. It should then be kept, by special prior arrangement with mortuary staff, in a 
separate and identified cold store unit to await prompt cremation or burial.  

 
5. An infection control notification sheet should be completed in readiness for the funeral 

directors. Once sealed as above, the coffin and body bag should not be opened. Only in 
exceptional circumstances should the coffin or body bag be opened and only then by a 
designated person after consultation, and with the authority of, the Consultant in 
Communicable Disease Control (CCDC) (in England, Wales and Northern Ireland) or the 
NHS Board Consultant in Health Protection (in Scotland).  

 
6. Where the body of a confirmed or suspected VHF patient is not in an isolator, staff wearing 

suitable PPE/RPE (see Appendix 8) should place the body in a double body bag. Absorbent 
material should be placed between each bag, and the bag sealed and disinfected with 1000 
ppm available chlorine or other appropriate disinfectant. The bag should be labelled as high 
risk of infection and placed in the coffin as described above. An infection control notification 
sheet should be completed in readiness for the funeral directors. 
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Public health and controlling the risk of exposure 
 
 
7. Under public health law, every person having the charge or control of premises in which is 

lying the body of a person who has died while suffering from a notifiable disease such as 
VHF must take such steps as may be reasonably practicable to prevent persons coming 
unnecessarily into contact with, or proximity to, the body.  

 
8. In England, the Health Protection (Local Authority Powers) Regulations 2010, and in Wales, 

the Health Protection (Local Authority Powers, Wales) Regulations 2010, grant discretionary 
powers to local authorities to restrict contact with, and access to, an infected dead body 
where necessary. In Scotland, Part 6 (Protection of public from risks arising from bodies) of 
the Public Health etc. (Scotland) Act 2008 grants powers to health boards to restrict the 
release of infected bodies from hospitals. In Northern Ireland the Public Health Act 
(Northern Ireland) 1967 grant powers to the Director of Public Health to prohibit persons 
coming into contact with a body of a person who has died while suffering from a notifiable 
disease.  

 
Funeral directors and embalmers 
 
9. Funeral directors will need to be consulted beforehand and provided with sufficient 

information of the infection risk normally provided by an infection control notification sheet.  
 
10. It is recognised that in most other circumstances in this country, bodies often receive some 

form of hygienic preparation or are fully embalmed as a means of delaying putrefaction (e.g. 
when the funeral is delayed or for transportation over long distances within the UK or 
internationally). However in the case of confirmed VHF cases, embalming or hygienic 
preparation of bodies presents an unacceptably high risk and should not be undertaken.  

 
Religious/ritual preparations, viewing of the deceased and funeral Arrangements 
 
11. Exceptions to the above include necessary preparation of bodies for other safety reasons. For 

example, it is a requirement to remove pacemakers and some other implants before 
cremation. In addition to the information provided on the infection control notification sheet, it 
is advised that the funeral director discusses appropriate infection control procedures, use of 
personal protective equipment and waste disposal arrangements with specialists (CCDC and 
HLIU consultants). 

 
12. As far as is reasonably practicable the needs and wishes of the deceased’s family should be 

respected. However, the serious nature of this infection and the associated occupational and 
public health risks necessarily impose significant limitations and constraints, which aim to 
limit contact with the body by the next of kin. Due to the unusual circumstances, there will be 
a need to communicate sensitively that the following will need to be avoided: religious/ritual 
preparation of the body, washing, dressing, viewing, touching or kissing of the deceased.  
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Repatriation/expatriation of the deceased’s remains 
 
 
13. In general, the transportation of human remains to or from the UK is governed by a number of 

authorities:  
 

 The receiving country (normally regarded as being the body of law that controls 
how the remains should be handled as regards control of infection); 

 
 The country of origin;  

 
 The carrier – whose requirements will be governed by the International Air Transport 

Association (IATA) Restricted Articles Regulations, under which human remains 
need to be accompanied by a notification of infection form or “free from infection” 
certificate. 

 
14. VHF infected bodies should not be embalmed on grounds of risk (see above), and both for 

this reason and because of the consequent difficulty there would be in achieving full 
compliance with IATA requirements, the transportation of bodies out of the country is not 
recommended. However, following cremation, ashes may be safely transported.  

 
15. In the unlikely event of a VHF infected body being embalmed abroad and transported back 

to the UK, it would need to be contained within a sealed zinc lined transport coffin in 
accordance with IATA requirements. Upon arrival in the UK a change of coffins is to be 
avoided and this may dictate the options for burial or cremation, which should be promptly 
arranged.  

 
The return of the deceased’s clothing and personal effects to relatives 
 
 
16. The family of the deceased should be consulted and as far as is reasonably practicable their 

needs and wishes should be respected. In principle clothing, personal effects and valuables 
may be returned to relatives in accordance with normal health service procedure following 
decontamination.  

 
17. However:  
 
 Items of clothing visibly contaminated should be safely disposed of, other items of clothing 

should be autoclaved prior to laundering; 
 Wedding rings, jewellery and other physical artefacts should either be autoclaved or 

decontaminated using a validated disinfectant. 
 
18. With customary sensitivity and respect for the dignity of the bereaved, 

relatives should be alerted that some clothing fabrics and materials from which 
personal effects are made (e.g. plastics) may be adversely affected or even 
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destroyed by autoclaving or disinfection (hypochlorite, the disinfectant of 
choice is a powerful bleach). In such cases, with the agreement of relatives, 
subsequent disposal may be the preferred option.  
 
 
 
CONTACT DETAILS 

 

 
High Security Infectious Disease Units 
 
Royal Free Hampstead NHS Trust, London 
 
Telephone (24 hrs, ask for infectious disease physician on call) +44 (0)20 7794 0500 or 

0844 8480700 (local rate number when calling from outside London) 
 
www.royalfree.nhs.uk 
 
 
Imported Fever Service - To discuss any patient with undiagnosed fever following recent 
travel abroad.  
Tel: 0844 7788990 
 
 
Reference laboratories – for VHF screen 
 
Microbiology Services Division – Porton 
 
Health Protection Agency 
 
Porton Down 
 
Salisbury Wiltshire 
 
SP4 0JG 
 
Tel: +44 (0)1980 612100 (24 hour) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  


