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COVID 19: Respiratory Physiotherapy On Call Information and Guidance

This information is supplied as additional guidance to the respiratory physiotherapy
on-call policy for patients requiring emergency out of hour’s physiotherapy but could
also be used for all therapists treating patients in frontline roles.

Background

A coronavirus is a type of virus. As a group, coronaviruses are common across the
world. COVID 19 is a new strain of coronavirus first identified in Wuhan City, China.

On 31st December 2019, Chinese authorities notified the World Health Organisation
(WHO) of an outbreak of pneumonia in Wuhan City, which was later classified as a
new disease: COVID 19. On 30th January 2020, WHO declared the outbreak of
COVID 19 a “Public Health Emergency of International Concern” (PHEIC). On 11t
March 2020 COVID 19 was categorised a Pandemic.

The incubation period of COVID 19 is between 2 to 14 days. This means that if a
person remains well 14 days after contact with someone with confirmed coronavirus,
they have not been infected. Based on current evidence, the main symptoms of
COVID 19 are a cough, a high temperature and, in severe cases, shortness of
breath.

As it is a new virus, the lack of immunity in the population (and the absence as yet of
an effective vaccine) means that COVID 19 has the potential to spread extensively.
The current data seem to show that we are all susceptible to catching this disease,
which includes the general public, patients and healthcare staff *

Among those who become infected, some will exhibit no symptoms? and those that
do develop symptoms will have a mild-to-moderate?, but self-limiting illness — similar
to seasonal flu4. However it is evident a minority of people who get COVID 19 will
develop complications severe enough to require hospital care®, most often
pneumonia. In a small proportion of these, the illness may be severe enough to lead
to death®.

So far the data suggests that the risk of severe disease and death increases
amongst elderly people and in people with underlying health risk conditions (in the
same way as for seasonal flu)’ 8. lliness is less common and usually less severe in
younger adults ®

So far, there has been no obvious sign that pregnant women are more likely to be
seriously affected0:11

Public Health England (PHE) have provided a management pathway below:
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Management of a suspected
case of COVID-19

Dioes the patient have EITHER:

* sgyere acute respiratory infection requiring admission to hospital with clinical or radiclogical

evidence of pneumonia or acute respiratory distress syndrome OR

* gcute respiratory infection of any degres of severity, including at least one of shortness of

breath (difficult breathing in children) or cough (with or without fever) OR
« fever with no other symptoms

Primary care ‘f '}D
» isolate the patient (and their belongings * *
or waste) in a side room with the door
closad Has the patient Anyone who has
= do not physically examine the patient travelled from a had contact with a
. i - - specified country or confirmed case of
gtﬁ:ﬂ?iﬁﬂnﬁﬁﬂ??uh:g;ﬁﬁ area in the 14 days COVID-19 in the
hands ! before onset of last 14 days
ilness? should be reported
+ ask the patient to call NHS 111 from tn the local Health
their room, on their mobile use GP Protection Team
surgery landline if mobile unavailable) immediately*
Secondary care r 1
+— YES NO

+ place the patient in respiratory isolation,
and PFE is worn by any person entering
the room

« seek specialist advice from a local
microbiologist, virologist, or infectious
diseases physician

!

Have they had contact with a confirmed case of
COVID-19 in the 14 days before onset of liness?

—

44— ¥YES NO

v

Dioes the patient have

Patient phone call

« NHS 111 to advise the patient to stay
at home whilst appropriate transport

can be arranged risk factors for avian fiu?
1 1 YES NO
Motify the local Consider salf isclation * *
PHE Health at home for patients
Protection who are clinically stable Refar to avian Consider
Team only if if safe transport home fiu guidance alternative
positive* can be arranged (link) diagnosas

Planning and Protection

Fit mask testing is an essential part of pandemic planning. It will ensure the safety of
staff treating suspected and positive COVID 19 patients. It is advised all staff should
have had a recent fit mask test performed and be confident in the application of both
the FFP3 (or equivalent) mask and Personal Protection Equipment (PPE):
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%ﬁlic ioaith Putting on (donning) personal
England protective equipment (PPE)

Use safe work practices to protect yourself and Pre-donning instructions

limit the spread of infection e ensure healthcare worker

* keep hands away from face and PPE being worn hydrated

« change gloves when torn or heavily contaminated * tie hair back

« limit surfaces touched in the patient environment * remove jewellery

* regularty perform hand hygiene * check PPE in the correct size
« always clean hands after removing gloves is available

Putting on personal protective equipment (PPE). The order for putting on is gown, respirator, eye
protection and gloves. This is undertaken outside the patient's room.

Perform hand hygiene before putting on PPE

fi<il

Put on the long-sleeved fluid

repellent disposable gown -
fasten neck ties and walist ties.

@

Note: this must Position the upper straps on the crown of your head,
you have been fit neck. Ensure that the respirator is flat against your
goggles or safety bridge of the nose firmly pressing down both sides of
spectacles are to be the nose with your fingers until you have a good facial
worn with the fit. If a good fit cannot be achieved DO NOT PROCEED
respirator, these must Perform a fit check. The technique for this will differ
be worn during the fit between different makes of respirator. Instructions for
test to ensure the correct technique are provided by manufacturers
compatibllity and should be followed for fit checking

Eye protection - Gloves - select

Place over face according to hand size.
and eyes and Ensure cuff of gown
adjust the covered is covered by
headband to fit the cuff of the glove.
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Removal of (doffing) personal
protective equipment (PPE)

PPE should be removed in an order thal
minimises the potential for cross
contamination. Unless there Is a dedicated
isolation room with ante room, PPE is to
be removed in as systamatic way before
leaving the patient’s room L.e. gloves, then

Where possible (dodicatod The FIFP3 respirator should be
isolation room with ante room) the removed in the anteroom/lobby. In
process should be supervised by a the absence of an anteroom/obby,

buddy at a distance of 2 metres to
reduce the risk of the healthcare
worker removing PPE and

remove FHP3 respirator in a sale area
(e.g., outside the isolation room).

All PPE must be disposed of as

gown and then eye protection. inadvertently contaminating healthcare (including cinical) waste.
The FFP3 respirator must always be themseives while dofing.
removed outside the patient's room.
The order of removal of PPE is as follows:
a Govos-mooutsidosolmodovosmoonminatod
Clean hands with
alcohol gel

-gasptmou!sidn
of the glove with
lhnopposlo

'holdUnrmchxl
qovongwod

N

. slldelhehgmol
the un-gloved hand
under the remaining
glove al the wrist

* peal the remaining
glove off over the first
gove and discard

o,

eGom-ﬂwmamooo\maMMﬂbooonmmd

Unfasten
nock then
waisl ties

Eye protection (preferably a
full-face visor) - the outside will
be contaminated

To remove, use both hands to handle

the retraining straps by pulling away
from behind and discard

Pull gown away from the Tum the gown

neck and shoulders, -~ inside out, fold or

touching the inside of the roll into a bundie

gown only using a peoing and discard into a <
motion as the outside of lined waste bin

the gown will be

contaminated

Respirator - In the absence of an

anteroomviobby remove HHP3 respirators in

a sale area (e.g., outside the isolation room). Wash hands

Clean hands with alcohol hand rub. with soap
Do not touch the front of the respirator and water
as it will be contaminated

* joan forward slightly

* reach 1o the back of the head
with both hands to find the
bottom retaining strap and
bring it up 1o the top strap

« it straps over the top of
the head

 lot the respirator fall away from
your face and place in bin
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It is important that all healthcare staff are fully protected when treating COVID 19
positive and suspected positive/high risk patients. This includes being fit tested with
an FFP3 mask (or equivalent as needed). There are local protocols available within
trusts which are following the guidance from PHE*? and specific IPC guidelines found
here. Please note fit test performance will be affected in individuals with facial hair
therefore shaving is recommended to ensure full protection.

-4

Clean shaven

— e
v .

g
i

*Ensure that hair does not cross the respirator sealing surface

For any style, hair should not cross or interfere with the respirator sealing surface. If the
respirator has an exhalation valve, hair within the sealed mask area should not impinge upon or
contact the valve.

As always, please ensure good practice with hand hygiene before and after patient
contact, and also before entering and exiting any clinical area. When treating a
COVID 19 positive patient you must be extra vigilant as this is a primary source of
transmission.

Appendix 1 - Best practice how to hand Appendix 2 - Best Practice How to hand rub
wash
Duration of the process  20-30 seconds.
Steps 3-8 should take at least 15 seconds /l -
o . 1 < ;\vw‘,
7k U L W
P A, Q Q
4 x” - 5 0 = -
N = .
‘;)4 N ,_ 2
Nl 3 A
-
h Ny
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_coronavirus.pdf

Infection prevention and control (IPC) precautions

Standard infection control precautions (SICPs) and transmission based precautions
(TBPs) must be used when managing patients with suspected or confirmed COVID
19.

Standard infection control precautions (SICPs) definition

Standard infection control precautions (SICPs) are the basic infection prevention and
control measures necessary to reduce the risk of transmission of infectious agents
from both recognised and unrecognised sources. Sources include blood and other
body fluids, secretions and excretions (excluding sweat), non-intact skin or mucous
membranes, and any equipment or items in the care environment. SICPs should be
used by all staff, in all care settings, at all times, for all patients.

Transmission Based Precautions (TBPs) definition

Transmission based precautions (TBPs) are applied when SICPs alone are
insufficient to prevent cross transmission of an infectious agent. TBPs are additional
infection control precautions required when caring for a patient with a known or
suspected infectious agent. TBPs are categorised by the route of transmission of the
infectious agent:

Routes of transmission:

e Contact precautions: Used to prevent and control infection transmission via
direct contact or indirectly from the immediate care environment (including
care equipment). This is the most common route of infection transmission.

e Droplet precautions: Used to prevent and control infection transmission over
short distances via droplets (>5um) from the respiratory tract of one individual
directly onto a mucosal surface or conjunctivae of another individual. Droplets
penetrate the respiratory system to above the alveolar level. The maximum
distance for cross transmission from droplets has not been definitively
determined, although a distance of approximately 1 metre (3 feet) around the
infected individual has frequently been reported in the medical literature as
the area of risk!3 1

e Airborne precautions: Used to prevent and control infection transmission
without necessarily having close contact via aerosols (<s5um) from the
respiratory tract of one individual directly onto a mucosal surface or
conjunctivae of another individual. Aerosols penetrate the respiratory system
to the alveolar level.

Interrupting transmission of COVID19 requires both droplet and contact precautions;
if an aerosol generating procedure (AGP) is being undertaken then airborne
precautions are required in addition to contact precautions
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Transmission based precautions (TBPs) for pandemic COVID19

e In addition to standard infection control precautions (SICPs), droplet
precautions should be used for patients known or suspected to be infected
with COVID19 in all healthcare settings.

e COVID 19 virus is expelled as droplets from the respiratory tract of an infected
individual (e.g. during coughing and sneezing) directly onto a mucosal surface
or conjunctiva of a susceptible individual(s) or environmental surface(s).

e Droplets travel only short distances through the air; a distance of at least 1
metre has been used for deploying droplet precautions. However, this
distance should be considered as the minimum rather than an absolute:

e Transmission based precautions (TBPs (droplet) should be continued until the
resolution of the patient’s fever and respiratory symptoms.

Duration of precautions

Patients should remain in isolation/cohort with TBPs applied until the resolution of
fever and respiratory symptoms. The duration of TBPs may require modification
based on the intelligence gathered about COVID19.

The decision to modify the duration of, or ‘stand down’ TBPs should be made by the
clinical team managing the patient(s); based on patient condition and in agreement
with the local Infection Prevention and Control Team (IPCT).

Please check regularly with the team with regards to this before you assess or
treat a patient.

Personal Protective Equipment (PPE) and Physiotherapy

It is imperative you refer to your trusts IPC policies. The following information is
extrapolated and conforms with this policy: COVID 19: Guidance for infection
prevention and control in healthcare settings

Before undertaking any procedure staff should assess any likely exposure and
ensure PPE is worn that provides adequate protection against the risks associated
with the procedure or task being undertaken. All staff should be trained in the proper
use of all PPE that they may be required to wear.

All PPE should be:
e compliant with the relevant BS/EN standards (European technical standards

as adopted in the UK);

¢ |ocated close to the point of use;

e stored to prevent contamination in a clean/dry area until required for use
(expiry dates must be adhered to);

¢ single-use only;

e changed immediately after each patient and/or following completion of a
procedure or task; and
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e disposed of after use into the correct waste stream i.e. healthcare/clinical
waste (this may require disposal via orange or yellow bag waste; local
guidance will be provided depending on the impact of the disease)

Disposable apron/gown

Disposable plastic aprons must be worn to protect staff uniform or clothes from
contamination when providing direct patient care and during environmental and
equipment decontamination.

Fluid-resistant gowns must be worn when a disposable plastic apron provides
inadequate cover of staff uniform or clothes for the procedure/task being performed
and when there is a risk of extensive splashing of blood and/or other body fluids e.g.
during aerosol generating procedures (AGPS). If non fluid-resistant gowns are used,
a disposable plastic apron should be worn underneath.

Disposable aprons and gowns must be changed between patients and immediately
after completion of a procedure/task.

Disposable gloves

Disposable gloves must be worn when providing direct patient care and when
exposure to blood and/or other body fluids is anticipated/likely, including during
equipment and environmental decontamination. Gloves must be changed
immediately following the care episode or the task undertaken. If you are performing
certain physiotherapy technigues that may require you to change gloves during your
treatment, or for example sputum clearance techniques please consider a double
glove technique.

Eye protection/Face visor

Eyel/face protection should be worn when there is a risk of contamination to the eyes
from splashing of secretions (including respiratory secretions), blood, body fluids or
excretions. An individual risk assessment should be carried out prior to/at the time of
providing care.

Disposable, single-use, eye/face protection is recommended.

Eye/face protection can be achieved by the use of any one of the following:
e surgical mask with integrated visor;
o full face shield/visor;
e polycarbonate safety spectacles or equivalent;

Regular corrective spectacles are not considered adequate eye protection.
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Fluid resistant (Type IIR) surgical face masks (FRSM)

Fluid-resistant (Type IIR) surgical masks (FRSMs) are worn to protect the wearer
from the transmission of COVID 19 by respiratory droplets.

In all healthcare settings:

e A FRSM must be worn when working in close contact (within 2 metres) of a
patient with COVID19 symptoms.

e In an area where pandemic COVID19 patients have been cohorted together, it
may be more practical for staff to wear a FRSM at all times, rather than only
when in close contact with a patient. Similarly, in primary care/outpatient
settings it may be more practical for staff working in a segregated (COVID19
patient) area to wear a FRSM for the duration they are in the patient area.

e A FRSM for COVID19 should:

— be well fitted covering both nose and mouth;

— not be allowed to dangle around the neck of the wearer after or
between each use;

— not be touched once put on;

— be changed when they become moist or damaged; and

— be worn once and then discarded as healthcare (clinical) waste (hand
hygiene must always be performed after disposal).

e The provision of a FRSM for patients with suspected/confirmed COVID19 at
point of assessment or triage in any healthcare setting should be considered if
the patient can tolerate it (except when in a dedicated COVID19 area).

Filtering face piece (class 3) (FFP3) respirators

Filtering face piece (class 3) (FFP3) respirators should be worn whenever there is a
risk of airborne transmission of pandemic COVID19 i.e. during aerosol generating
procedures (AGPs) and at all times in intensive care unit (ICU), intensive therapy
unit (ITU), high dependency unit (HDU) where COVID19 patients are cohorted.

All tight fitting respiratory protective equipment (RPE) (i.e. FFP3 respirators) must
be:

¢ single use (disposable) and fluid-resistant*; fit tested on all healthcare staff
who may be required to wear an FFP3 respirator to ensure an adequate
seal/fit according to the manufacturers’ guidance; fit checked (according to the
manufacturers’ guidance) every time an FFP3 respirator is donned to ensure
an adequate seal has been achieved,;

e compatible with other facial protection used i.e. protective eyewear so that this
does not interfere with the seal of the respiratory protection. Regular
corrective spectacles are not considered adequate eye protection;

o disposed of and replaced if breathing becomes difficult, the respirator is
damaged or distorted, the respirator becomes obviously contaminated by
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respiratory secretions or other body fluids, or if a proper face fit cannot be
maintained; and

e be worn once and then discarded as healthcare (clinical) waste (hand hygiene
must always be performed after disposal).

*valved respirators are not fully fluid-resistant unless they are also ‘shrouded’. If a
valved, nonshrouded FFP3 respirator is used appropriate eye protection must be
worn.

In the absence of an anteroom/lobby remove FFP3 respirators in a safe area (e.g.
outside the isolation/cohort room/area).

All other PPE should be removed in the patient care area.

Please see the below diagram for advice on PPE Equipment requirements:

Table 1: Transmission based precautions (TEPs): Personal protective equipment {PPE)
for care of patients with pandemic COVID-19

Eniry to cohort General ward High risk unit Aerosol
area (only if * ICUATWHDU generating
necessary) no procedures (any
patient setting)
contact*
Disposable Mo Yes Yes Yes
Gloves
Disposable Mo Yes Yes Mo
Plastic Apron
Disposable Mo Mo Mo Yes
Gown
Fluid-resistant Yes Yes MNo Mo
(Type lIR)
surgical mask
(FRSM)
Filtering face Mo Mo Yes Yes
piece (class 3)
(FFP3)
respirator
Disposable Eye Mo Risk Risk assessment  Yes
protection assessment (always if wearning
an FFP3)

“Personal protective equipment (PPE) for close pafient contact (within 1 metre) also apples to the collection of

nasal or nasopharyngeal swabs.
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Respiratory Physiotherapy and Aerosol generating procedures (AGP)

Aerosols generated by medical procedures are one route for the transmission of the
COVID19 virus. The following procedures are considered to be potentially infectious
AGPs:

e Intubation, extubation and related procedures;

e Tracheotomy/tracheostomy procedures;

e Manual ventilation;

e Open suctioning;

e Bronchoscopy;

e Non-invasive ventilation (NIV) e.g. Bi-level Positive Airway Pressure (BiPAP)
and Continuous Positive Airway Pressure ventilation (CPAP);

e Surgery and post-mortem procedures in which high-speed devices are used;

e High-frequency oscillating ventilation (HFOV);

e High-flow Nasal Oxygen (HFNO)

e Induction of sputum*

e Some dental procedures (e.g. high speed drilling).

*Induction of sputum typically involves the administration of nebulised saline to
moisten and loosen respiratory secretions (this may be accompanied by chest
physiotherapy (percussion and vibration)) to induce forceful coughing. This may be
required if lower respiratory tract samples are needed 1°

For patients with suspected/confirmed COVID19, any of these potentially infectious
AGPs should only be carried out when essential. Where possible, these procedures
should be carried out in a single room with the doors shut. Only those healthcare
staff who are needed to undertake the procedure should be present. A disposable,
fluid repellent surgical gown, gloves, eye protection and a FFP3 respirator should be
worn by those undertaking the procedure and those in the room.

Certain other procedures/equipment may generate an aerosol from material other
than patient secretions but are not considered to represent a significant infectious
risk. Procedures in this category include:

e administration of pressurised humidified oxygen;
e administration of medication via nebulisation.

Note: During nebulisation, the aerosol derives from a non-patient source (the fluid in
the nebuliser chamber) and does not carry patient-derived viral particles. If a particle
in the aerosol coalesces with a contaminated mucous membrane, it will cease to be
airborne and therefore will not be part of an aerosol. Staff should use appropriate
hand hygiene when helping patients to remove nebulisers and oxygen masks.

With regards to specific respiratory physiotherapy this also includes:

e Manual techniques (eg percussion/manual assisted cough) that may lead to
coughing and expectoration of sputum
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e Use of positive pressure breathing devices (eg IPPB), mechanical insufflation-
exsufflation (cough assist) devices, intra/extra pulmonary high frequency
oscillation devices (eg The Vest/MetaNeb/Percussionaire etc)

e Any mobilisation or therapy that may result in coughing and expectoration of
mucus

e Any diagnostic interventions that involve the use of video laryngoscopy that
can result in airway irritation and coughing (eg direct visualisation during
airway clearance techniques or when assisting speech and language
therapists performing fibreoptic endoscopic evaluation of swallow)

Decontamination Advice

Reusable (communal) non-invasive equipment must be decontaminated:
e between each patient and after patient use;
e after blood and body fluid contamination; and
e atregular intervals as part of equipment cleaning.

An increased frequency of decontamination should be considered for reusable non-
invasive care equipment when used in isolation/cohort areas

Equipment

o Re-useable equipment should be avoided if possible; if used, it should be
decontaminated according to the manufacturer’s instructions before removal
from the room. If it is not possible to leave equipment inside a room then
follow IPC guidelines on decontamination. This usually involves cleaning with
neutral detergent, then a chlorine-based disinfectant, in the form of a solution
at a minimum strength of 1,000ppm available chlorine (e.g “Haz-Tab” or other
brand).

o If possible use dedicated equipment in the isolation room. Avoid storing any
extraneous equipment in the patient’s room

o Dispose of single use equipment as per clinical waste policy inside room

o Point of care tests, including blood gas analysis, should be avoided unless a
local risk assessment has been completed and shows it can be undertaken
safely

« Ventilators and mechanical devices (eg cough assist machines) should be
protected with a high efficiency viral-bacterial filter such as BS EN 13328-1.

« When using mechanical airway clearance filters should be placed at the
machine end and the mask end before any expiratory or exhalation ports.
Filters should be changed when visibly soiled or dependent on the filter used
either after each use or every 24 hours and complete circuit changes should
be undertaken every 72 hours (please follow trust guidance on this)

« Closed system suction should be used if patients are intubated or have
tracheostomies
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« Disconnecting a patient from mechanical ventilation should be avoided at all
costs but if required the ventilator should be placed on standby

« Manual hyperinflation (bagging) should be avoided if possible and attempt
ventilator recruitment manoeuvres where possible and required

« Water humidification should be avoided, and a heat and moisture exchanger
should be used in ventilator circuits

o Disposable crockery and cutlery may be used in the patient’s room as far as
possible to minimise the numbers of items which need to be decontaminated

« Any additional items such as a stethoscopes, pulse oximeters, ultrasound
probes taken into a room will also need to be disinfected, regardless of
whether there has been direct contact with the patient or not. This is due to
the risk of environmental contamination of the equipment within the isolation
room

Appendix 4: Routine decontamination of reusable non-invasive

patient care equipment
Reutine decontaminstion of reussble non-
invasive care eguipment

!

# Check manufacturer's instructions for suitability of cleaning products especizlly when desling with electronic equipment.
»  'Wear appropriate PPE e.g. disposable, non-sterile gloves and aprons.

No
Iz eguipment

contaminated
with blood?

Is equipment contaminated

with urinefromitfasces or has hd

it been used on a patient with a s Immediztely decontaminsts
equipment with disposable
ST clothsipaper roll and a fresh
infection/colonisation™® solufion of detergent, rinse. dry
and follow with = disinfectant
solufion of 10,000 paris per
million available chlorine (ppm
A N awv cl) * rinse and thoroughly dry
s Decontsminate eguipment 3
with disposabls e _ _ * * ;I)ertuse Etﬁ_lmbt:_'imd —
cloths/paper towel and 3 . Imn'!edlatelr f:lecl:!rnarnlnate ergent ne relessing
fresh solution of general- equipment with disposable Sekilicn W 5 Caneenison of
urpose detergent and clothsipaper roll and s fresh 10,000 ppm av ¢f, rinse snd
WM—a‘EI or detergent soluion of detergent, rinse, dry thoroughly dry )
impregnated wipes. and follow with & disinfectant *  [fthe item cannot withstand
+ Rinse and thoroughly dry. sclufion of 1.000 paris per million chiorine relessing sgents consult
«  Disinfect specific items of zfvalla.ble chlorine (ppm av cl] * the manu‘fa::rurer_f» instructions fior
non-invasive, reusable, nonse and H‘uor:_ug :lhf dry :;g:,féejrmﬁ:{:ﬁ
- . ruse 8 combine
::;:lﬂr:l;:;r:ﬂe;;mr:ent detergentichlorine releasing detergent cleaning
manufacturer e.9. 70% Sahiion wath & conc:gn:rstinn o
isopropyl slcshol on 1,000 ppm av cl*, rinse snd
stethoscopes thoml{ghhr dry .
s [f the item cannot withstand
chiorine releasing agents consult
the manufacturer's instructions for
& suiteble aliermative to use
following or combined with
detergent cleaning.
v
»  Follow manufscturer's instructions for dilution, spplication and
contact time. * Scotfish National
#» | # Clean the piece of equipment from the top or furthest swsay point Blood Transfusion
« Discard dispesable clothsipaper roll immediately into the +~— senice and Scoftish

Ambulance Senvice use

healthcare waste receptacle peoducts different from

» Discard detergent'disinfectant solution in the designated area fhose ctated in the

* Clean, dry and store re-usable decontamination equipment Mational Infecsion

* Remove and discard PPE Prevention and Control
-

Perform hand hygiene Misnusl
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Patients Rooms

e |If AGPs are undertaken in the patient’'s own room, the room should be
decontaminated 20 minutes after the procedure has ended (please follow trust
IPC guidance on this also).

e If a different room is used for a procedure it should be left for 20 minutes, then
cleaned and disinfected before being put back into use.

e Clearance of any aerosols is dependent on the ventilation of the room. In
hospitals, rooms commonly have 12 to 15 air changes per hour, and so after
about 20 minutes, there would be less than 1 per cent of the starting level
(assuming cessation of aerosol generation).

e Ifitis known locally that the design or construction of a room may not be
typical for a clinical space, or that there are fewer air changes per hour, then
the local IPCT would advise on how long to leave a room before
decontamination.

Sputum Samples

e Induction of sputum may be required if a lower respiratory tract sample is
required

e All sputum specimens and request forms should be marked with a biohazard
label.

e The specimen should be double-bagged. The specimen should be placed in
the first bag in the isolation room by a staff member wearing recommended
PPE.

e Specimens should be hand delivered to the laboratory by someone who
understands the nature of the specimens. Pneumatic tube systems must not
be used to transport specimens.

e Transport of samples between laboratories should be in accordance with
Category B transportation regulations. PHE follows the guidance on
regulations for the transport of infectious substances 2019 to 2020.

On Call and Pregnancy

All healthcare professionals (HCPs) should undergo a risk assessment as early in
their pregnancy as possible and all reasonable and practical measures are taken to
avoid or reduce hazards to new and expectant mothers. This is particularly
important for physiotherapists who participate in an emergency on call rota where
they are required to attend unwell patients with acute respiratory compromise. In the
event of pandemic or highly infectious patients it is common sense to limit exposure
of pregnant HCPs but sometimes this is unavoidable and full precautions should be
taken (as above). If there is any concern at all that a patient may have had exposure
to a COVID 19 positive patient, or they are awaiting tests results then it would be
advised for to wear full PPE in the event of on call emergency physiotherapy.
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The most up to date advice states:

A risk assessment is required for health and social care staff at high risk of
complications from COVID-19, including pregnant staff. Employers should:

Discuss with employees who are at risk or are pregnant the need to be
deployed away from areas used for the care of those who have, or are
clinically suspected of having, COVID-19; or, in the primary care setting, from
clinics set up to manage people with COVID-19 symptoms.

Ensure that advice is available to all healthcare staff, including specific advice
to those at risk from complications.

So far, there has been no obvious sign that pregnant women are more likely to be
seriously affected:11

At present there is no need for pregnant physiotherapists to be removed from on call
or evening rota patterns (unless identified in their individual risk assessment) but a
common sense approach is expected as well as communication with IPC teams and
occupational health departments as needed.

There has been specific guidance for healthcare professionals published by the
Royal College of Obstetricians and Gynaecologists , Royal College of Midwives and
Royal College of Paediatrics and Child Health, with input from the Royal College of
Anaesthetists, Public Health England and Health Protection Scotland.
https://www.rcm.org.uk/media/3780/coronavirus-covid-19-virus-infection-in-

pregnancy-2020-03-09.pdf

On Call Respiratory Physiotherapy Advice

If you are called to see a patient newly admitted into the hospital through the
emergency department or medical assessment unit with a fever, cough and/or
shortness of breath ensure you ask if COVID 19 has been suspected

If the patient is positive please ensure that emergency on call physiotherapy is
indicated. Many patients presenting with COVID 19 will have no specific
airway clearance needs. It is important that staff contact is kept to a minimum
with positive patients to help reduce the risk of transmission (follow usual on
call policies and criteria)

COVID 19 patients (to date) who require hospitalisation are presenting with
pneumonia features and bilateral patchy shadows or ground glass opacity in
the lungs 16 7 There have not been reports that COVID 19 positive patients
have high secretion loads requiring intensive respiratory physiotherapy/airway
clearance. This may change as things evolve and for that reason all
presenting patients should be discussed with Consultant Respiratory
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Physicians/Critical Care Consultants before any mechanical devices are used
with patients and trust guidance on this followed

e There may be patients with existing respiratory conditions who require
personalised physiotherapy treatments which may include mechanical airway
clearance or oscillating devices. In this scenario it is important that the risk
and benefit of continuing with the regime is discussed with Consultant
Respiratory Physicians/Critical Care Consultants. It may be decided that
airway clearance regimes are continued in this scenario ensuring COVID 19
suspected/positive patients are managed in isolation and full PPE and
decontamination advice followed above

e If on call physiotherapy is indicated then you must follow strict guidance
above

e If on call physiotherapy is not indicated offer advice and to call back if retained
secretions become problematic

e |If a patient has a suspected case (not confirmed) and requires on call
physiotherapy then full PPE (including face masks and eye shields) are
recommended

e Itis recommended that if medical devices are required to treat patients they
remain in the same room but if this is not possible please follow advice above
(there may be trust specific advice on this and dependent on number of

e Itis recommended that you treat positive and suspected positive COVID 19
patients in hospital scrubs rather than your uniform so this can be left in the
hospital and laundered and you can change back into your uniform for the rest
of your on call shift or personal clothes if travelling home. It is also
recommended that you wear shoes that can be wiped clean (eg leather)
rather than fabric type trainers.

e If you are on call and needing to treat COVID 19 positive or suspected
patients then you need to follow trust guidance on self-decontamination
between wards (this will usually involve wearing scrubs and full PPE with
infected patients/wards and changing into clean uniform/scrubs to visit non-
infected wards). Again hand hygiene is imperative

e With regards to ward based working if areas are being cohorted with COVID
19 positive patients it is common sense to assign a daily physio to those
areas to avoid potential transmission of the virus. As part of long term
resilience planning this may need to be allocated on a rotational basis
ensuring that correct skill set is achieved to treat patients in these areas

e If physiotherapists are being deployed onto ward areas that would not
normally work in such an environment it is important this is planned carefully.
Physiotherapists need the correct knowledge, skills, competencies and
confidence to treat patients who have complex respiratory conditions and are
acutely unwell. It is not recommended that physiotherapists without these
skills should work in an acute respiratory ward environment or on call. Local
protocols for the redeployment of physiotherapy staff should be followed.
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e If you have a condition which makes you more at risk of contracting a
communicable disease (eg immunocompromised) then you should refer to
your individual risk management plan and speak with your on call
lead/occupational health and/or IPC team

e If you treat a patient (without PPE) who goes on to test positive for COVID 19
and you have had significant exposure (especially during AGP) then you
should follow your trust IPC guidelines, contact occupational health and follow
advice. This would normally involve self-isolation and monitoring.

PHE guidance if someone has exposure to a known COVID 19 patient is:

e Contact your local health protection team

e Those who have had close contact will be asked to self-isolate at home for
7 days from the last time they had contact with the confirmed case and
follow the Stay at Home Guidance

e They will be actively followed up by the Health Protection Team

e |If they develop new symptoms or their existing symptoms worsen within
their 7 day observation period they should call NHS 111 for reassessment

e If they become unwell with cough, fever or shortness of breath they will be
tested for COVID 19

e If they are unwell at any time within their 14 day observation period and
they test positive for COVID 19 they will become a confirmed case and will
be treated for the infection

More information for employers can be found here

It is advised you talk with your line manager and on call respiratory physiotherapy
lead should you have further concerns you would like clarity on.

Please remain mindful that this is an evolving situation, and any updates will be
provided through communications briefings as PHE guidance develops. You should
stay in close communication with line managers, on call leads, respiratory and critical
care teams and read trust specific and PHE updates.

This document will be updated and amended with emerging advice; evidence and
opinion so please bear this in mind. It can be used in its original form or adapted for
local use by other trusts. This is not designed to be guidance for all but it has been
developed for the on call respiratory physiotherapy team at Lancashire Teaching
Hospitals in discussion with Respiratory Consultants and other health care
professionals. It may not be appropriate for your trust and local discussions and
decisions should be made in your own trust.
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