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1. Purpose 

1.1. This document sets out Northern Devon Healthcare NHS Trust’s system for 
preventing and controlling outbreaks of gastro-intestinal infection amongst 
patients and staff. It provides a robust framework to ensure a consistent 
approach across the Trust. 

1.2. This document is based on the HPA Guidelines for the management of 
norovirus outbreaks in acute and community health and social care settings 
2012. 

1.3. The purpose of this document is to ensure that staff understand how to 
recognise the early onset of outbreaks of gastro-intestinal infection and know 
how to manage them in order to limit the number of cases affected and 
minimise disruption to the clinical work of the Trust.   

1.4. Implementation of this policy will ensure the correct and prompt treatment of 
patients and staff with gastro-intestinal infection.  It will also detail the 
treatment of identified contacts to minimise the risk of onward transmission. 

1.5. The policy applies to all Trust staff. 

2. Definitions  

2.1. Gastro-intestinal infection  (G.I. infection) 

Gastro-intestinal infection is a bacterial or viral induced infection of the 
digestive tract producing diarrhoea and or vomiting. 

3. Responsibilities  

3.1 Role of the Chief Nurse 

The Chief Nurse is responsible for: 

 Acting as a second point of contact to support 
 Ensuring that a replacement main contact is identified should the original 

author be re-deployed or leave the organisation 

3.2 The Infection Prevention and Decontamination Group 

The Infection Prevention and Decontamination Group 

 Monitoring compliance with the policy 
 Ensuring that the policy is approved after review and prior to publishing 
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3.3 Ward/ Departmental Managers  

Responsibility for implementation of this policy lies with the Senior Nurse 
(usually Ward Manager) or Departmental Manager in Charge of the areas to 
which these statements apply unless specifically stated otherwise in the text. 

3.4  Infection Prevention and Control Team 

The Infection Prevention and Control Team are responsible for providing 
support to managers in the implementation of this policy 

3.5  Clinical Staff 

It is the responsibility of all Trust Clinical Staff to follow the guidance 
contained in the Policy and report any problems with compliance to their line 
manager. 

4. Contacting the Infection Prevention and Control Team  

The Infection Prevention and Control Team can be contacted in hours on 
01271 322680 (ext. 2680 internal at North Devon District Hospital), via bleep 
011 or out of hours by contacting the on-call Medical Microbiologist via North 
Devon District Hospital switchboard. 

5. Management of Gastro-Intestinal Infection   

5.1 Other relevant infection prevention and control policies must be 
adhered to (unless specific advice in this policy contradicts them), 
in particular: 

 Isolation Policy 
 Outbreak of Infection Policy 
 Decontamination Policy, including reusable medical devices  
 Standard Precautions Policy 
 Waste Policy 
 Bed and Mattress cleaning Standard Operating Procedures  

5.2 Hospital Design 

It has been shown that larger clinical units and those with a higher throughput 
 of patients have increased rates of gastroenteritis.  The Trust will take 
every opportunity within plans for new builds and refurbishment or renovation, 
to maximise the ability to control outbreaks through the inclusion of clinical 
areas that can be easily segregated, including adequate provision of single 
occupancy rooms and bays with doors. 
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5.3 Organisational preparedness 

Outbreaks of G.I. illness (e.g. Norovirus) can cause severe disruption to 
patient services.  The Trust has an Outbreak Policy as well as this specific 
G.I. Policy   

5.3.1 Environment 

During an outbreak of G.I. illness the Infection Prevention & Control Team will 
advise on isolation/segregation techniques as detailed in  Bed 
Management Policy 

5.3.2 Staffing 

As G.I. Illness can affect staff and therefore staffing levels, the IPCT will 
escalate to senior managers for action.  Staff who are unwell with symptoms 
must not work, or return to work before they have been free  of symptoms for 
48 hours. 

5.3.3 Information 

The IPCT will communicate information during an outbreak of G.I.  Infection 
as follows: 

5.3.3.1  Staff 

Within the organisation by outbreak email and attendance at daily 
tactical  meeting.  Via communications department to G.P.s and other 
healthcare professionals as required. 

5.3.3.2  Patients and their visitors 

Will be given verbal information from ward staff. Notices and 
information leaflets will also be available. 

5.3.3.3   Public 

Communications department will liaise with local media. 

5.3.4 Communication 

There will be daily communication between the IPCT, affected areas and 
Clinical Site Manager/local Matron. IPCT will attend tactical bed meetings 
during the week. At the weekends/out of hours the Microbiologist will liaise 
with affected ward, Clinical Site Manager and Duty Manager/Exec on call as 
needed. The IPCT and Clinical Site Manager will escalate as per Appendix 4 
(at NDDH).   Wider communication will  include outbreak email which is sent 
to Communications Department and relevant external agencies. 
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5.3.5 Leadership 

When service disruption occurs due to G.I. infection this will be escalated to 
the Duty Manager and Director of Operations, who will then attend daily 
tactical bed meetings to lead on decisions re reducing impact where possible 
and identifying appropriate communications.  The Chief Executive will be 
advised on progress and communications reinforced via Chief Executive 
Bulletin and Heads of Department meetings. A separate IPC Outbreak 
Committee may also be convened in extreme circumstances. 

5.4 Defining the start of an outbreak and Period of Increased 
Incidence (PII) 

5.4.1 Declaration of an outbreak for Infection Prevention and Control 
(IPC) 

The Trust will take a pragmatic approach at the start of an outbreak when 
there may be diagnostic uncertainty.  The concept of a ‘Period of Increased 
Incidence (PII) will be adopted in these initial stages.  

PIIs will require increased monitoring, interventional and communication 
activities by the IPCT, but will not require a full organisational outbreak 
response.   

Laboratory confirmed outbreaks, or clusters of cases of vomiting and/or 
diarrhoea which are typical of Norovirus outbreak but lack laboratory 
confirmation will be defined as outbreaks by the IPCT and will trigger the Trust 
outbreak control plan. 

5.4.2 Epidemiological surveillance 

The IPCT should be informed of all cases of diarrhoea and/or vomiting where 
there is no known or suspected non-infectious cause.   

All outbreaks of G.I. illness are reported to Public Health England (PHE).  
PHE holds a specific database for monitoring outbreaks of Norovirus in 
hospitals.  – The IPCT will update this as required. 

5.5 Defining the end of an outbreak 

5.5.1 Declaration of the end of an outbreak for Infection Prevention and 
Control (IPC) purposes 

An outbreak will usually be declared over when there has been resolution of 
symptoms for 2 full days.  In some circumstances this may be varied by the 
ICT. 

5.5.2 Epidemiological surveillance purposes 

For surveillance purposes the end of an outbreak is defined as ‘no new cases 
for 7 days’. 
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5.6 Actions to be taken during a Period of Increased Incidence 
(PII) 

Clusters of patients with undiagnosed vomiting and / or diarrhoea represent a 
Period of Increased Incidence (PII).  This must be reported to the ICT as soon 
as possible.  Careful recording of case numbers and their symptoms, isolation 
of affected cases and collection of specimens needs to be carried out.  See 
appendix 1. 

5.7  Actions to be taken when an outbreak is declared 

Staff managing the affected area must institute the use of the Trust Outbreak 
Pack.  The ICT will support ward staff to implement actions detailed in the 
pack’s guidance G.I. Infection Outbreak Management Action Plan document 
see appendix 2 The ICT will monitor progress of the outbreak, attend daily 
bed meetings and advise on admission and discharge restrictions and safe 
management of the outbreak.  

5.8  Actions to be taken when an outbreak is over 

An outbreak will be declared over as described in 5.5.   The ICT will inform the 
affected area, wider managerial team and health protection unit.  The affected 
area will be disinfected prior to lifting all admission and discharge restrictions.  
Where G.I. illness is due to Norovirus the virus can be detected in patients for 
days or weeks after initial infection. Therefore vigilance should be maintained 
during the immediate period following the recommencement of unrestricted 
activity because there is a risk of re-emergence of the outbreak at that time.  
For this reason, environmental cleaning with a disinfectant will be continued 
for 7 days after the outbreak is declared over. 

5.9  The IPC management of suspected and confirmed cases 

5.9.1    Single-occupancy room nursing 

If a single patient has symptoms of diarrhoea and/or vomiting, move them to 
side room isolation and inform ICT to discuss exposed patients 

 5.9.2 Single cases without available single-occupancy room provision 

If a single patient has symptoms of diarrhoea and/or vomiting and there is no 
available single room, contact the ICT who will liaise with the Clinical Site 
Manager and risk assess safest placement of patient. 

5.9.3 Multiple cases in excess of available single-occupancy room 
provision 

Those cases who cannot be placed in single-occupancy rooms should be 
cohort nursed in bays. Sometimes there may be individual cases scattered 
through multiple bays with a larger number of asymptomatic exposed patients 
in adjacent beds.  In such situations, each bay containing a case should be 
closed and managed as a separate IPC unit. 
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5.9.4 G.I. Illness caused by Norovirus - isolation wards 

National Guidance states that creation of short-term Norovirus isolation wards 
is not recommended.  NDHCT supports this stance – in particular because 
there is a risk of transmission of other infections such as Clostridium difficile.  
In prolonged outbreaks the ICT will consider Norovirus isolation wards on 
discussion with the outbreak committee and in extreme circumstances. 

5.9.5 Decant wards / bays 

In the later stages of an outbreak there may be value in moving infected and 
recovering patients to a decant ward or bay.  This may make cleaning easier 
and enable earlier opening of the ward/bay. Although this is not usually 
possible at NDDH, there are instances where this may be achievable in 
community hospitals. 

5.9.6 Multiple ward closures 

The organisation recognises the risk of multiple wards being affected in an 
outbreak of G.I. illness especially an Norovirus outbreak.  The impact of this is 
considered annually during winter pressures planning,  and any 
changes that might reduce  the impact are discussed and implemented. 
These changes are included in the Escalation Plan –  see appendix 4 

5.10  The role of the laboratory 

The role of the laboratory is to establish if there is an infective cause for an 
outbreak of G.I. illness.  This does not necessarily mean that outbreak 
management is changed -  as this is reliant on symptoms.  Identification of an 
infective cause is important to inform national epidemiology. 

5.11  Avoidance of admission 

A rise in the incidence of cases of G.I. illness e.g. outbreaks of Norovirus in 
institutions often reflects a similar increased incidence in the wider 
community.  It is important to keep the numbers of patients admitted to 
hospital with Norovirus to an absolute minimum.  The considerations which 
should form part of a local, multi-agency plan, involving local health protection 
unit of Public Health England, Primary Care, Ambulance Service, Nursing and 
Residential Homes and Local Authorities, to ensure the avoidance of 
unnecessary admissions to hospital are set out below: 

A sensitive surveillance system to alert all agencies to any increase in 
Norovirus activity and daily Sitrep at times of significantly increased activity 

Robust local communication channels between agencies 

Timely advice to General Practitioners about the diagnosis and management 
in the community of symptomatic patients.     
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5.12  Clinical treatment of symptomatic patients 

The mainstay of the clinical treatment of G.I. illness e.g. Norovirus is the 
avoidance or correction of dehydration.  This is particularly important in the 
elderly and in those who have underlying conditions or illnesses which 
 render them more vulnerable to the effects of dehydration. 

  The clinician in charge of the patient should liaise with Consultant Medical 
Microbiologist for clinical treatment of symptomatic patients. 

5.12.1 Antiemetic drugs 

These are not recommended, there is no evidence for the efficacy of these 
drugs in adults and conflicting evidence for their use in children for whom 
side-effects may be an issue.  There is also the risk of compromising IPC 
measures through masking the infectivity of patients. (For example, their use 
in children may lead to a premature return to school) 

5.12.2  Antidiarrhoeal drugs 

These are not recommended routinely but in cases where other causes of 
diarrhoea have been excluded.  They can be dangerous in some conditions 
such as Clostridium difficile infection and may also mask the infectivity of 
patients. 

5.13  Patient discharge 

5.13.1  Discharge to own home.   

This can take place at any time irrespective of the stage of the patient’s G.I. 
infection illness.  It is not necessary to delay the discharge of symptomatic 
patients or those who may be incubating infectious G.I. infection. 

5.13.2 Discharge to nursing or residential homes. 

Discharge should not occur until the patient has been asymptomatic for at 
least 48 hours.  Those who have been exposed but asymptomatic patients 
may be discharged only on the advice of the IPCT. 

5.13.3 Discharge or transfer to other hospitals or community-based 
institutions (e.g. prisons) 

This should be delayed until the patient has been asymptomatic for at least 48 
hours.  Urgent transfers to other hospitals or within hospitals need an 
individual risk assessment / discuss with IPCT. 
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5.14 Environmental decontamination 

5.14.1   A clean and safe environment is essential for effective IPC.   

Routine environmental cleaning in accordance with national standards and 
specifications will be enhanced during an outbreak of G.I. illness.  Key control 
measures include increased frequency of cleaning, environmental disinfection 
and prompt clearance of soiling caused by vomit or faeces. 

5.14.2  Increased frequency of decontamination 

The frequency of cleaning and disinfection of patient care areas, shared 
 equipment and frequently touched surfaces should be increased during 
outbreaks of G.I. illness.  Frequently touched surfaces include bed tables, bed 
rails, the arms of bedside chairs, taps, call bells, door handles and push 
plates.  The frequency of cleaning and disinfection of toilet facilities should 
 also be increased including flush handles, toilet seats, taps, light switches and 
door handles. 

5.14.3  The use of shared equipment  

Should be avoided wherever possible through the use of disposables and 
reusable equipment dedicated for single patient use for the duration of the 
outbreak. 

5.14.4  Disinfection 

Effective cleaning and removal or organic soiling prior to disinfection is 
 essential to maximise the effectiveness of surface disinfectants.  Disinfection 
should be carried out with Tristel solution (Chlorine Dioxide) taking into 
account manufacturer’s guidance with regards to preparation, usage, contact 
 times, storage and disposal of unused solution.  Staff should prepare Tristel in 
a well ventilated area, wear appropriate protective clothing and follow 
standard infection control precautions. 

 5.14.5  Prompt clearance of soiling and spillages 

The vomit and faeces of a symptomatic G.I. illness patient are highly 
infectious.  To prevent exposure to the virus and minimise the likelihood of 
transmission, environmental contamination with vomit and faeces should be 
 cleared immediately whilst using appropriate PPE.  (SeeDecontamination 
Policy, including Reusable Medical Devices) 

5.14.6 Laundry 

All linen from a ward affected with GI illness / Norovirus must be treated as 
infected linen. (See Linen Policy) 
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5.14.7 Outbreak cleaning with Tristel 

Following discharge or transfer of patient, or resolution of symptoms for 48 
hours may take place in the presence of  recovered asymptomatic 
patients, although it is preferable to empty a clinical area of patients 
beforehand.  The principles of terminal cleaning cover the rigor of cleaning, 
the disposal of materials where possible, the disinfection of equipment and 
surfaces and the removal of curtains.  Sometimes an area is closed due to 
diarrhoea and/or vomiting but if no infectious agent is identified IPCT may 
risk assess that full terminal cleaning and/or curtain changing is not 
necessary. 

5.15 Visitors 

5.15.1 The visitor who has G.I. illness 

Is a transmission risk and the visitor who does not have G.I. illness is at risk 
of contracting it during a visit.  The first is an obvious infection prevention 
and control hazard but the second is usually not, although there are 
exceptions (e.g. children who may introduce it to their school).  Restrictions 
on visiting (other than by symptomatic persons) are mainly intended to 
assist ward staff in outbreak control by reducing the  distractions 
caused by having to attend to visitors, and to make cleaning easier. 

5.15.2  Visitors who have vomiting and/or diarrhoea 

Visitors who are symptomatic should not visit until at least 48 hours after 
the resolution of their symptoms. 

5.15.3 All other, non-infected, visitors 

Visits by children of school age should be discouraged for the duration of an 
outbreak because of the risk of sudden symptoms developing without 
warning in school.  This risk should be included in information leaflets.  
Adult visitors should be warned of the risk of contracting Norovirus and 
given advice in the form of an information leaflet.  They should be 
discouraged from visiting other patients outside the outbreak restricted area 
unless the closed area is visited last.  For example, ministers of religion 
should arrange visits in this way. 
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5.15.4 Extenuating circumstances 

Visitors should be allowed in extenuating circumstances on the decision of 
the senior manager in the ward or home.  Terminally ill patients, children, 
vulnerable adults and those for whom visiting is an essential part of 
recovery should be allowed visitors at the discretion of the senior manager.  
Clinical and social judgement needs to be applied sensitively and 
compassionately whilst recognising the duty of care for the health and well-
being of all patients, staff and visitors.  Those who have travelled a long 
distance, taken time off work, or in other ways have been significantly 
inconvenienced, may be allowed to visit patients on outbreak restricted 
areas provided that they observe IPC measures. 

5.15.5 Non-essential visitors 

Visits from newspaper vendors, hairdressers, mobile libraries and similar 
may be restricted until the outbreak is declared over and outbreak cleaning 
successfully completed IPCT will advise.  However, provision of reading 
materials such as newspapers can be an important part of recovery and 
can be provided to patients in other ways which do not jeopardise outbreak 
control.  Used reading materials should be disposed of as clinical waste. 

5.15.6 Contractors  

Appropriate instructions should be given to contractors before they enter a 
closed area.  However, only work that cannot be postponed until after re-
opening of the closed area should be allowed. 

5.16 Staff considerations 

5.16.1 Exclusion of symptomatic staff 

Much of the evidence supporting exclusion comes from studies of food 
handlers.  National guidance recommends the exclusion of staff until they 
have been symptom free for 48 hours.  A minority of respondents to the 
consultation preferred a 72 hour symptom-free exclusion period but the 
evidence base for this is not clear and a 72 hour period will have a greater 
adverse effect on service continuity.  National guidance recommends 48 
hours as a pragmatic approach. 

5.16.2 Bank and agency staff 

The use of these in outbreak-restricted areas should be kept to a minimum.  
Such staff working in affected areas should be advised of the risk of 
Norovirus transmission, the specific precautions that must be adhered to, 
and the importance of reporting any symptoms.  Staff who have worked in 
an affected area may work in other areas if they have no symptoms of 
infection. 
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5.16.3 Colour coded aprons 

The use of colour coded scrubs by those staff who work on an outbreak 
restricted area that clearly indicate the staff working in that area only, could 
be viewed as good practice.  However, the use of colour-coded aprons is a 
less resource-dependent method of achieving the same objective.  The use 
of these items will be advised by IPCT. 

5.17  Communications 

There is evidence from mathematical modeling that increased awareness of 
communicable disease in a community may lead to smaller outbreaks or 
even prevent them. 

Communication will be established as follows: 

More frequent and regular communication between agencies during periods 
of increasing or increased norovirus activity.  This should be with the 
intention of regularly updating all agencies about the pressures on activity 
and facilitating cross-boundary management of norovirus including 
admission and discharge of patients to hospital and the clinical 
management of norovirus patients in the community by outreach services. 

There is a written policy for communications with other hospitals, local 
authorities and Public Health England including a daily email to all 
stakeholders during an outbreak. 

5.18  Surveillance 

Continuous surveillance is important.  The following programmes are 
currently in place:  

A significant increase in relevant symptoms can indicate the beginning of 
the norovirus ‘season’ and tends to precede hospital outbreaks. 

Laboratory-based reports presented weekly through Public Health England 
website. 

Hospital outbreak reports presented weekly through the Public Health 
England website. 

Surveillance of strains in early season outbreaks to identify the evolution of 
new strains.  This is a predictor of potential impact of outbreaks and the 
results are disseminated by e-mails. 

There are a number of local and regionally developed surveillance systems 
in place which are of variable quality and do not always fully link into the 
national surveillance programmes. 

NDHCT will ensure that they participate in any robust surveillance schemes 
that become available so that high quality information is available to enable 
early warnings of increased norovirus activity and predictions of impact. 
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The IPC team record any sporadic cases amongst staff  to help monitor 
increased community activity. 

There are several elements to the surveillance and reporting. Some are 
mandated by NHS England, some are required to ensure compliance with 
the CQC and some are developed by the Trust itself to improve safety of 
patients and staff. Detailed protocols are held by the departments 
concerned. The various elements are outlined below: 

Different types of surgery. A module is defined as monitoring infections after 
one type of surgery for one quarter of a year. Modules can be performed for 
multiple categories of surgery simultaneously and can run consecutively. It 
is mandated that each financial year one module is performed for an 
orthopaedic category of surgery. 

6. Monitoring Compliance with and the Effectiveness of 
the Policy 

Standards/ Key Performance Indicators 

6.1 Key performance indicators comprise: 

Key performance indicators are reported monthly at IPDG via the 
performance dashboard and comprise: 

 Instances of ward closure 

 Numbers of bed days lost due to outbreaks of gastro-intestinal 
infection 

  Prompt, effective management and treatment of affected cases, in 
order to minimise the risk of onward transmission and prevent an 
outbreak situation. 

6.2      Process for Implementation and Monitoring 
Compliance and  Effectiveness 

 After final approval, the author will arrange for a copy of the policy to be 
placed on the Trust’s intranet.  The policy will be referenced on the 
home page as a latest news release. 

 

Information will also be included in the Chief Executive’s Bulletin which 
is circulated electronically to all staff. 
 
Line managers are responsible for ensuring this policy is implemented 
across their area of work. 
 
Monitoring compliance with this policy will be the responsibility of the 
Infection Prevention and Control Team. This will be undertaken by 
weekly review of incident reports, production of outbreak reports for all 
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episodes of bay/ward closures, reporting and review of outbreaks via 
dashboard 
 
 
 

7 Equality Impact Assessment  

Table 1: Equality impact Assessment 

Group 
Positive 
Impact 

Negative 
Impact 

No 
Impact 

Comment 

Age   X  

Disability   X  

Gender   X  

Gender Reassignment   X  

Human Rights (rights 
to privacy, dignity, 
liberty and non-
degrading treatment), 
marriage and civil 
partnership 

  X  

Pregnancy   X  

Maternity and 
Breastfeeding 

  X  

Race (ethnic origin)     

Religion (or belief)   X  

Sexual Orientation   X  
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9 Associated Documentation   

 Decontamination Policy, including Reusable Medical Devices 
 Incident Reporting, Analysing, Investigating and Learning Policy and 

Procedures 
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 Patient Isolation Policy and Staff Exclusion Policy 
 Outbreak of Infection Policy 
 Standard Infection Control Precautions Policy 
 Waste Policy 
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Appendix 1 – (Generic sample – will be ward specific) 

SAMPLE 



Gastro-Intestinal Infection Policy   
   

Infection Prevention & Control   
 Page 19 of 24 

 

 

Staff Name

D A T E

Comments Notes

NOTES:

PRINCIPLES OF OUTBREAK MANAGEMENT:

8. Environment and equipment cleaning - start Tristel cleaning for all w ard and patient equipment until 1 w eek after all restrictions lif ted

9. General points  -  Refer to Outbreak Management Action Plan Cards in Outbreak Pack

10. Re-opening affected bays & wards  - Tristel cleaning and change of curtains required (if  no infectious cause identif ied Infection Control w ill instruct on requirements based on risk assessments)

1. Documentation - for 2 or more patients w ith symptoms of diarrhoea &/or vomiting record information on outbreak sheet and inform infection control

2. Admissions/transfers/discharges  - as identif ied by Infection Control or on call Consultant Microbiologist/ICN; urgent clinical care/investigations transfers continue but inform receiving department

Case Definition: ………………………………………………….

STAFF
Ward …………………………………….Hospital:  …………………………………………………………..

OUTBREAK GASTRO-INTESTINAL DISEASE  -  INVESTIGATION RECORD

Specimen               

Taken     Result

Codes:  F = Formed Stool (3/4),  SF= Semi Formed Stool (5),  L = Loose (6), D = Diarrhoea (7), V = Vomiting, N = Nausea

Other contributory factors e.g. 

IBS, bow el surgery, antibiotics, 

aperients / other medication

5. Hand hygiene  - ensure soap and w ater handw ashing to 5 moments standard for all staff and visitors; encourage use of alcohol gel before leaving w ard; ensure patients clean hands after using toilet and before eating

6. PPE (gloves and aprons) - there is no change to PPE requirements, use Standard IC Precautions and 5 moments hand hygiene routines; PPE is not required for visitors

7. Waste and laundry -   w aste and laundry is managed as 'infectious'

3. Specimens  - collect samples from affected patients as soon as possible; Start stool chart on all patients w ith diarrhoea

4. Isolation, use of bays and single rooms  - only move patients from bays to single rooms after discussion w ith w ith Infection Control or on call Consultant Microbiologist/ICN; Close bay doors if  present

SAMPLE 
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APPENDIX 2  GI Disease Outbreak Management Plan 
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Appendix 3  GI Disease Outbreak Escalation Plan 
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