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Precautions36,289

Standard precautions are applicable to any patient and not just 
the infectious patient. It involves following of all the guidelines 
set out in this document and specifically hand hygiene. In 
addition, healthcare workers should protect themselves where 
possible such as in the case with the hepatitis B vaccine. 

Contact precautions include standard precautions with strict 
adherence to hand hygiene and donning and doffing of PPE. Care 
should be taken to avoid self-contamination when removing PPE. 
Contact precautions should remain in place for the entire time 
that the patient is occupying the operating theatre. PPE should 
be removed before leaving the immediate environment of the 
patient. Appropriate environmental decontamination should be 
performed after the patient has left the operating theatre.

The patient should further be nursed in an isolation cubicle 
until no longer deemed to be infectious. Whilst there is a major 
focus on droplet and airborne precautions, it is important to 
adhere to contact precautions, especially in those patients who 
may potentially harbour multidrug-resistant microorganisms. 
A recent study by Arriero et al.293 showed the compliance rate 
of healthcare workers with empirical contact precautions to be 
39.5% and 43.1% in patients known to be colonised. Compliance 
was better before patient contact than after, except for hand 
hygiene that showed better compliance after patient contact.

Droplet precautions include standard precautions with strict 
adherence to hand hygiene. PPE should be used when airway 
procedures are performed and should include a surgical mask 
and eye protection. MacIntyre et al.294 looked at the efficacy 
of medical masks to reduce the risk of infection with influenza 
virus in healthcare workers. The continuous use of N95+ masks/
respirators was associated with lower infection rates indicating 
that droplets can become aerosols even over short distances and 
that pathogens that are presumed to have droplet transmission 
only can also have airborne transmission. This sentiment is 
shared by Shiu et al.288 This is especially important for AGPs. 
Anyone closer than one meter to the source patient should wear 

PPE, including surgical facemask. Proper airborne precautions 
should be in place for AGPS. Precautions should remain in 
place throughout the entire procedure. Organisms transmitted 
through droplets usually do not remain infective over long 
distances. Isolation is thus not crucial, but the patient should be 
more than one meter from other patients. Patients should also 
be educated on proper respiratory hygiene such as coughing 
and sneezing etiquette.

Airborne precautions are important as aerosols containing 
microorganisms can remain suspended in air for long periods 
and can travel over long distances. When these particles are 
inhaled, they colonise the naso- and oropharynx. Due to their 
small size, they also travel deep into the respiratory tree leading 
to lower respiratory tract infection and more severe disease. 
These patients should remain in an airborne isolation room 
until there is proof that they are no longer infectious. Non-
emergency surgery should be postponed until the patient is no 
longer infectious. For emergency surgical procedures the patient 
should wear a surgical face mask before leaving the isolation 
cubicle. They should bypass the reception area and go straight 
to the operating theatre. All personnel, including porters, should 
wear fit tested N95 masks or respirators with more than 95% 
filtration in addition to standard PPE. These precautions should 
remain in place for the entire time where there is patient contact. 
All non-essential personnel should leave the operating theatre 
and non-essential trolleys and equipment should be removed. 
The patient should be recovered in theatre and returned straight 
to the isolation cubicle. The operating theatre should remain 
vacant after the source patient has left theatre until a 99.9% 
turnover of air has occurred. Air changes per hour differ between 
institutions and vary between 2–400 changes per hour. At two 
air changes per minute, 207 minutes will be required to ensure 
99.9% removal of airborne particles. At the standard of 15 air 
changes per hour, a total of 28 minutes would result in 99.9% 
removal.295,296 Cleaning of the operating theatre should only 
commence after this mandatory period has elapsed. Cleaners 
should also don proper PPE and should also be included in 
training on appropriate donning and doffing procedures.
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