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evidence. Please email s.kingsland@nhs.net to request the most recent version. 

This London guide is designed to complement and not replace local guidance and professional 
judgement. It will be updated to align with other national and regional guidance once published.

1

mailto:s.kingsland@nhs.net


Introduction
• This guidance does not supersede the latest National Infection Prevention and Control (IPC) 

Guidance but aims to assist with local interpretation, decision making and development of a 
framework for standardised, high quality care across London.

• This document replaces the previous version of London guidance (version 4.2) and applies 
where there is a high level of COVID-19 transmission in the local community 

• As recommended by the NICE COVID-19 rapid guideline: arranging planned care in hospitals 
and diagnostic services:

– For maternity and antenatal services follow the RCOG guidance on COVID-19 infection in 
pregnancy.

– For children and young people having elective surgery follow the RCPCH guidance for 
the recovery of elective surgery in children. 

• It is recommended that where deviations from this guidance are agreed, a risk assessment is 
documented and deviations are agreed as part of a clear governance process, preferably at 
ICS rather than individual institution level.

• This document is subject to frequent revision and uncontrolled if printed. In order to respond 
effectively to local need and learn from best practice across London, DIPCs and ICS leads are 
encouraged to feed back comments and questions to s.kingsland@nhs.net
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/910885/COVID-19_Infection_prevention_and_control_guidance_FINAL_PDF_20082020.pdf
https://www.nice.org.uk/guidance/ng179
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/coronavirus-pregnancy/
https://www.rcpch.ac.uk/resources/national-guidance-recovery-elective-surgery-children
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Key principles for Acute Care Providers

• Patient screening and triage within all health care facilities must be undertaken to enable early 
recognition of COVID-19 cases.

• For all patient attendances and admissions, triage should be performed by trained staff competent 
in the application of the clinical case definition either prior to arrival in the care area, or as soon as 
possible on arrival.

• Based upon a combination of triage and COVID-19 testing, emergency and elective admissions or 
attendances are allocated to one of 3 patient care pathways: High, Medium and Low risk.

• COVID-19 testing should be performed on every individual admitted to an in-patient facility. In the 
case of elective/planned care, a test should be performed up to 72h before the scheduled 
procedure as recommended by NICE guidance.

• All patients on the low risk, elective care pathway must follow comprehensive social distancing and 
hand hygiene measures for 14 days prior to the planned procedure and self-isolate immediately 
following a COVID-19 test (within 72h of treatment) up to a maximum of 14 days before the 
procedure.

• In determining the duration of the pre-procedure isolation on the elective pathway, NICE guidance
for shared decision making should be followed. In addition to individual patient risks, the increased 
risk of nosocomial transmission needs to be considered in a high incidence setting. 

• PPE required depends upon the patient’s care pathway and the task undertaken.

• A patient’s infection risk must be clearly communicated between staff in areas along the allocated 
care pathway.

• Where applicable, screening for other infections e.g. influenza, MRSA etc. should be performed 
alongside COVID-19 testing.
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https://www.gov.uk/government/publications/wuhan-novel-coronavirus-initial-investigation-of-possible-cases/investigation-and-initial-clinical-management-of-possible-cases-of-wuhan-novel-coronavirus-wn-cov-infection
https://www.nice.org.uk/guidance/ng179
https://www.nice.org.uk/guidance/ng179


• Planned / elective surgical procedures 

including day cases
• Oncology / chemotherapy patients and/or 

facilities
• Planned in -patient admissions (adult and 

children), Mental health, Maternity
• Outpatients including Diagnostics/ Endoscopy
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Any care facility where any of the following 

apply:
a) Untriaged individuals present for 

assessment or treatment (symptoms 
unknown).

b) Triaged/clinically assessed individuals 
with recent COVID-19 contact/ 

exposure identified.
c) Confirmed COVID-19 positive 

individuals.
d) Symptomatic or suspected COVID-19 

individuals including those with a 
history of contact with a COVID-19. 

case, who have been triaged/clinically 
assessed and are waiting test results.

e) Symptomatic individuals who decline 
testing.

Any care facility where any of the 

following apply to triaged/ clinically 
assessed individuals who are 

asymptomatic and:
a) awaiting a COVID-19 test result and 

have no known recent COVID-19 
exposure/ contact identified.

b) testing is not required or feasible on 
asymptomatic individuals and 

infectious status is unknown.
c) decline testing.

• Designated areas within Emergency 

Depts /Resuscitation areas
• Walk in centres

• Facilities where confirmed or 
suspected/symptomatic COVID-19 

patients are cared for e.g.
- emergency admissions to in-patient 

areas (adult & children)
- Mental health

- Maternity
- Critical Care Units

- Renal dialysis units

• Designated areas within Emergency 

Depts / Resuscitation areas
• Designated areas within walk-in 

centres
• Non-elective admissions

• In-patient facilities (adult & children) 
e.g. Mental health, Maternity, Critical 

Care Units
• Outpatients including Diagnostics/ 

Endoscopy 

Where any of the following apply:

a) Individuals triaged/ clinically assessed prior 
to treatment with no COVID-19 contacts or 

symptoms
and

have had a negative COVID-19 test within 72 
hours of care and have self-isolated for the 

required period or since the test
and

for planned admissions, have complied with 
comprehensive social distancing/ hand-

hygiene measures for the previous 14 days 
(plus self isolation /shielding if indicated).

b) Patients who have recovered from COVID-19 
(pages 8 & 11).

c) Patients/ individuals in any care facility where 
testing is undertaken regularly & they remain 

negative (pgs. 8 & 11).

High risk pathway Medium risk pathway Low risk pathway

Within each pathway, examples of patient groups/facilities (non-exhaustive) include:

Care pathways & clinical settings



Sample Triage Tool
YES NO

C
o

n
ta

ct
s/

Ex
p

o
su

re
 ri

sk

Do you have a confirmed COVID-19 diagnosis?
If yes, self-isolate and wait for the recommended time (‘Stay at home guidance’) before treatment i.e. resolution of fever plus a 
minimum of 10 days (minimum 14 days if discharged from hospital).

Do any of your household members have a confirmed COVID-19 diagnosis?
If yes, wait the until the 10 day self-isolation period (‘Stay at home guidance’) is over before treatment.

Are you, or any household members, currently waiting for a COVID-19 test result?
If yes, ascertain if treatment can be delayed until the results are known.

Have you been in contact with someone with COVID-19, or been notified by the COVID app that you should be in quarantine, or 
been in isolation with a suspected case in the past 10 days? If yes, complete self-isolation before treatment. 

For transfers from other hospitals or institutional-type care settings e.g. nursing home: was the patient considered to be a contact 
of a proven case of COVID-19 during the previous 14 days? Document responses from the organisation in the patient records.

Have you travelled internationally in the last 10 days? If yes:
• Have you visited any country (including transit stop) not on the travel corridor list? If yes, 10 days quarantine is required..
• Have you (or a household contact) been in (or transited through) any country listed within the ‘travel ban to the UK’ (e.g. South 

Africa, Brazil) due to a SARS-CoV2 COVID-19 variant of concern (VOC), or been in contact with anyone known to be infected with a 
VOC? If yes, 10 days quarantine/ self-isolation is required (‘Test to Release’ does not apply). If in-patient care is necessary, admit to a 
single-bed isolation room with dedicated en suite facilities, irrespective of symptoms/ test results & discuss further risk assessment/ 
case-management with the local/ regional Specialist ID centre.

Sy
m

p
to

m
s Have you had any of the following symptoms in the past 10 days?

• High temperature or fever? Means you feel hot to touch on your chest or back (temperature measurement not needed)
• New, continuous cough? Means coughing a lot for more than an hour, or 3 or more coughing episodes in 24 hours (if you usually 

have a cough, it may be worse than usual)
• A loss or alteration to taste or smell?

If YES to any question, provide advice on who to contact GP/NHS 111
and if admission necessary, use the HIGH RISK pathway
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https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance/stay-at-home-guidance-for-households-with-possible-coronavirus-covid-19-infection
https://www.gov.uk/government/publications/covid-19-guidance-for-stepdown-of-infection-control-precautions-within-hospitals-and-discharging-covid-19-patients-from-hospital-to-home-settings
https://www.gov.uk/government/publications/covid-19-stay-at-home-guidance/stay-at-home-guidance-for-households-with-possible-coronavirus-covid-19-infection
https://www.gov.uk/guidance/coronavirus-covid-19-travel-corridors
https://www.gov.uk/guidance/transport-measures-to-protect-the-uk-from-variant-strains-of-covid-19
https://www.gov.uk/government/publications/sars-cov-2-voc-investigating-and-managing-individuals-with-a-possible-or-confirmed-case/guidance-for-investigating-and-managing-individuals-with-a-possible-or-confirmed-sars-cov-2-variant-of-concern


Step-down of patients from the High risk pathway is a judgment by the responsible clinical team and should include ALL the following:
• a minimum of 14d after onset of symptoms (14d from the initial positive test if asymptomatic).
• at least 48h without fever (no antipyretic medication) or respiratory symptoms (except cough, which may persist for several weeks).
• Critical Care or severely immunosuppressed patients should have tested negative for COVID-19 by PCR at least once.

Admission to in-patient facilities
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High risk pathway Medium risk pathway Low risk pathway

Positive

Test Test Test

Negative or test refused

Symptomatic and/or exposure risk
Asymptomatic

(no exposure risks)

• Prioritise a SR for symptomatic patients awaiting results
• Cohort confirmed positive patients.
• Admit to SR if asymptomatic with contact/exposure risks. If 

limited bed capacity and where possible, cohort individuals when 
≥7d after the exposure (and separately from symptomatic 
/positive patients) in line with physical distancing guidance*

• May cohort in line with 
physical distancing 
guidance

• SR for ‘clinically extremely 
vulnerable’ patients

Re-assess & consider 
repeat test. Move to 
Medium Risk if repeat 
test negative & COVID-
19 not clinically 
suspected.

URGENT/EMERGENCY ELECTIVE

Negative

TRIAGE & TEST 
ON ADMISSION

Also negative 
pre-admission 

swab within 72h 

Positive or test
refused (symptomatic)

• Must remain negative on routine testing (see regimen on pg. 12).
• Test any patient developing symptoms and isolate/ move to High risk 

pathway immediately.

Negative

SR = side room (single-bed)

Asymptomatic
(no exposure risks)

• May cohort in line with 
physical distancing 
guidance pending results.

• SR for ‘clinically extremely 
vulnerable’ patients

*Note a SR is essential if COVID-19 variant of concern is suspected (see Triage tool travel question, pg. 5)

https://www.gov.uk/government/publications/covid-19-guidance-for-stepdown-of-infection-control-precautions-within-hospitals-and-discharging-covid-19-patients-from-hospital-to-home-settings/guidance-for-stepdown-of-infection-control-precautions-and-discharging-covid-19-patients


Triage tool
&

Testing (LFD & PCR)

Symptomatic for 
COVID-19 &

LFD +ve

Symptomatic for 
COVID-19 &

LFD -ve

Asymptomatic for 
COVID-19 &

LFD +ve

Asymptomatic for 
COVID-19 &

LFD -ve
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Emergency admission flow using lateral flow device (LFD) testing
if PCR testing capacity is not immediately available

Can be cohorted with 
other COVID-19 cases. 

Isolate in SR pending 
PCR result (prioritise

rapid PCR if available). 

Can be cohorted. 
Consider SR if patient 
is ‘extremely clinically 

vulnerable’

Isolate in SR pending 
PCR result (prioritise

rapid PCR if available). 
If PCR –ve then regard 
LFD result as false +ve.

IMPORTANT NOTES
• LFD tests (or other assays used to detect antigen) may aid early decision making but does NOT replace 

mandatory PCR testing that presently exists.
• Early decisions are in response to +ve LFD results only.
• If ‘Innova’ LFDs are used, there is a requirement to supply PHE with testing data. 

High Risk Medium Risk



Note, if the required self-isolation is not possible to complete (e.g. due to clinical urgency), asymptomatic patients with no exposure risks/ 
contacts may be allocated to the Medium risk pathway where the following apply:
• Patients should be asked to self-isolate for as long as possible prior to the procedure.
• Airborne IPC precautions must be taken e.g. appropriate PPE, downtime between cases for clearance of airborne infectious particles if an AGP 

has been performed, anaesthetize/recover patients in theatre, enhanced cleaning between cases etc.
• Organise procedure lists so that Low risk/most vulnerable patients are first, through to greatest infection risk last of all. 

The Low risk admission pathway for elective procedures
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LOW RISK 
PATHWAY

2. Following COVID-19 infection, patients clinically 
assessed to be sufficiently recovered physically to 
undergo the planned procedure must also:
• be a minimum of 14d after symptom onset (or if 

asymptomatic, 14d from the initial positive test) 
and

• at least 48h without fever or respiratory 
symptoms (except persistent cough) and

• if Critical Care or severely immunosuppressed
patients, have tested negative by PCR at least 
once. N.B. Seek advice from an Infection specialist 
for severely immunosuppressed individuals who 
continue to test positive.

3. Patients admitted directly from a healthcare 
facility where there is a regular, formal NHS 
COVID-19 testing plan (see regimen on pg. 11) 
must:
• be asymptomatic with no exposure risks and 

remain negative on testing and
• have tested negative within the previous 72h if 

involving inter-hospital transfer.
N.B. For patients referred for elective procedures, 
the required pre-admission isolation period should 
be determined by the receiving organisation (see 
pg. 9).

1. The low risk pathway applies where patients are:
• triaged/ clinically assessed with no COVID-19 symptoms or recent COVID-19 exposure risks/contacts and
• have a negative COVID-19 PCR test within 72h of the planned care and
• have complied with 14d comprehensive social distancing/ hand hygiene and self -isolated before the 

procedure for the required period (see pg. 10).

Within the Low risk pathway, the following apply if no other infectious agent transmitted by droplets or airborne route is su spected:
• Standard theatre cleaning and time for air changes provides appropriate level of Infection Prevention & Control (IPC) and there is no requirement 

for theatre downtime.
• Patients do not need to be anesthetised or recovered in the operating theatre if intubation/extubation is required.
• Airborne precautions (e.g. FFP3 respirators) are not required for staff involved in AGPs

https://www.gov.uk/government/publications/covid-19-guidance-for-stepdown-of-infection-control-precautions-within-hospitals-and-discharging-covid-19-patients-from-hospital-to-home-settings/guidance-for-stepdown-of-infection-control-precautions-and-discharging-covid-19-patients


▪ Before the planned care ALL patients are required to:
• Follow comprehensive social distancing and hand hygiene measures for 14 days.
• Self-isolate immediately from immediately after the pre-procedure swab is taken (within 72h) up to a maximum of 14 days 

before the procedure.
▪ NICE guidance for shared decision making when planning care with patients should be followed and involves a risk assessment of 

individual patient factors including:
• The complexity of the procedure being undertaken and additional risk if complicated by COVID-19.
• Underlying risks associated with a poorer outcome belonging to the ‘clinically extremely vulnerable’ (high risk), ‘clinically 

vulnerable’ (moderate risk) and other risks (e.g. BAME) groups*.
• Individual circumstances that might increase SARS-CoV-2 exposure before/after planned care e.g. occupation or living 

arrangements (multigenerational, hospice or social care).

▪ During high level COVID-19 transmission in the community, there is also a greater risk of patients incubating COVID-19 upon 
admission to hospital. Similarly, more patients may become infectious by the time of an AGP (despite a negative swab taken 72h 

beforehand) thereby increasing the risk to healthcare workers.
▪ Tables 1 and 2 incorporate underlying patient and nosocomial transmission risks and used together are an example and guide only 

(for discrepancies between tables, choose the longer duration). Importantly, the self-isolation period should be a dynamic local risk 
assessment, reflecting community incidence. Organisations may determine their own approach (ranging from the pre-procedure swab 
within 72h up to 14 days), especially if supported by local evidence e.g. negligible instances where patients with negative pre-
procedure swabs become positive by the time of their procedure and/or after hospital admission (e.g. on day 3, day 5-7).

9

Procedure involves an AGP

AND/OR overnight admission

Procedure does NOT involve an 

AGP OR overnight admission

≥ 7 days up to max 14 days
Following pre-procedure swab 

(within 72h) up to max 14 days 

Pre-procedure patient self-isolation on the elective (Low risk) pathway

*Refer to: https://www.nhs.uk/conditions/coronavirus-covid-19/people-at-higher-risk/whos-at-higher-risk-from-coronavirus/

High risk or ≥ 2 

Moderate risks

Single Moderate 

or Other risks
No risks

Max 14 days
≥ 7 days up to 

max 14 days

Following pre-procedure swab 

(within 72h) up to max 14 days 

Table 1. Underlying patient risk* Table 2. Nosocomial transmission risk

https://www.nice.org.uk/guidance/ng179
https://www.nhs.uk/conditions/coronavirus-covid-19/people-at-higher-risk/whos-at-higher-risk-from-coronavirus/


Personal Protective Equipment (PPE) for healthcare workers

Pathway
Disposable 

gloves
Disposable 

apron
Disposable long-

sleeved gown
Face mask

Eye / Face 
protection

LOW Single use1 Single use1 Surgical mask Type II for extended use
FRSM Type IIR for direct patient care

Risk assess1

MEDIUM Single use Single use2 FRSM Type IIR for direct patient care Risk assess2

HIGH Single use Single use2 FRSM Type IIR for direct patient care ✓
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First make a risk assessment and depending on the procedure/task:
1. Wear if contact with blood and/or body fluids is anticipated.
2. Wear a single-use, long-sleeved gown (not apron) with eye/face protection if extensive blood/ body fluid risk e.g. splashing or spraying.

Table 1. PPE for non aerosol generating procedures 

Table 2. PPE when undertaking aerosol generating procedures

• PPE should always be worn by staff providing direct patient care within 2m distance or less.
• The PPE required depends upon the patient’s care pathway and the task performed (see Tables 1 & 2 below).
• Sessional or extended use of facemasks applies across all pathways, with FFP3 respirators or PAPR hoods (plus eye/face 

protection) in the Medium and High Risk pathways where AGPs are undertaken.

Pathway
Disposable 

gloves
Disposable 

apron
Disposable long-

sleeved gown
Face mask

Eye / Face 
protection

LOW Single use Single use2 FRSM Type IIR for direct patient care ✓

MEDIUM Single use Single use FFP3 or PAPR hood ✓

HIGH Single use Single use FFP3 or PAPR hood ✓

FRSM = fluid resistant surgical mask; FFP = filtering face piece; PAPR = purified air powered respirator



1) A swab should be performed 48h before discharge if:

• Discharge to an institutional-type care setting e.g. nursing/care home (ensure the result is relayed effectively before 
discharge)

• A household member is clinically extremely vulnerable – strongly advised to find alternative discharge destination until the 
patient is non-infectious.

2) Some individuals who have recovered from COVID-19 (see pg. 7) may continue to test positive by PCR for up to 90 days from their 
initial illness onset. If they are immunocompetent, do not have any new COVID-19 symptoms or known exposure risks, they are 
unlikely to be infectious and do not need to be re-tested.

Routine hospital testing (PCR) for HIGH, MEDIUM & LOW risk pathways
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Preventing nosocomial transmission
• Asymptomatic contacts of positive COVID-19 patients will be closely monitored for the development of symptoms 

and have samples taken for PCR testing at least every 48-72h up to 14d after the most recent exposure.
• Isolate patient contacts in single-bed rooms but if capacity is limited, cohort contacts of the SAME index case for 

at least 7 days (up to a maximum 14 days) post the exposure.

72h pre-
admission

On admission 
(overnight stay)

Day 3 Day 5-7
Ongoing

e.g. weekly
48h pre-discharge

LOW ✓ ✓ ✓ ✓
Consider if 
capacity

If indicated1

MEDIUM NA ✓ ✓ ✓
Consider if 
capacity

If indiicated1

HIGH NA ✓
If negative 
previously

If negative 
previously

If negative 
previously

If indicated & 
negative previously1,2

https://www.gov.uk/government/publications/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19


NON-ADMITTED SETTINGS
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Short contact appointments:  Planned Care
Community care, primary care, secondary care outpatients

• Communications prior to appointments should 
provide advice on what to do if patients 
suspect they have come into contact with 
someone who has COVID-19 prior to their 
appointment

• Outpatient letters should be altered to advise 
patients on parking, entrances, IPC precautions 
and COVID-19 symptoms

• Patients must be instructed to remain in 
waiting areas and not visit other parts of the 
facility

• Prior to admission to the waiting area, all 
patients and accompanying persons must be 
triaged for COVID-19 symptoms and assessed 
for exposure to contacts

• Patients and accompanying persons must be 
asked to wear a mask/face covering at all times 

• Comply with current national guidance on 
patient management in community and primary 
care

• Comply with PPE guidance

• Equality of patient access and outcomes must 
be maintained

• Utilise virtual consultation where possible and 
appropriate

• Consider timed appointments and strategies 
such as asking patients to wait to be called to 
the waiting area with minimum wait times

• Patients should not attend if they have 
symptoms of COVID-19 or are isolating as a 
contact/exposure. Communications should 
advise actions to take in such circumstances for 
example for patients receiving chemotherapy 
and renal dialysis
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https://www.gov.uk/government/collections/wuhan-novel-coronavirus#infection-prevention-and-control


Short contact appointments:  Urgent and Emergency Care
Community care, primary care, secondary care outpatients

• Talk

– Initial triage

• Condition related

• COVID-19 related

• Intervene

– Virtual where possible

– At home where possible for community 
services

• Walk

– Separate pathways for COVID-19 high risk 
and COVID-19 indeterminate patients

– Screen on arrival using triage questionnaire

– Environment that can support good IPC

• Surface and equipment cleaning 
between patients

– Compliance with physical distancing

• Comply with current national guidance on 
patient management in community and primary 
care

• Comply with PPE guidance

• Equality of patient access and outcomes must 
be maintained

• Talk-Intervene-Walk

• Enhanced arrangements for clinically extremely 
vulnerable patients

• Plan daily activities by patient COVID-19 risk e.g.

- Separate teams

- See low risk patients first

• Staff: ensure daily line management oversight of 
teams working remotely to ensure robust 
symptom checking, welfare support and testing 
as required
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Key Principles Talk-Intervene-Walk

https://www.gov.uk/government/collections/wuhan-novel-coronavirus#infection-prevention-and-control


Managing the clinic/surgery environment to promote 
effective IPC

• Measures to reduce waiting

• Appointment timings

• Reduce early arrivals e.g. phone on arrival, wait in car and enter when called

• Environment/ layout that enforces social distancing

• Specific appointment slots

• Distancing in waiting rooms, ensure chairs kept 2 metres apart. Monitor regularly to re-position 
if moved by patients/ those accompanying

• Consider 

– Patient waiting in car

– Utilise different consulting rooms, clinicians move between 

– One way traffic

– Separate entrance and exit points

– Signage

• Enhanced cleaning 

• Increased frequency of cleaning

• Stripped back environment in rooms to aid cleaning

• Necessary equipment only in each room

• All areas must be free from clutter and easy to clean

• Maximise ventilation in all areas
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Specific Considerations for Primary Care

• As a minimum, there must be physical and/or 
temporal separation of COVID-19 high risk 
patients from COVID-19 indeterminate patients 
and the rest of the facility

• Maintaining social distancing of 2 metres is 
considered standard practice throughout the 
practice for patients and staff (except when 
providing clinical care while wearing PPE)

• Ensure excellence in IPC throughout the 
practice, including ‘bare below the elbows’

• Planning of care delivery at PCN level

• Hard stop triage at front door

- Screening questions all patients

- Identified isolation area if needed

• Minimise patient to patient contact within the 
practice

• Extended use of facemasks: all staff, both clinical 
and non-clinical, should wear a surgical 
facemask at all times when not otherwise 
required to wear PPE for the provision of clinical 
care (including in staff only areas)

• Staff working alone in a single person office do 
not need to wear a mask but are required to 
wear one when leaving the private work area

• Minimise movement of staff between COVID-19 
high risk and COVID-19 indeterminate patients

In vaccination/ injection clinics where contact with 
individuals is minimal, the need to use single use 
PPE items for each encounter, i.e. gloves and aprons 
is not necessary.  Gloves and aprons are 
recommended when there is (anticipated) exposure 
to blood/ body fluids or non-intact skin.  Staff 
administering vaccinations/ injections must apply 
hand hygiene between each patient and wear a 
sessional facemask, with eye protection if indicated 
by risk assessment

Physical separation of patient 
pathways

Staffing considerations
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General Dental Practice:
Dental specific guidance

IPC Quick Reference Guide

Vaccination Clinics

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/954834/Infection_prevention_and_control_guidance_dental_appendix.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/918091/IPC_Highlights_Quick_Reference_Guide.pdf

