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SCHOOL HEALTH  
 
School: …………………………………………………………………………………….……… 

 
         ……...…………………………………………………………………………………….……. 
 

School Health Advisor: ……………………………………………………………………. 

 
         …………………………………………………………………………………………….….... 
 

The School Health Advisor is regularly in school on: ……………….……..... 

 
         ……………………………...………………………………………………………………….. 

 
The School Health Advisor can be contacted at: 
 
Centre:…………………………………………….……………………………………………… 

 
Tel:…………………………………………………………......…………………………………... 

 
The School Health Advisor Team Leader is: ….………………………………… 

 
          …….…………………………………………………………………………………………. 
 

The School Health Advisor Team Leader can be contacted at: 
 
Centre:………………………………………..…………………………………………………… 

 
Tel:……………...…………………………………………………………………………………… 

 
For medical advice, please contact the community paediatric department at : 
 
……………………………………………………………………………………………………….. 
 
Tel:.........................................................................................................................................  
 

During a pupil’s school career the following routine services are offered 
 

1  
 

2  
 

3  
 

4  
 

5  
 

 
This sheet should be completed by your school health advisor. 
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 CONTACT DETAILS 

 
 
 
 

North East & North Central London Health Protection Team   
 

2nd Floor 
151 Buckingham Palace Road 

London 
SW1W 9SZ 

 

 
 

Tel: 020 7811 7100 
Fax: 020 7811 7756 

E-mail: necl.team@phe.gov.uk 
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Introduction 
    

 
This document is intended as a practical guide to the management of cases of infectious 
diseases in schools, nurseries and other educational establishments. 
 
The general aim of this document is to give guidance on the prevention of the spread of 
communicable diseases whilst interfering as little as possible with the education of 
children. It replaces all previous documents issued by North East and North Central 
London Health Protection Team on the subject of communicable diseases in educational 
establishments and should be used in conjunction with the Health Protection Agency 
(HPA) guidance on infection control in schools and other childcare settings (2010). It is 
intended for use by teachers, school nurses, general practitioners, practice nurses, 
health visitors, nursery and playgroup staff, childminders and local authority staff who 
work with children, e.g. in residential homes.  
 
The guidance aims to promote a co-ordinated approach to the management of 
communicable diseases in all schools and other childcare settings within North East and 
North Central London. 
 
This document is a general guide to the most common communicable diseases seen in 
children; it is not an exhaustive guide to communicable diseases. It is not intended to act 
as a guide to diagnosis. This should only be undertaken by an appropriately qualified 
health professional. Whenever there is any doubt about the management of a 
communicable disease, further advice is available from: 
 

 the designated school nurse 

 the child’s GP, paediatrician, practice nurse or health visitor 

 North East and North Central London Health Protection Team,                 
      telephone 020 7811 7100 

 
For many communicable diseases, outbreaks in schools/nurseries are actually a 
reflection of infection spreading in the general community and are difficult to prevent. 
However, it is important that an unexpected increase in cases of similar illness in a class 
at the same time is notified to the Health Protection Team (HPT) and that their advice is 
sought prior to advising parents as special control measures and guidance may be 
required. 
 
Some communicable diseases can be passed on before a person becomes unwell, 
others can be transmitted by apparently-well carriers of a disease. For these reasons it 
is important that high standards of basic hygiene and cleanliness are maintained at all 
times and not just in the event of an outbreak or during activities, which are known to 
carry an increased risk. For example, during and after farm visits, hand-washing should 
be encouraged. 
 
Although this document is primarily intended to provide guidance on the management of 
children with communicable diseases, it should be appreciated that when a member of 
staff contracts a communicable disease the same rules apply to them as to the children. 
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How Some Childhood Infectious Diseases Are Spread 
 
 

 
Modes of Transmission 

 
Direct Contact 
with infected 
person’s skin 
or body fluid 

 
Respiratory 

Transmission 
(passing from the 
lungs, throat or 

nose of one 
person to another 

person through 
the air) 

 

 
Faecal-Oral 

Transmission 
(touching faeces or 

objects 
contaminated with 

faeces then 
touching your 

mouth) 

 
Blood 

Transmission 

Chickenpox* 
Cold Sores 
Conjunctivitis 
Head Lice 
Impetigo 
Ringworm 
Scabies 
 

Chickenpox* 
Common Cold 
Diphtheria* 
Fifth Disease 
(slapped cheek 
syndrome) 
Bacterial 
Meningitis* 
Hand-Foot-Mouth 
Disease 
Impetigo 
Influenza* (flu) 
Measles* 
Mumps* 
Pertussis* 
(whooping cough) 
Pneumonia* 
Rubella* (german 
measles) 

Campylobacter** 
E.Coli 0157** 
Enterovirus 
Giardia 
Hand-Foot-Mouth 
Disease 
Hepatitis A* 
Infectious Diarrhoea 
Polio* 
Salmonella** 
Shigella 
Rotavirus* 

Cytomegalovirus 
Hepatitis B* 
Hepatitis C 
HIV Infection 
 

 
 
*Vaccines are available for preventing these diseases. 
**Often transmitted from infected animals through foods or direct contact. 
 
NB Vaccines are only available for Group C meningitis and Haemophilus 
influenzae (Hib). 
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Immunisation 
 
Preventing an illness is much better than trying to treat it once it has developed.  Safe 
and effective vaccines are available to protect against many potentially life-threatening 
infections. Some are given routinely to the whole population, others only to individuals 
thought to be at high risk of certain infections. 
 
Whilst the majority of children are immunised in line with the National Immunisation 
Schedule, there remain children who do not receive some or all of the recommended 
vaccines. This may be due to medical contra-indications, parental/carer anxieties about 
vaccine safety, cultural beliefs or there is no perceived risk from these diseases. 
 
The routine immunisation schedule throughout the country is reviewed regularly and is 
standard across the UK. There is minimal local variation such as BCG offered 
universally in high risk areas, 2nd MMR given 3 months after the 1st or campaigns in 
relation to specific diseases e.g. MMR catch up. The current recommended schedule in 
the UK is outlined below. 
 
The risk of harmful complications from any of these vaccines is extremely small. The 
risks of harmful effects from the diseases themselves are much more serious. The 
decision to deny a child the benefits of vaccination (unless he/she has a genuine 
medical contraindication to a vaccine) should not be taken lightly. Staff in 
schools/nurseries/playgroups/etc should encourage the uptake of vaccinations at entry 
to the establishment (if appropriate) with completion as soon as possible.  
 
The following is a guide to the current UK immunisation schedule (2013). 
Please refer to the link for up to date schedules: Immunisation - Usual UK Schedule | 
Health | Patient.co.uk 
 
Current UK Immunisation Schedule (2013) 
 

When to immunise Diseases protected against  Vaccines given 

Two months old  Diphtheria, tetanus, pertussis (whooping 
cough), polio and Haemophilus influenzae 
type b (Hib)  
Pneumococcal disease 
 
Rotavirus (from July 2013) 

DTaP/IPV/Hib  
 
 
Pneumococcal conjugate 
vaccine (PCV) 
Rotavirus (Rotarix) 

Three months old Diphtheria, tetanus, pertussis, polio and  
Hib 
Meningitis C (Men C) 
Rotavirus (from July 2013) 

DTaP/IPV/Hib 
 
MenC 
Rotavirus (Rotarix) 

Four months old Diphtheria, tetanus, pertussis, polio and  
Hib 
Pneumococcal disease 

DTaP/IPV/Hib  
 
PCV 

Between 12 and 13 months 

old – within a month of the 

first birthday 

 

Hib 
Meningitis C (Men C) 
Measles, mumps and rubella (German 
measles) 
Pneumococcal disease 

Hib 
MenC 
MMR 
 
PCV 

Three years and four 

months or soon after 

Diphtheria, tetanus, pertussis and polio 
Measles, mumps and rubella 

DTaP/IPV or dTaP/IPV 
MMR 

http://www.patient.co.uk/health/immunisation-usual-uk-schedule
http://www.patient.co.uk/health/immunisation-usual-uk-schedule
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Girls aged 12 to 13 years 

old 

Cervical cancer caused by human 
papilloma virus type 16 and 18 (and genital 
warts caused by types 6 and 11) 

HPV (3 vaccines over 6 
months) 

Around 14 years old Diphtheria, tetanus, polio 
Meningitis C 

Td/IPV 
MenC 

Additional immunisations may be required or recommended for travel overseas. Advice 
should be sought from the GP/Practice Nurse well in advance of a trip.

Tuberculosis 
The BCG immunisation programme was introduced in the UK in 1953 and has 
undergone several changes since in response to changing trends in the epidemiology. 
Studies of the effectiveness of BCG vaccine have given widely varying results, between 
countries and between studies, ranging from no protection to 70-80% protection in UK 
school children. 

The programme was initially targeted at children of school-leaving age (then 14 years), 
since peak incidence of TB was in young working age adults. There are few data on the 
protection afforded by BCG vaccine when it is given to adults (aged 16 years and over), 
and virtually no data for persons aged 35 years and over. BCG is not usually 
recommended for people aged over 16 years, unless the risk of exposure is great (e.g. 
health care or laboratory workers at occupational risk or where indicated for travel). 

In the 1960s, when TB rates in the indigenous population were continuing to decline, 
rates were shown to be much higher in new immigrants from high prevalence countries 
and their families. 

In 2005, following a continued decline in TB rates in the indigenous UK population, the 
schools BCG programme was stopped. The BCG immunisation programme is now a 
risk-based programme, the key part being a neonatal programme targeted to protect 
those children most at risk of exposure to TB, particularly from the more serious 
childhood forms of the disease. 

Immunisation and pre-employment screening check list for staff 

It is important that all staff are up to date with the current immunisation schedule (see 
page 4). 

In addition to this, the following risk areas should be considered. 

Hepatitis B 
Hepatitis B vaccine is not recommended for routine school or nursery contacts of an 
infected child/adult. 

Hepatitis B vaccine is, however, recommended for staff who are involved in the care of 
children with severe learning disability or challenging behaviour, and for these children, if 
they live in an institutional accommodation. In such circumstances it is the responsibility 
of the employer to finance the vaccine programme. 
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Rubella 
Women of childbearing age should check with their GP that they are immune to the 
rubella (German measles) virus. Those who are not immune should be immunised with 
MMR vaccine. The vaccine should not be given during pregnancy. 

Staff Health
General 
Cuts on staff members' exposed skin must be covered with a waterproof dressing. 

When a member of staff contracts a communicable disease, the same rules apply to 
them as to the children.  Staff should not be at work until well from any communicable 
disease (Refer to table on pages 58-62 for exclusion periods) 

Special considerations for pregnant staff: 
Some infections, if caught by a pregnant woman, can pose a danger to her unborn baby, 
for example measles, chickenpox, rubella. Ideally women of child bearing age should be 
informed at the time of employment to ensure they are appropriately vaccinated. 

Chickenpox 
Chickenpox can affect the pregnancy if a woman has not previously had the disease. If a 
pregnant woman is exposed early in pregnancy (the first 20 weeks) or very late in 
pregnancy (the last three weeks before birth) she should promptly consult her GP, 
midwife or obstetrician. A blood test can show if she is immune.  

Shingles is caused by a re-activation of the virus that causes chickenpox. It is possible 
for a person who has not had chickenpox before to catch chickenpox from someone who 
has shingles, but you cannot catch shingles from someone who has chickenpox or 
shingles. 
People with shingles should avoid contact with people at risk of serious chickenpox, 
including pregnant women (especially near the time of delivery), newborn babies and 
immuno-compromised individuals. If exposed, these people may require immunoglobulin 
treatment to help protect them against the infection. 

German Measles (Rubella)  
If a woman who is not immune to rubella is exposed to this infection in early pregnancy 
her baby can be affected. If a woman who may be pregnant comes into contact with 
someone with rubella she should inform her GP, midwife or obstetrician immediately. 

Slapped Cheek Syndrome (Parvovirus B19) 
The following women should see their GP, midwife or obstetrician promptly 
 to consider having blood tests for Parvovirus B19. 

Women who, while in the first 20 weeks of pregnancy, either 

 have been in close contact with a case (defined as living in a household setting
with a case; sharing a meal with a case; or being in the same room as a case for
over an hour)

or 

 work (in contact with children) in a school or nursery where there is an outbreak
of slapped cheek syndrome (defined as two or more cases in the same class or
year group, or three or more cases in the school or nursery, with onset separated
by less than three weeks).
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There is no need to exclude pregnant women from work, even if there is an outbreak of 
slapped cheek syndrome, as nearly all transmission takes place before the child 
is unwell.

Points to consider if you suspect a child has an infectious disease 

A child who has contracted an infectious disease often feels generally unwell with 
symptoms that might include feeling cold and shivery, fever, headache, vomiting, 
unusual tiredness and sore throat.  This usually happens before the development of a 
rash or any other symptoms typical to the infection. 

If a child is unwell at school, the parent/carers should be contacted so that they can 
collect the child with a view to consulting their GP if necessary.  In the meantime, the 
child should be taken to a quiet, warm area and kept comfortable.  If symptoms appear 
very serious, head-teachers should call an ambulance for transfer to hospital where 
immediate treatment can be obtained for the child.  A member of the school staff should 
normally accompany any child taken to hospital by ambulance. 

The School Nurse can provide information on infectious disease control and should be 
the first port of call for advice.  If contact cannot be made with the School Nurse or 
his/her relevant base, the North East and North Central London Health Protection Team 
(HPT) should be contacted. 

The Health Protection Team should also be informed in the following circumstances: 

 An unexpected increase in the number of cases of any infectious disease in a class
or throughout the school.

 Illness amongst staff and/or children associated with school trips.

 An unusually large number of absences due to illness in a number of children or
staff, whether or not the cause is known.

 Advice should always be sought from the HPT (before issuing advice or information
about meningitis).

When contacting the Health Protection Team about a possible outbreak, it is 
helpful to have the following information to hand: 

1. Name of infection (if GP/hospital confirmed) or description of main
symptoms 

2. Number of cases involved (teachers, assistants and pupils) with dates of
birth and addresses  

3. Who is affected i.e. a group, family, class or throughout school

4. Date outbreak started or increase noted
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5. Measures taken to date to control the outbreak 

 
 
 

Good Practice 
 
Schools and other childcare settings provide an ideal source for the spread of 
communicable diseases because of the large numbers of young people in close contact 
with each other who may not yet have developed good personal habits or immunity 
against infections or communicable diseases. 
 
Schools and other childcare settings aim to provide children with a safe environment for 
growth, development and learning. Good infection control measures are essential to 
protect children and staff. This can only be achieved through education and awareness. 
 
The assistance of everyone involved in the care of children is invaluable in highlighting 
possible problems so that the spread of infection can be prevented or controlled and 
normal school and nursery activities maintained. This includes teachers, nursery nurses, 
parents, welfare staff, school governors, cleaning staff, local authority and the health 
service. 
 
Basic good hygiene comprises of the following: 
 

 Thorough washing and drying of hands after using the toilet, before handling any 
food, after handling animals and after dealing with any blood or bodily fluid 
secretions. 

 Staff should use universal precautions (treating all blood and body fluids as being 
potentially infectious) when dealing with any blood or body fluid spills, sharps or 
splash injuries and performing first aid.  

 Covering any cuts or open lesions on exposed areas of the body with a 
waterproof plaster prior to the start of the school day. 

 Encouraging children to use a tissue when they cough or sneeze. The tissue 
should be disposed of appropriately in a waste bin and hands washed as soon as 
is practical after nose blowing. 

 Ensuring that there is adequate ventilation of school and nursery classrooms. 

 Ensuring basic hygiene is included in the relevant part of the curriculum. 

 Ensuring that children who are unwell are sent home with the recommendation 
that they go to their GP if appropriate. 

 Staff should be aware of the need to report and take appropriate precautions if 
they suspect or are confirmed as having an infectious disease.  It may be 
necessary to liaise with their Occupational Health Department or GP for advice. 

 All staff who are involved in the preparation or serving of food should have 
completed a basic certified food hygiene course. The educational establishment 
should contact the Environmental Health Department (EHD) at the Local Authority 
(LA) for further advice.  

 
The key is to maintain good communication between all those involved in the 
control of infectious diseases. 
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Confidentiality  

 All staff are bound by an individual’s absolute right to confidentiality over any 
medical condition.  Some conditions still attract social stigma through 
ignorance and fear, for instance tuberculosis, Hepatitis B and HIV.  Teachers 
will often know about their pupil’s medical conditions and should be sensitive 
to their need for confidentiality and their right to privacy. Parental consent 
should be sought before disclosure of a diagnosis/problem to school staff. 

  It is important to keep the number of people who are aware of a person’s 
 medical condition(s) to a minimum. The decision as to the extent of any 
 disclosure within the school will need careful consideration and be minimised 
 in each case, with the benefit of medical advice on the school’s responsibility 
 for the proper care of the child.  

  The application of the principles of good practice when dealing with 
 blood/body fluids from any individual regardless of what is known about the 
 individual’s medical condition further reduces the number of people who need 
 to know a diagnosis.  

 
 

Because infections can often be passed on before a person is actually unwell, 
and in children where infection may not be suspected, it is important that 
these basic hygiene practices are part of normal routine. 
 
 
Hand Hygiene 
 
Hands are used for all sorts of activities during the course of a school day. Hands 
become easily contaminated e.g. after we have been to the toilet. Germs on a child’s 
hand can easily be passed onto others by direct touch or by contamination of objects. 
Once on the hands it is easy for germs to get into the mouth, causing infection. If hands 
are washed after using the toilet the number of germs they carry will be greatly reduced. 
 
When should you wash your hands? 

 

 After using the toilet 
 

 Before preparing, serving or eating food 
 

 After handling pets 
 

 After any cleaning procedure including spillages 
 

 Changing babies nappies 
 

 After handling soiled clothing 
 

 After dealing with waste 
 

 When hands feel or look dirty 
 

 After smoking 
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Children must be encouraged to wash their hands after every visit to the toilet and prior 
to eating or preparing food. Younger children, where possible, should be supervised to 
ensure good compliance. 
 
 
 
Sanitary Facilities 
 
Children will only develop good hygiene practices if they are provided with adequate 
facilities. These should be available at all times and not just in the event of an outbreak. 
Fear of vandalism should not be a reason for failing to provide sanitary facilities. 
 

 A hand wash basin with warm running water. Taps and wash basins should be 
accessible to children. It is important that hands are washed under warm running 
water. If a sink or bowl of water is used there is a risk that children will share the 
water and the risk of spreading an infection will be greatly increased. Running 
water also helps to wash the germs away down the drain. 

  

 A mild liquid soap preferably in a wall mounted liquid soap dispenser with 
disposable cartridges. Bar soap should not be used 

 

 Disposable paper towels should be conveniently sited next to the basins in wall 
mounted dispensers. Soft paper towels will help to avoid skin abrasions. Roller 
towels are not recommended and if used should be changed at least daily. Hot air 
hand dryers are not generally suitable for schools and other childcare settings. 
Young children may be frightened of them. They take approximately 45 seconds 
to dry hands adequately, so unless there are about three times as many dryers as 
wash basins there will be delays. Hot air can blow germs around the room 
causing general contamination. Establishments that already have hot air dryers in 
place should consider replacing them with paper towels when they are due for 
renewal. 

 

 Waste paper bins with foot operated lids, positioned near the hand wash basins. 
These should be lined with sealable disposable bags, which should be changed 
regularly. 

 

 Adequate supplies of toilet paper in each toilet cubicle. It is not acceptable for 
toilet paper to be given out on request. If schools or nurseries have experienced 
problems with vandalism, they could investigate the use of toilet paper dispensers 
which can help to reduce the inappropriate use of toilet paper. 

 

 Suitable sanitary disposal facilities should be provided in schools where there are 
female pupils aged nine or over (i.e. junior and senior age groups). Girls should 
have access to emergency supplies of sanitary protection. 

 

 Any school or nursery which accepts children who are still in nappies must have 
appropriate facilities for changing nappies: 

 
 Staff undertaking nappy changes should not be involved in the preparation of 

food, unless they have washed their hands thoroughly. 
 Nappies must be changed in a designated area away from play facilities, and 

away from any area where food or drink may be prepared or consumed. 
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 Soiled nappies should be wrapped in a plastic bag before disposal in the 
general school waste. 

 The nappy disposal bin should have a foot operated lid 
 Schools and nurseries which produce a substantial number of used nappies 

should seek advice on the appropriate disposal arrangements. 
 Children’s skin should be cleaned with a disposable wipe or cotton wool. 

Flannels should not be used to clean bottoms. Nappy creams and lotions 
should be clearly labelled with the child’s name and must not be shared 
between children. 

 Changing mats should be wiped with soapy water or a baby wipe after each 
use. They should be cleaned thoroughly with hot soapy water if visibly soiled 
and at the end of each day. 

 Changing mats should be checked weekly for tears. If the plastic cover is 
damaged, the mat should be replaced. 

 Hand washing facilities for staff (hand wash basin, soap and paper towels) 
must be available within the nappy changing room. 

 Staff must wash and dry their hands after every nappy change, before 
handling another child or leaving the nappy changing room. 

 
 

 Children who are being toilet trained should only use a potty until they are able to 
sit on the toilet. A designated sink for cleaning potties (not a hand wash basin) 
should be sited in the area where potties are used. After use the contents of the 
potty should be flushed down the toilet, using household rubber gloves. The potty 
should be washed in hot soapy water, dried and stored inverted. The rubber 
gloves should be washed whilst wearing them and then wash and dry hands after 
taking them off. 

  
 
 

Pupils with continence aids 
 

Pupils who use continence aids (e.g. continence pads, catheters) should be 
encouraged to be as independent as possible.  The principles of basic hygiene 
should be applied by both pupils and staff involved in the management of these aids. 
 

In addition, staff helping pupils with their continence aids should also bear in mind 
the following additional points: 

  Staff who are helping pupils with their continence aids and involved in the 
preparation of food are advised to attend a food preparation /hygiene 
course. 

  If continence pads (or nappies) are changed, this should take place in a 
designated area.  Disposable powder free non-sterile latex gloves and a 
disposable plastic apron should also be worm.  Gloves and aprons should 
be changed after every pupil.  Hand washing facilities should be readily 
available. 

  The surface used for changing should be clean, waterproof and in a good 
state of repair.  Changing mats should be wiped down with detergent and 
hot water and covered with disposable paper towel for its use.  If visible 
contamination with body fluids occurs, the guidance in the section ‘Cleaning 
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Body Fluid Spills’ should be followed.  Changing mats should be stored dry 
between use. 

  Used continence aids should be disposed of as clinical waste – see section 
on ‘Disposal of Sharps or Contaminated Waste’. 

  Staff and pupils should wash and dry their hands after changing/handling 
continence aids. 

  Any specially adapted toilet aids e.g. seats, should be included in the 
routine cleaning of the toilet areas. 

 
 
Vulnerable groups at particular risk from infection and communicable disease 
 
Some children have impaired immune defence mechanisms in their bodies (known as 
immuno-compromised) and hence will be more likely to acquire infections. Also, the 
consequence of infection in the immuno-compromised is likely to be significantly more 
serious than in those with a properly functioning immune system (known as immuno-
competent). 
 
Impaired immunity can be caused by certain treatments such as those for leukaemia or 
other cancers (e.g. cytotoxic therapy and radiotherapy). Other treatments such as high 
doses of steroids, enteral feeding, etc may also have a similar effect. Children/carers will 
have been fully informed by their doctor. 
 
There are also some rare diseases, which can reduce the ability of a person to fight off 
infection. Usually nurseries and schools are aware of such vulnerable children through 
information given by their parents/guardians. 
 
If a vulnerable child is thought to have been exposed to a communicable disease, i.e. 
chickenpox or measles in the school setting, parents/guardians of that child should be 
informed promptly so that they can seek further medical advice from their GP or 
specialist, as appropriate. 
 
It is important that these children are also made known to the school nurse on entry to 
the school. 

 
 
Spillage Kit 
 
It is recommended that all items needed for cleaning spillages of blood or body fluids are 
kept together in a designated and secure place (i.e. locked) to which all staff have 
access. 

The contents of a spillage kit should include: 

 Disposable plastic apron 

 Disposable gloves 

 Yellow plastic clinical waste bags 

 Detergent 

 Household bleach/ bleach tablets (i.e. Haz-tabs, Presept, Actichlor) 

 Disposable paper towels 

 Plastic bucket/bowl 

 Plastic goggles 
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Cleaning up Blood/Body Fluid Spills 

 Spillages of blood, vomit, urine and faeces should be cleaned up as quickly as 
possible.   

 It is advisable to open the window when cleaning up vomit and to keep other 
people away from the spill until it has been cleaned up.   

 Disposable plastic gloves and apron should always be worn and disposable 
paper towels used when cleaning up spills. Goggles should be available for 
cleaning up larger spills. 

 Prepare a dilution of one part hypochlorite (bleach) to ten parts of water or 
dilute tablets as instructed in packaging.  As bleach can be damaging to skin, 
immediately wash off any skin splashes with running water. Adding the bleach 
to the water will minimise splash incidents. 

 Carefully wipe up spillage with disposable paper towels and place in yellow 
plastic bag. To contain larger spills, cover spillage with disposable paper 
towels to limit the spread and pour the diluted bleach gently onto the covered 
spillage. 

 Carefully wipe up the spillage with more disposable paper towels soaked in 
the bleach and place in the plastic bag.  In the event of floor spillages, ensure 
that the floor is dried thoroughly after the clean-up operation, to avoid slipping 
accidents. 

 Dispose of paper towels, waste, apron and gloves in a plastic bag and 
securely tie to prevent any leakage. 

 Wash the goggles in hot soapy water.  

 Wash hands thoroughly with soap and water and dry carefully. 

 Small amounts of such waste can be disposed of with domestic waste but 
where large amounts are likely to be generated, such as areas disposing large 
numbers of continence aids, arrangements should be made for the supply and 
collection of yellow clinical waste bags with the Local Authority Waste 
Collection Service. 

NB: Hypochlorite (bleach) can corrode metal and damage fabrics, particularly if used at 
the wrong concentration.  Hypochlorite solution will damage fabrics and soft furnishings 
(e.g. carpets).  Spillages on these should be dealt with as above but General Purpose 
Detergent and hot water used instead of hypochlorite. It may be necessary to arrange 
for the soft furnishing or carpets to be steam cleaned to prevent/remove staining.  Your 
cleaning service contractors should be able to provide this service or know who can. 
 
 
 
Environment and Equipment 

 A regular programme of cleaning should be agreed and followed (Refer to 
Table 1 & 2 below) 

 Thorough cleaning with hot water and detergent using disposable cloths, 
followed by adequate drying, will render the environment and items of 
equipment free of micro-organisms likely to cause infection.  

 Disinfectants are not necessary for general environmental cleaning; they are 
expensive and can be toxic and resistance can develop. 
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 Toilets and washbasins should be cleaned daily, and whenever there is visible 
soiling.  A hypochlorite disinfectant (see next page) may be used for visible 
soiling, for wiping toilet/door handles, light switches, etc, during outbreaks of 
diarrhoea and/or vomiting. 

 Tanks of water used for play activities should be drained and cleaned regularly 
(at least weekly) and when visibly dirty. Paddling pools should be cleaned, 
dried and stored deflated or inverted. 

 Water play equipment should be cleaned with detergent and dried after use. 

 All toys should be washable or easily cleaned. They should be washed at least 
weekly or more frequently if visibly dirty. Toys should be cleaned on a daily 
basis if used by very young children or if they put them in their mouths. 
Children should be discouraged from putting toys in their mouths. All toys 
should be checked regularly and replaced if broken/damaged. 

 Sandpits should be covered for protection and the sand kept clean by regular 
sieving. Sand should be changed regularly (e.g. four weekly for indoor sandpits). 

 Replace soft modeling materials and dough regularly. 

 Some communal play activities (e.g. sand/water play, cookery) may sometimes 
need to be suspended to help prevent the spread of specific infections e.g. in the 
case of a diarrhoea and/or vomiting outbreak. The HPT will be able to advise on 
this, as well as the need to increase the frequency for cleaning toys during an 
outbreak. 

 Toiletry items should not be shared and systems should be in place to control 
this. 

 
 
Table 1 
 
Recommended cleaning agents for the environment 

 
Recommended Cleaning Agents for the Environment 

 

 Disinfectant spray 
 
 
 Detergent + hot water 
 
 
 Cream cleaner 
 
 
 Bleach (hypochlorite) 
 
 

Used for cleaning surfaces between 
use 
 
Used for cleaning surfaces at end of 
sessions/ day 
 
Used for cleaning surfaces 
 
 
For environmental cleaning: 
1000 ppm (parts per million) 
available chlorine - a 1 in 100 
dilution of household bleach. Not 
for use on metal surfaces 

 
 
For spills on carpets and upholstery: 
 

 Wear latex gloves and disposable apron 

 Clear away excess with disposable paper towels and dispose of as clinical waste 

 Clean area with cold water 

 Clean area thoroughly with detergent and hot water 

 Allow to dry thoroughly.   

 Once dry, go over area with mechanical cleaner 
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Table 2 

Example of protocol for Environmental Cleaning of Premises 
 

ITEM FREQUENCY METHOD 
 

General 
environmental 
surfaces 
 

regularly (at 
least daily) 
 

Surface area manually cleaned and dried between use 
and/or at end of day (depending on surface) using general 
purpose detergent & hot water. Use disposable cloths/ 
paper towels. Dry thoroughly. 
Disinfectant/hypochlorite to be used if known infection risk 
and then rinsed. 
NB disinfectants will not work on dirty surfaces. 
 

Nappy 
changing 
mats and 
sleep mats 
 

after each use Surface area manually cleaned and dried between use and 
at end of day using general purpose detergent & hot water. 
Use disposable cloths/ paper towels. Dry thoroughly. 
Disinfectant/hypochlorite to be used if known infection risk 
and then rinsed. 
NB disinfectants will not work on dirty surfaces. 

Stack mats in a clean area after cleaning and drying. 
 

Hand wash 
basins, 
sinks, 
toilets and 
potties 
 

regularly (at 
least daily) or 
after use for 
potties 
 

As above re: detergent and hot water. Cream cleanser can 
be used for sinks and basins. Ensure both sides of toilet 
seats and handles are cleaned, as well as sink taps. Potties 
to be emptied and thoroughly washed using detergent and 
hot water and dried. Store separately (i.e. not stacked on top 
of other potties). 
Disinfectant/hypochlorite to be used if known infection risk 
and then rinsed. 
NB disinfectants will not work on dirty surfaces 

 

Floors daily Wash with hot water and detergent. Suction clean carpeted 
areas i.e. vacuum clean to remove dust. Steam clean 
regularly (e.g. every 2-3 months) Disinfectant is required 
only after contamination with blood spillages 
 

Toys regularly All soft toys washed daily on hot machine wash. Sharing 
should be discouraged. All hard toys put in mouth (e.g. in 
baby area) should be removed after use and washed with 
hot water & detergent then rinsed with water and dried 
thoroughly. All other hard toys (including large pieces e.g. 
dolls houses, climbing frames) should be washed weekly as 
above. In an outbreak, toys will need to be washed daily 

with hypochlorite (e.g. Milton) and rinsed and dried (as 
advised by Health Protection Unit). 
NB Disinfectants will not work on dirty surfaces.Toys not in 

use should be kept in clean plastic containers. Stock rotation 
of toys is advisable. 
 

Bins daily Empty bins daily. Clean inside with hot water and detergent, 
if contaminated. 
 

High chairs/ 
dining 
tables 
 

Before and 
after use 
 

Wipe with hot, soapy water and dry thoroughly both before 
and after use. 
 

Walls/ 
Ceilings 
 

periodically Routine cleaning not required. Clean periodically with hot 
water and general purpose detergent. Clean with bleach if 
contaminated with blood 
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Laundry 

There should be a designated area on site if there is a need for laundry facilities. This 
area should have the following facilities: 

 It should be separate from any food preparation areas. 

 It should have appropriate hand washing facilities. 

 It should have a washing machine with a sluice/pre-wash cycle. 
 
Staff involved with laundry services should ensure that: 
 

 Manual sluicing of clothing is not carried out as this can subject the operator to 
inhale fine contaminated aerosol droplets. Soiled articles of clothing should be 
rinsed through in the washing machine pre-wash cycle, prior to washing. 

 Gloves and aprons are worn when handling soiled linen or clothing. 

 Hands are thoroughly washed after removing gloves. 
 

Dealing with contaminated clothing 

Clothing of either the child or the first-aider may become contaminated with blood or 
body fluids. Clothing should be removed as soon as possible and placed in a plastic bag 
and sent home with the child with advice for the parent on how to launder the 
contaminated clothing. The clothing should be washed separately in a washing machine, 
using a pre-wash cycle, on the hottest temperature that the clothes will tolerate. 
 
 

Cuts, Bites and Needlestick Injuries 
 
Dealing with cuts and nose bleeds 
 
When dealing with cuts and nosebleeds, staff should follow the usual school’s first aid 
procedure, and record the incident on the accident report form. It is essential for staff to 
wear disposable gloves when dealing with all bleeding wounds. Children who are known 
to be HIV positive or hepatitis B positive do not need to be treated any differently from 
those who are not known to be positive. Intact skin provides a good barrier to infection, 
and staff should always wear waterproof dressings on any fresh cuts or abrasions on 
their hands. Staff should always wash their hands after dealing with other people’s blood 
even if they have worn gloves or they cannot see any blood on their hands. Disposable 
gloves should be disposed of immediately after use, even if they look clean. 
 
 
Human bites 
 
Human mouths are inhabited by a wide variety of organisms, some of which can be 
transmitted by bites. Human bites resulting in puncture or breaking of the skin are 
potential sources of exposure to blood borne infections therefore it is essential that they 
are managed promptly. 
 
There is a theoretical risk of transmission of hepatitis B from human bites, so the injured 
person should be offered vaccination. Although HIV can be detected in saliva of people 
who are HIV positive there is no documented evidence that the virus has been 
transmitted by bites. 
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If a bite does not break the skin:-  
 

1. Clean with soap and water 
2. No further action is needed 

 
 
If a bite breaks the skin:- 
 

1. Clean immediately with soap and running water 
2. Record incident in accident book 
3. Seek medical advice as soon as possible (on the same day)  

a) to treat potential infection 
b) to protect against hepatitis B 
c) for reassurance about HIV 

 
 
Animal bites 
 
Most animal bites are less likely to become infected than human bites, but they should 
still be taken seriously. There is no rabies in the UK, so vaccination against rabies is not 
required in this country. Children/staff who are bitten on trips abroad to countries where 
rabies is known to occur should seek immediate medical attention. 
 
In the UK, bites, which do not break the skin, should be washed with soap and water. If 
a bite breaks the skin, wash with soap and water then seek medical advice about the 
possible need for treatment to prevent infection. If someone becomes generally unwell 
or the bite looks infected they should seek medical advice. 
 
 
Needlestick injuries  
 
Occasionally children or staff may injure themselves on discarded used hypodermic 
needles, which they have found. As well as ensuring that the injured person obtains the 
necessary care, it is important that the needle is disposed of safely to avoid the same 
thing happening to someone else. This can be done by either contacting your local 
authority or by placing the needle in a rigid container. 
 
 
If someone pricks or scratches themselves with a used hypodermic needle:- 
 

1. Wash the wound thoroughly with soap and water 
2. Cover it with a waterproof dressing 
3. Record it in the accident book and complete the accident form 
4. Seek immediate medical attention from a general practitioner or the Accident and 

Emergency Department about the possible need for immunisations (e.g. tetanus, 
hepatitis B) or for treatment if the wound becomes infected. 

 
There have been no documented cases of people acquiring HIV or hepatitis B from 
discarded needles. Nevertheless, hepatitis B immunisation is recommended in these 
incidents so it is important to seek medical advice within 24 hours, or sooner, of 
sustaining the injury. 
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Pets and Animals in Schools 

 

Pets can often enhance the learning environment.  However, sensible precautions are 
required to reduce the risk of infection between pets and children/staff. 
The Head Teacher should ensure that a knowledgeable person is responsible for the 
animal and that there is no risk of contravening the relevant safety legislation.  There 
should be a written agreement within the establishment to ensure full understanding of: 

 The types of animals allowed for the purpose of education; 

 Their control and permitted behaviour whilst on the premises; 

 The routes for entry to and passage through the premises; 

 The areas where pets are not allowed; 

 Any insurance liability of owners and handlers; 

 Only mature house-trained pets are acceptable. 

1. Animals should be regularly groomed and checked for signs of infection or other 
illness.  If pets become ill, diagnosis and treatment by a vet should be sought.  All 
animals should have received relevant inoculations. 

2. Pets should not be permitted to lick children or jump on them in any manner 
which may cause accidents. 

3. Claws should be kept trimmed to reduce risk of scratches.  Immediate medical 
attention should be sought for any scratches or bites. 

4. After children and staff have touched animals they should wash their hands well 
with soap and warm water. 

5. Pet feeding areas should be kept clean.  Pets should have their own feeding 
dishes which should be washed separately from dishes and utensils used for 
children and staff. 

6. Recognised commercial brands of pet food should be used.  Pet food containers, 
once opened, must be kept separate from food for human consumption. 

7. Food not consumed in 20 minutes should be taken away or covered to prevent 
attracting pests. 

8. Pets/animals should have been exercised before being allowed to meet with 
children. 

9. All pets, especially cats and dogs, should have their coats cleaned regularly.  
Bedding should also be cleaned regularly and insecticides used, as necessary, 
(on the environment and the pet), to control fleas. Specialist advice should be 
sought if problems occur. 
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Litter Box Care 

 Always have someone who is not pregnant to clean the litter box. 

 Always wear protective gloves when cleaning the litter box.  Wash hands with 
soap and water immediately after removing gloves. 

 Fit a disposable liner to the box for easy cleaning. 

 Litter should be changed daily. 

 Litter should be sealed in a plastic bag and disposed of in accordance with local 
guidance. 

 The litter box should not be sited near food preparation, storage or eating areas. 

 
The litter box should be washed at least weekly with general-purpose detergent and hot 
water.  Staff should wear a disposable apron and gloves for this task. 
 
 

School Trips 
 
Some school trips involve activities which may be associated with a small risk of picking 
up an infection, particularly those involving water-based activities and visits to 
farms/animal parks.  
The precautions outlined below are intended to reduce the risk of acquiring any infection 
associated with trips of this kind. 

 
Farm Visits 
 

Farms trips often form an enjoyable part of the school year, however, the transfer of  
infection from animals to humans can occur if simple hygiene precautions are not taken. 
The precautions below are intended to reduce the risk of infection. It would be helpful to 
share this information with children and parents/carers before the trip. 
  
 

Before you go 
 

 Check that the farm is well managed e.g. the grounds and public areas are 
 as clean as possible and that suitable First Aid arrangements are made.  
 Animals should be prohibited from any picnic areas. 

 Check that the farm has clearly sign-posted hand washing facilities with 
running water, soap and disposable paper towels or hot air hand dryers. 

 Emphasise the importance of hand hygiene before, during and after the visit. 

 Drinking taps should be clearly marked and sited in a clean area away from 
the animals.   

 Ensure that children cannot gain access to restricted areas such as slurry 
pits or where sick animals are isolated. 

 Make sure that there are enough adults accompanying the children to 
provide adequate supervision. 

 Explain to children that they should not eat or drink anything including 
chewing gum, crisps and sweets while touring the farm because of the risk 
of infection.  
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During the visit 
 

 If children are allowed to handle or feed the animals, ask them not to place 
their faces against the animals or put their hands in their own mouths 
afterwards. 

 After contact with animals and particularly before eating and drinking, 
ensure that all children wash and dry their hands thoroughly.  Younger 
children should be supervised. 

 Meal breaks or snacks should only be taken in the designated picnic areas.  
Children should be reminded not to eat anything which may have fallen on 
the ground. 

 Produce grown on the farm should be washed in drinking water before being 
eaten. 

 Children should not consume unpasteurised products e.g. milk, cheese or 
ice-cream, or taste animal feed stuff such as silage and concentrates. 

 Manure or slurry presents a particular risk of infection and children should 
be warned against touching it. If they do, ensure hands are promptly washed 
and dried. 

  
At the end of the visit 

 

 Ask all the children to wash and dry their hands before leaving. 

 Ensure that all footwear is as free as possible of faecal material.  
 

 
Water based activities 
 
There is a risk of infection associated with any water-based activity carried out on rivers, 
canals and freshwater docks, and also with the collection of specimens from ditches, 
streams and ponds in the countryside or on urban nature reserves.       
Precautions to be followed to reduce the risk of infection:- 

 Swimming in canals and rivers is forbidden, except when undertaken in 
connection with prescribed water-based activities at Education Authority 
residential centres.  At residential centres, the advice given below should 
also be followed: 

 Pupils and staff engaged in any outdoor activity involving possible contact 
with water in rivers, canals, ditches, ponds etc. must ensure that all cuts, 
scratches and abrasions are covered with waterproof dressings.  Smoking 
should not be permitted during or immediately after such activity, and hands 
should be washed thoroughly before eating, drinking or smoking.  The use 
of appropriate footwear is recommended to reduce the risk of cuts to the 
feet. 

 To reduce the risk of water contact with the mouth and eyes, unnecessary 
splashing should be discouraged. Swallowing water should also be avoided 
whenever possible. 

 Exercises such as ‘capsize drill’ and ‘rolling’ should ideally be practised in 
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swimming pools and never in stagnant or slow-moving natural bodies of 
water. 

 If accidental immersion does occur, the person(s) involved should have a 
hot bath or shower as soon as possible, either at the centre or immediately 
on returning home.  All wet clothing should be dried as soon as possible. 

 Pupils and staff should always wash or shower after canoeing or rowing. 

 
 
Action to be taken in the event of illness following recent participation in water based 
activities: 

 Anyone engaged in water based activities that becomes ill within 3-4 weeks 
of such participation, is advised to seek medical advice.   

 It should be made clear to parents/carers that if their child becomes ill 
following participation in outdoor/water based activities, the treating doctor 
should be made aware of the child’s participation in water-based activities. 

 

 

Food hygiene 
 
If meals are prepared or served on the premises, some important principles apply:- 
 

 Most food related outbreaks and incidents are the result of poor food handling 
practice in food preparation and serving areas including:- 

o inadequate separation between raw and cooked products (particularly 
meats) 

o and/or inadequate time and temperature control of foodstuffs 
o and/or poor personal hygiene of food handling staff. 

 Regular training and education of food handling staff is of key importance in 
maintaining high standards. 

 Policies and procedures relating to all aspects of food hygiene should be available, 
understood and strictly adhered to by all food handling staff within the school setting. 

 Your Local Authority Environmental Health Department can advise on training and 
policy issues, including the need for Hazard Analysis Critical Control Points 
(HACCP). 

 The proper selection, storage, preparation, cooking and serving of foodstuffs is 
essential in preventing food borne illnesses.  

 
If packed lunches etc. are brought into school by staff or attenders, they should ideally 
be kept cool until consumption, either in individual cool boxes or suitable refrigeration 
facilities. 

 
Barbeques and picnics associated with the school setting need to be carefully monitored 
for food safety aspects. 
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Food handling staff 
 
Food handlers and/or catering staff may present a particular risk to the health of their 
pupils/staff if they become infected (or have close contact) with diseases that can be 
transmitted to others via the medium of food or drink. These diseases commonly affect 
the gastrointestinal system (stomach and bowel) and usually cause diarrhoea and/or 
vomiting. 
 
Food handling staff suffering from such diseases must be excluded from all food 
handling activity in the school setting until advised by the local Environmental Health 
Officer that they are clear to return to work. There are legal powers for the formal 
exclusion of such cases but usually voluntary exclusion will suffice with ‘off work’ 
certificates from the GP, as necessary. 
 
All establishments should have a clear written policy for the exclusion of staff, 
particularly food handlers, in relation to gastro-enteric diseases. Staff and attenders 
should not be present at the establishment if they are currently suffering from diarrhoea 
and/or vomiting. At the very least,  persons suffering from gastro-intestinal diseases 
should not return to work until 48 hours post recovery (no further diarrhoea and/or 
vomiting). 

 
Employers should notify their local Environmental Health Department immediately that 
they are informed of a member of staff engaged in the handling of food has become 
aware that he/she is suffering from, or is the carrier of, any infection likely to cause food 
poisoning. This policy should be made clear to the person in charge of the kitchen and 
all catering staff at the time of appointment.  
 
Food handlers are required by law to inform their employer immediately if they are 
suffering from any of the following diseases:- 
 

 Typhoid Fever 

 Paratyphoid Fever 

 Other Salmonella infections 

 Dysentery  

 Shigellas 

 Diarrhoea (cause of which has not been established) 

 Infective jaundice 

 Staphylococcal infections likely to cause food poisoning e.g. impetigo, septic skin 
lesions, exposed infected wounds, boils, etc. 

 VTEC infection 
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Common Infectious Diseases 

 

A-Z 

 
Athlete’s Foot 
 
What is it? 

 Athlete’s foot is a skin infection caused by a fungus, which can also cause ringworm. 
 

What does it look like? 

The person will have scaling or cracking of the skin, especially between the toes, or 
blisters containing fluid; it can be very itchy. 
 
 

How does it spread? 

It is generally spread by prolonged direct or indirect contact with skin lesions on infected 
people or contaminated floors, shower stalls and other articles used by infected people. 
 

Is Exclusion from school necessary? 

No.  
 
Do’s and Don’ts 
 

 Cover the affected foot with a rubber sock when going swimming 

 Visit your GP for advice or treatment 

 Take special care to dry between the toes after bathing, then use a 

fungicidal dusting powder on the feet, between the toes and in the socks 

and shoes 

 Use footwear that allows your feet to breathe and change footwear 

frequently 

X  Do not share towels, bath mats or footwear when infected 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

24 

  

 

Chickenpox (Varicella) and Shingles (Herpes Zoster) 

 

What is it? 

Chickenpox and Shingles are two separate infections caused by the same virus known 
as varicella-zoster virus (VZV). Life-long immunity develops after chickenpox infection. 
However, following chickenpox infection, the VZV virus can lay dormant in the body, 
later being reactivated causing shingles in some people. 

 

What does it look like? 

Chickenpox 

The illness has a sudden onset with fever, runny nose, cough and a generalised rash.  
The rash starts with blisters (vesicles) which then scab over. Several crops of these 
vesicles occur so that at any one time there will be scabs in various stages of 
development.  The rash tends to be more noticeable on the trunk than on exposed parts 
of the body and may also appear inside the mouth and on the scalp. Some infections 
can be mild or without symptoms.  

 

Shingles 

Latent infection can occur several years after chickenpox infection.  Shingles may occur 
at any age, but the incidence is higher in the older age groups.  There is a blistering rash 
in the area supplied by the affected nerve.  Usually only one side of the body is affected 
and there is severe pain in the affected area.  Most people recover fully without 
developing serious complications.  Pain usually lasts for about four days.  There is often 
altered sensation before the rash appears, accompanied by ‘flu like’ symptoms. 

 

How does it spread? 

Chickenpox is transmitted through direct contact, droplet or airborne spread of 
discharges from the nose and throat, or vesicles. Chickenpox is very infectious. Shingles 
cannot produce shingles in another person, but the virus can spread from the vesicles to 
cause chickenpox in those who have never had chickenpox. 

The incubation period for chickenpox is 2-3 weeks and the person is infectious for 1-2 
days before, and five days after the appearance of the rash. People with shingles are 
infectious for one week after the appearance of the rash. 

 

Is exclusion from school necessary? 

Chickenpox  

Children should be kept away from school whilst too ill to attend, and for at least five 
days from onset of rash and not developing new lesions.  It is not necessary for all the 
spots to have healed or crusted over before return to school as the risk of transmission 
to other children after five days is minimal. 
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Shingles  

A person with shingles is infectious to those who have not had chickenpox and should 
be excluded from school only if the rash is weeping and cannot be covered.  
 
 
 

Other points to note 

Whilst it is desirable for children to get chickenpox whilst young due to it preventing 
more serious illness in adults, it can cause serious disease in new-born babies, 
pregnant mothers who acquire chickenpox for the first time in pregnancy, and 
children with impaired immunity (e.g. with leukaemia or having cancer treatment). 
These groups should seek prompt medical advice regarding VZV contact. Most 
people in the U.K. (approximately 90%) are immune even if they do not remember 
having chickenpox as a child 

 
 

Do’s and Don’ts (chickenpox and shingles) 

 

 Do send the child home from school 

 Do advise parents to consult their GP 

X Don’t allow the child back to school until at least 5 days after the 
appearance of the chickenpox rash (blisters). In cases of shingles, 
decision to exclude child will vary for each case of shingles and will be 
dependent on whether the rash is weeping and whether the rash can be 
covered. 
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Cold sores 

What is it? 

 Caused by a virus called herpes simplex. 

 Generally appears on lips and around nostrils, but can spread more widely over 
the face. 

 It is estimated that 50 - 90% of the population of this country are carriers of the 
virus, but they do not all suffer from cold sores. 

 

 

First signs are tingling, burning or itching in the area where it is going to appear. This 
phase may last for as little as 24 hours.  There is reddening and swelling of the infected 
area resulting in a fluid filled blister, or sometimes a group of them, which can be very 
painful and uncomfortable.  They break down to form ulcers, which weep and crack.  
They then dry up and crust over. 

The virus can be reactivated by various trigger factors such as stress, sunlight etc. 

 

How does it spread? 

 

It can be spread by kissing and contact with the sores. They are generally a mild self-
limiting disease. 

Most people who already suffer from cold sores will have been infected very early in life. 
 

Is exclusion from school necessary? 

 
No 
 
 
 

Do's and Don'ts 
 

 X Don't touch the cold sore. 

 X Don't touch your eyes when you have a cold sore infection, and take 
extra care when applying or removing make-up.  

 X Don't kiss people, especially children, when you have a cold sore. 

 X Don't break the blisters or pick the scab on your cold sore. 

 X Don't share your eating or drinking utensils. 

 X Don't share towels or face cloths.  

 Do wash your hands thoroughly if you accidentally touch a cold sore.  

        

 

 

 

 

 

What does it look like? 
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Conjunctivitis 

What is it? 

An infection affecting the eyes caused by various organisms and/or allergies  

 

What does it look like? 

The eye(s) becomes reddened and swollen and there may be a sticky yellow/green 
discharge. Eyes usually feel itchy and ‘gritty’.  Topical ointment can be obtained from the 
doctor/pharmacy to treat the infection.  

 

How does it spread? 

Conjunctivitis can be spread by contact with discharge from the eye which gets onto the 
hands/towel when the child rubs their eyes. 

  

Is exclusion from school necessary? 

No… But ensure that good hand hygiene is maintained at all times. 
 
 

Do’s and Don’ts 
 

 Do encourage parents to consult their GP 

 Do discourage children from rubbing eyes and sharing towels  

 Do ensure that particular attention is paid to hand washing at all times 

     Do consult with the Health Protection Team if an outbreak/cluster occurs 
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Diarrhoea and/or vomiting  
 

 

What is it? 
 

Diarrhoea can be defined as two or more liquid or semi-liquid stools in a 24-hour period. 
Gastro-enteritis is an infection of the gastro-intestinal tract (gut). The symptoms of 
gastro-enteritis include diarrhoea, stomach pains, vomiting and fever. Gastro-enteritis 
and diarrhoea can be caused by many different types of bacteria, viruses and other 
organisms.   
 

How does it spread? 

Gut infections are spread when organisms enter the gut via the mouth when hands or 
objects contaminated with organisms, are put in the mouth, or after eating contaminated 
food or drinks including water. Aerosol spread of gastro-enteritis viruses in vomit from 
infected people is a cause of outbreaks in communal settings such as hospitals, 
nurseries and schools.  A person will be infectious while there is diarrhoea and for a 
short time after the stools return to normal. 

 

Is exclusion from school necessary? 

Any pupil or staff member with an unknown cause of diarrhoea and/or vomiting should 
not attend school until they are sure it has stopped or have microbiological clearance. 

All groups of children and adults suffering from diarrhoea and/or vomiting should remain 
away from school until 48 hours after the diarrhoea and/or vomiting have stopped, and 
they are well enough to return.  If medication is prescribed, ensure that the full course is 
completed and there is no further diarrhoea/vomiting for 48 hours after the course is 
completed. 

For some infections, longer periods of exclusion from school are required and there may 
be a need to obtain microbiological clearance.  For these groups advice from the HPU, 
school health advisor or environmental health officer should be sought.   

The infections where longer periods of exclusion may be needed are: Shigella 
dysenteriae, boydii and flexneri, VTEC infection, Salmonella typhi and paratyphi 
infection.  
 
Exclusion from swimming should be for 2 weeks following last episode of 
diarrhoea. 
 
 
Do’s and Don’ts 
 

 Do encourage staff and children to practice good hand hygiene at all times 

 Do notify the Health Protection Team if there are more cases than normally 
expected 
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Specific causes of gastro-enteritis 

 
This section will briefly describe the features of the more important causes of diarrhoea 
and will indicate any additional control measures and exclusion periods that are thought 
to be necessary. 
 
Food poisoning 
This includes food-borne infection caused by: Salmonella, Campylobacter, Bacillus 
cereus, Clostridium botulinum, Clostridium perfringens, and Staphylococcus aureus.  
These organisms cause illness when contaminated or inadequately prepared food is 
eaten. They can cause sudden large outbreaks of diarrhoea if a large number of people 
eat the same contaminated food.  Person to person spread of these infections is 
unusual.  All outbreaks of food poisoning need to be investigated in order to identify their 
cause.   
 
 
Bacillary Dysentery (Shigella) 
This disease is passed directly from person to person by the faecal-oral route or via 
contaminated food. It is usually spread from those with diarrhoea but can be spread from 
those recovering from the illness even if they do not have symptoms.  The symptoms of 
shigella can include bloody diarrhoea, vomiting, abdominal pain and fever lasting on 
average from 4-7 days but can last for several weeks. The incubation period is 12 to 96 
hours. Microbiological clearance is required prior to the child returning to school i.e. age 
and infectious agent 
 
 
Campylobacter  
It is spread between people and animals by the faecal-oral route.  These bacteria are 
present in the faeces of adults and children with diarrhoea, and spread to the mouths of 
other people directly on their hands or by food or objects.  These organisms are also 
present in raw meat, especially chicken, and can contaminate other foods, surfaces and 
utensils. The disease usually lasts 3-5 days and has an incubation period of between 1 
and 10 days but most commonly 3-5 days. 
 
 
Cryptosporidiosis 
Cryptosporidiosis is spread from those with the infection to others by the faecal-oral 
route.  It can also be spread by direct contact with farm animals particularly cattle and 
sheep.  Spread via contaminated or untreated water, and milk, has also been reported.  
The symptoms are abdominal pain, diarrhoea and occasionally vomiting which can 
come and go for up to 30 days. The incubation period is between 1 and 12 days. 
 
 
Escherichia coli (VTEC) – E. Coli VTEC 
The natural reservoir of E. Coli (VTEC), of which serogroup O157 is the commonest, is 
the gastrointestinal tract of animals, particularly cattle and sheep. It is spread by eating 
contaminated food, direct contact with animals, i.e. farm visits, faecal-oral route from an 
infected person as a result of sharing towels and via food. Spread via contaminated 
drinking or bathing water has also been reported. Symptoms are diarrhoea, 
haemorrhagic colitis with bloody diarrhoea and severe abdominal pain, haemolytic 
uraemic syndrome (HUS) with renal failure; haemolytic anaemia and 
thrombocytopaenia. The incubation period ranges from 1 to 9 days between exposure 
and onset of diarrhoea. HUS may occur 2 to 14 days after onset of diarrhoea (usually 
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5-10 days). It affects 2-8% of all reported cases and is more common if diarrhoea is 
bloody. The need for exclusion will be assessed on an individual basis by the EHO and 
HPT when cases arise. 
 
 
Giardia 
This parasitic disease is spread from those with the infection to others by the faecal-oral 
route.  It may also be spread by drinking faecally contaminated water.  Infection with 
giardia may not cause any symptoms.  When symptoms do occur, they may include 
abdominal pain, bloating, fatigue and pale, loose stools.  Cases need to be treated with 
antibiotics. The incubation period is between 5 and 25 days, but most commonly 7-10 
days. 
 
 
Salmonella  
Salmonella is a cause of food poisoning caused by eating contaminated food particularly 
poultry or eggs.  It can also be spread directly from person to person by the faecal-oral 
route.  The symptoms of salmonella are diarrhoea, headache, fever and sometimes 
vomiting.  Infection can be more serious in the very young and very old. The incubation 
period can be from as little as 6 hours up to 72 hours (most commonly 12-36 hours).   
 
 
Typhoid and Paratyphoid Fever 
These are less common but serious illnesses. They are spread by consuming food or 
water contaminated by the faeces or urine of someone with the acute illness or someone 
without symptoms who may be excreting the organism.  Infections with these organisms 
are most commonly acquired abroad. The symptoms of typhoid fever are malaise, fever 
and constipation, whereas those of paratyphoid fever are fever, diarrhoea and vomiting.  
The severity of the illness and length of the incubation period (typhoid 1-3 weeks, 
paratyphoid 1-10 days), are related to the number of infecting organisms ingested. The 
need for exclusion will be assessed on an individual basis by the EHO and HPT when 
cases arise. 
 
 
Viral causes of diarrhoea (rotavirus, adenovirus, Norwalk virus) 
These are common causes of diarrhoea in schools and are spread by direct contact with 
the faeces or vomit of those with the illness or from the consumption of contaminated 
food or drink.   
 
 
Yersiniosis 
Yersiniosis is an intestinal infection caused by Yersinia enterocolitica or Yersinia 
pseudotuberculosis. The symptoms are diarrhoea, fever and abdominal pain which last 
for 2-3 weeks. The main source of infection is pigs and is spread by the faecal-oral route 
fromperson to person. The incubation period is usually 4-7 days and the affected person 
will be infectious until 48 hours after the diarrhoea has stopped. 
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Erythema Infectiosum (Fifth Disease, Parvovirus B19, 
Slapped Cheek Syndrome) 
 

How is it spread? 

This is a mild childhood illness presenting with rash and fever, caused by Parvovirus 
B19.  

 

What does it look like? 

The illness may only consist of a mild feverish illness which escapes notice but in others 
a rash appears after a few days. The rose-red rash makes the cheeks appear bright red, 
hence the name ‘slapped cheek syndrome’. The rash may spread to the rest of the body 
but unlike many other rashes it only rarely involves the palms and soles. The child 
begins to feel better as the rash appears. The rash usually peaks after a week and then 
fades. The rash is unusual in that for some months afterwards, a warm bath, sunlight, 
heat or fever will trigger a recurrence of the bright red cheeks and the rash itself. Most 
children recover and need no specific treatment. In adults the virus may cause acute 
arthritis.   

 

How does it spread? 

Spread is by the respiratory route and a person is infectious 3-5 days before the 
appearance of the rash.  Children are no longer infectious once the rash appears.  There 
is no specific treatment. 

 

Is exclusion from school necessary? 

No.  The child need not be excluded from school because he/she is no longer infectious 
by the time the rash occurs.   

 

Other points to note 

The virus may also cross the placenta and affect an unborn baby in the first 20 weeks of 
pregnancy. If a woman is exposed early in pregnancy (before 20 weeks) she should 
seek prompt advice from whoever is giving her antenatal care.   
 
 
Do’s and Don’ts 
 

 Do advise a visit to the GP 

 Do request that parents inform the school of a diagnosis of fifth disease 
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Escherichia coli O157 and other Verocytotoxin producing 
Escherichia coli (VTEC) 

 

What is it? 

Escherichia coli O157 and other VTEC are bacterial organisms which can cause 
intestinal infections. VTEC infections are uncommon.  

 

What are the symptoms? 

The symptoms of VTEC infection include diarrhoea (which may be bloody), severe 
abdominal pain and vomiting. A small percentage of people with VTEC infection may 
develop serious complications, which can sometimes be fatal.  

 

How does it spread? 

VTEC are present in the intestines and faeces of farm animals, especially cattle and 
sheep. Other domestic and wild animals including birds can carry these organisms and 
act as vectors.   

Most cases are thought to be food-borne as a result of eating contaminated food, most 
commonly undercooked contaminated beef products such as beef-burgers. The surface 
of the meat can become contaminated during the slaughter and processing.  Milk may 
become faecally contaminated and VTEC may survive to cause illness if the milk is 
unpasteurised or partially pasteurised. Some vegetables may be fertilised with cattle 
manure or slurry or may have become contaminated with animal faeces which can also 
result in infection if these are eaten raw without proper washing and/or peeling.  

Transmission from person-to-person is via the faecal faecal-oral route. Someone with 
diarrhoea may spread VTEC from their faeces directly to another person.  This is 
particularly likely to happen between young children or where personal hygiene is poor 
such as not washing hands after using the toilet.   

VTEC infection can also occur when there is transfer of animal faeces to the mouth.  
This could happen after touching animals on a visit to a farm.  

The time between exposure and onset of symptoms is about three days.   
 
 

Is exclusion from school necessary? 

Children should stay away from school until they are well again and two full days have 
passed since the diarrhoea has stopped.  However, nursery aged children and 
sometimes children in infant schools will be asked to stay away from school until their 
symptoms have stopped and two faecal samples have been found to be negative on 
laboratory testing. If the person is a food handler, they will be asked to stay away from 
school until two faecal samples have been found to be negative. 
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Do’s and Don’ts 
 

 Do encourage staff and children to practice good hand hygiene at all  
 times 

  Don’t allow the child back to school until after the relevant exclusion 
 period   

 

 

Other points to note 

 

Prevention can be achieved by: 

 Cooking all meat and meat products thoroughly. Take particular care at 
barbecues.   

 Thoroughly washing and peeling or cooking vegetables before eating. 

 People visiting farms are advised to wash their hands before eating and drinking, 
especially if they have touched the animals. Children should be advised not to 
put their fingers into their mouths.   

 Washing and drying hands thoroughly after handling raw meat. 

 Keeping raw meat away from other foods, particularly in the fridge.  Ensure raw 
food is never stored above cooked food in the fridge.   

 Washing utensils and chopping boards thoroughly with hot water and detergent, 
particularly after preparing raw meat.  

 Washing hands thoroughly, particularly after using the toilet, before preparing or 
eating food and after changing a baby’s nappy. 

 Be particularly careful when travelling abroad to countries where there is poor 
sanitation and drinking water sources may be contaminated.   
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Flu (influenza) 

What is it? 

 
It is caused by a virus and is more common in the winter months (November to March). 
It is a sudden onset with fever, cough, headache, and muscular pain. 
Usually self-limiting, unless there is secondary bacterial infection. 
Incubation period: 1 - 3 days. 
Period of communicability: maximum infectivity occurs prior to and at the onset of 
symptoms. 
 
 

How is it spread? 
  

Airborne spread from other human beings who carry the virus in their throat. 
 
 

Is exclusion from school necessary? 

 
Until recovered. 
 
 

Do's and Don'ts 
 

 Do encourage parents to seek advice from the GP. 

 Do educate children about unprotected coughing. 

 Do advise immunisation for children at risk, i.e. those with chronic 
respiratory disease including asthma, chronic heart disease, chronic 
kidney disease, diabetes or whose defences (immune systems) are 
weak due to chronic illness. 

X  Don't confuse flu with the common cold. 
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Glandular Fever (Infectious Mononucleosis) 

 

What is it? 

This is a common illness of older children and young adults caused by the Epstein-Barr 
virus (EBV). 

 

What does it look like? 

In young adults, the symptoms are fever, sore throat, swollen glands, especially at the 
back of the neck. In children the disease is generally mild and difficult to recognise. The 
incubation period is 4-6 weeks but the infectious period is not accurately known. 
Duration of the illness is from one to several weeks or months. 

 

How does it spread? 

Spread is through contact with saliva either directly during kissing, or indirectly on hands 
and toys.  

 

Is exclusion from school necessary? 

No. This is not a very infectious disease and the child should only be kept away from 
school if feeling unwell.   
 
 
Do’s and Don’ts 
 

 Do ensure that particular attention is paid to hand washing at all times 

  Do ensure that items soiled by oral secretions are disposed of or washed 
straight away 

X Don’t forget that the child could feel unwell for some months 
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Hand, Foot and Mouth Disease 

 

What is it? 

This is a common viral infection with an incubation period of 3-5days.  
 

What does it look like? 

In this illness, the sufferer has a fever with small blister-like lesions in the mouth and a 
red, raised rash on the hands and feet.  

 

How does it spread? 

It is spread by direct contact or aerosol spread with nasal and throat discharges from an 
infected person when they cough or sneeze, or with their faeces.  

   

Is exclusion from school necessary? 

No, unless the child is feeling unwell. Exclusion may be considered in some 
circumstances. Contact the HPT if a large number of children are affected. 

 
 

Do’s and Don’ts 
 

  Do ensure that any articles soiled by nose and throat discharges, or by 
faeces are disposed of or washed straight away 

 Do ensure that particular attention is paid to hand washing at all times 

X Don’t confuse with foot and mouth disease in animals 
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Head Lice   

 

Detection (Diagnosis)  

The problem of head lice is not just confined to schools but to the wider community. 
Head lice are small insects that live and lay their eggs close to the root of the hair, 
sometimes causing the scalp to feel itchy. 
The only method of diagnosing head lice is detection of a live, moving louse through wet 
combing of the hair with a fine toothed comb. If one family/household member is found 
to have current infection, detection by wet combing of all members and/or close contacts 
should also be undertaken. 

 

 

Treatment  

Chemical Treatment 

Insecticidal preparations for the treatment of head lice infection should only be used if a 
living, moving louse has been found on the scalp. If one family/household member has 
current infection, detection by wet combing of all members and/or close contacts should 
be undertaken.  Only those contacts found to be infected should be treated.  
 
Insecticidal preparations (in lotion form) should not be used for more than one 
complete treatment of two applications, seven days apart. 
 
If used on this basis (and mindful of the usual contraindications) chemical treatment is 
the preferred method of management of head lice infection. 
Some manufacturer’s instructions may not make this clear; therefore it may be advisable 
to consult the school nurse if you have any queries regarding the use of treatment.  
 
 
 

Comments on other treatments 

Wet combing 

The efficacy of wet combing as a means of treatment/provision has yet to be proved or 
disproved in a scientific manner.  There are however, anecdotal reports of its success as 
a treatment.  We acknowledge that those people who do not want to use chemical 
treatment may want to try this as a ‘treatment’ method.  At this time, the Health 
Protection Team does not recommend this as a treatment method.  

Repellents and electronic combs 

There is no scientific evidence to support the use of these, and the Health Protection 
Team does not advocate their purchase and/or use at this time.  

 

 

Exclusion 

None. Treatment is only recommended in cases where live lice have definitely been 
seen 
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Hepatitis A 

 

What is it? 

Hepatitis A virus (HAV) affects the liver and is often linked to travel abroad, poor 
personal hygiene and insanitary conditions. It is also known as viral hepatitis and 
infectious hepatitis. Life long immunity occurs after hepatitis A infection.  

 

What are the symptoms? 

Symptoms include abdominal discomfort, loss of appetite, nausea, fever and tiredness, 
followed by yellowing of the skin and eyes (jaundice), dark urine and pale faeces. 
Symptoms are usually much milder or unapparent in younger children. The illness in 
children usually lasts 1-2 weeks.  It can be longer and more unpleasant in adults.   

 

How does it spread? 

Hepatitis A is spread person to person through the faecal-oral route, most commonly 
when food and hands are contaminated with the virus. As some children may not have 
symptoms at all, they may readily spread the infection to others unless good personal 
hygiene measures are always taken.  
 
 

Is exclusion from school necessary? 

Exclusion is justified for seven days from the onset of jaundice or pale faeces for the 
under fives or where hygiene is poor. 
There is no need to exclude well, older children with good hygiene who will have been 
much more infectious prior to diagnosis.   
 
 
Do’s and Don’ts 
 

 Do encourage staff to use good hygiene practices at all times (not just in 
suspect cases of hepatitis A) 

 Do take care to wash hands before handling food and after going to the 
toilet.  Maintain cleanliness of kitchen and toilet surfaces 

 
 Do handle blood/body substances with universal precautions as is usual, 

due to the unknown risk 

  Do advise household contacts to contact GP as immunisation may be 
indicated 

     Always consult with HPT 

X Don’t confuse hepatitis A with hepatitis B or C 
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Hepatitis B 

 

What is it? 

Hepatitis B is a blood borne viral infection (HBV). 

 

What are the symptoms? 

People infected with the hepatitis B virus may become unwell with jaundice 
(yellowing of the skin and whites of the eyes), fever, abdominal pain, vomiting and 
joint pain, or more commonly, may show no signs of the infection. They may remain 
infectious for years and are then known as carriers.  Often they are not aware that 
they are infectious.  Some of those infected, develop serious liver disease. The virus 
is much more infectious than HIV. 

 

How does it spread? 

The infection is spread through sexual contact with an infected person, sharing an 
infected needle, or by blood from an infected person entering the bloodstream 
through broken skin or the mucous membranes (mouth, eyes, genital area). The 
latter may occur through a bite which breaks the skin or if the skin is pierced by an 
object which has been in contact with someone else’s body fluids.  

In such circumstances the wound should be washed with copious amounts of soap 
and water. The injured person should consult their GP without delay. Hepatitis B is 
not normally spread by other body fluids (e.g. urine) unless blood stained. Spread 
can also occur from an infected mother to her baby at birth. 

 

Is exclusion from school necessary? 

Carriers without symptoms should not be kept away from school, but those with acute 
symptoms may be excluded until recovered. Hepatitis B cannot be spread through 
casual contact.  
 

Other points to note 

Application of the principles of ‘Good Practice’ (Page 7)and following the guidance in 
‘Cleaning Body Fluid Spills’ (Page 11) is essential at all times to ensure that spread 
does not occur in educational settings.  

Please also see notes on ‘Confidentiality’ (Page 8) 
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Hepatitis C 

 

What is it? 

Hepatitis C virus (HCV) is a blood borne virus affecting the liver. 

 

What are the symptoms? 

The symptoms of the onset of Hepatitis C infection can often be vague with loss of 
appetite, fatigue, nausea and abdominal pain, or unapparent, with jaundice occurring 
less commonly than in hepatitis B infection. Up to 80% of those infected may be carriers 
of the virus and can pass it on to others. 
 

How does it spread? 

HCV is present in blood and other body fluids and tissues and is spread in the same way 
as hepatitis B virus. Hepatitis C, like Hepatitis B, cannot be spread through casual 
contact 

 

Is exclusion from school necessary? 

No unless unwell. 

 

Other points to note 

Application of the principles of ‘Good Practice’ (Page 7) and following the guidance in 
‘Cleaning Body Fluid Spills’ (Page 11) is essential at all times to ensure that spread 
does not occur in educational settings.  

Please also see notes on ‘Confidentiality’ (Page8) 
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HIV/AIDS 

 

What is it? 

The Acquired Immunodeficiency Syndrome (AIDS) is caused by infection with the 
Human Immunodeficiency Virus (HIV).  It is spread in the same way as Hepatitis B and 
C, but is less infectious. 
 

What are the symptoms? 

There is an initial self-limiting influenza-like illness. After a period of several years, 
patients may develop a long-lasting generalised enlargement of the lymph glands. Non-
specific illnesses such as fever and night sweats are associated with progressive 
immune deficiency. The development of AIDS is characterised by the appearance of 
opportunistic infections and tumours. The incubation period is 2-6 weeks. Diagnosis is 
made by testing for antibodies in blood. These are present about three months after 
infection. Antibodies indicate infection with the virus. Patients are infectious from about 
two to four weeks after the initial infection and remain so throughout life. 

Babies born to infected mothers may have antibodies for up to 18 months. A positive 
antibody test in a baby before that age therefore does not necessarily mean infection. 
 

How does it spread? 

Most infections are transmitted sexually, through contact with infected bodily fluids or by 
the use of contaminated needles and syringes, tattoo, ear-piercing equipment 
contaminated with infected blood. 

Between 10-20% of babies born to infected mothers are themselves infected before 
birth, at the time of birth or later as a result of breast-feeding, therefore breast-feeding is 
not recommended for HIV positive mothers 

HIV is not spread by ordinary social contact and will not spread in families, schools or 
day nurseries.   

 

Is exclusion necessary from school? 

No. Children with HIV infection who are healthy can attend school and other childcare 
settings. HIV is not infectious through casual contact. Good hygiene will minimise any 
possible danger of spread of HIV. 

 

Other points to note 

Application of the principles of ‘Good Practice’ (Page 7) and following the guidance in 
‘Cleaning Body Fluid Spills’ (Page 11) is essential at all times to ensure that spread does 
not occur in educational settings.  

Please also see notes on ‘Confidentiality’ (Page 8). 
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Do’s and Don’ts for Hepatitis B and C, and HIV/AIDS 
 

 Do encourage staff and children to practice standard contact precautions 
at all times when handling blood or body fluid spills 

 Do cover cuts or lesions with a waterproof plaster  
 
 Do ensure that spills of body fluids are cleaned up with disposable paper 

towels the appropriate cleaning solution 

  Do dispose of soiled matter in the leak proof bags as appropriate 

 

X Don’t pick up discarded needles and syringes and sharps boxes without              
     Precautions 

 

 Do complete the accident book and seek medical advice from your GP or  

     Accident and Emergency Department in the event of sharps injury with       
     potential exposure to blood or body fluids       
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Impetigo 

 

What is it? 

Impetigo is an infectious bacterial disease affecting the skin and occurs mainly in 
children. It is most commonly caused by a streptococcal infection. 

 

What does it look like? 

Starts with vesicles (blister-like lesions) which then dry up and form yellow-brown scabs. 
  

How is it spread? 

Spread is by direct contact with discharges from the scabs of an infected person. The 
bacteria invade skin through minor abrasions and then spread to other sites by 
scratching. Infection is spread mainly on hands, but indirect spread via toys, clothing, 
equipment and the environment may occur.  
The incubation period is 4-10 days and a person will remain infectious to others as long 
as the infection persists.  
Parents are advised to seek advice from their GP as antibiotic treatment may be 
required. 
 

Is exclusion from school necessary? 

Child should be excluded from school until the lesions are crusted and healed or 48 
hours after commencing antibiotic treatment.  
 
 

Do’s and Don’ts 
 

 Do keep the child off school until lesions are healing, if unable to cover 

  reliably 

  Do encourage cleanliness and good hand hygiene in the family and at 
school 

  Do ensure thorough cleaning of toys and play equipment 

X Don’t share washing and eating utensilsX Don’t pick scabs 
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Measles 

 

What is it? 

Measles is an acute, highly communicable virus infection. The mumps, measles-rubella 
(MMR) immunisation campaign conducted in 1994, in the UK, resulted in a dramatic 
reduction in cases of measles, however since the Wakefield Report (1998) there was a 
decline in the number of children being vaccinated against measles, mumps and rubella 
and this decline has now resulted in an increased number of children infected with 
measles. It is important that babies receive two doses of MMR. The main purpose of the 
second dose is to protect children who failed to respond to the first dose. 

 

What does it look like? 

The illness begins with fever, tiredness, cough, runny nose, inflamed eyes and small 
white spots in the mouth. The symptoms usually worsen over the next three days. 
Between the third and seventh day, a rash appears and in 24-48 hours spreads over the 
entire body. The illness lasts about ten days and the cough may be the last symptom to 
disappear.  A child with measles usually feels quite ill and in some circumstances 
complications such as pneumonia and encephalitis, can develop. The incubation period 
is 7-18 days (usually 10 days) and the infectious period is 4 days before the appearance 
of the rash to four days after the rash appears.   

 

How does it spread? 

The virus is transmitted through airborne droplet spread, and direct contact with nasal or 
throat secretions.  

 

Is exclusion from necessary? 

Yes. The child can return to school four days after the onset of the rash when well 
enough.   

 

Other points to note 

It is important to advise parents to have their children immunised against measles. 
Children being treated for cancer or with a condition which impairs their immune 
response and pregnant staff may be particularly susceptible to measles infection.  If a 
vulnerable child or pregnant member of staff is exposed to measles, the 
parent/carer/staff member should be advised to seek medical advice as soon as 
possible. These individuals may require immunoglobulin. 

 

Do’s and Don’ts 
 

 Do encourage staff and children to practice good hygiene at all times 

 Do advise the parents to take a sick child to the GP 

 Do inform the HPT if there is more than one case in a short period of time 
(approximately 2-3 weeks) 

 Do encourage parents to have their children immunised against measles 
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Meningococcal Infection (Meningitis and Septicaemia) 

 

What is it? 

Meningococcal disease is caused by infection with bacteria known as Neisseria 
meningitidis. There are several groups; group B is the most common, followed by group 
C. Groups A and Y are rare in the UK and cases of group W135 were linked to Hajj 
pilgrimages during 2000 and 2001.  

Meningococcal disease affects all age groups but the highest rates are seen in infancy 
(preschool children). Rates decline with age during childhood but a second peak is 
observed at 15-17 years. Cases occur throughout the year, but the incidence is highest 
in winter. 
Neisseria meningitidis is the commonest cause of bacterial meningitis in the UK. Cases 
due to Haemophilus influenzae type b (Hib) and Group C meningitis have been reduced 
since the introduction of vaccination (see immunisation schedule – page 3).  Other 
causes of meningitis include Streptococcus pneumoniae, other bacteria and viruses. 
 
 

What does it look like? 

The three presentations of meningococcal disease are: 

 Meningitis, when the disease causes inflammation of the meninges - the linings 
surrounding the brain 

 Septicaemia, is blood poisoning caused by bacteria entering the bloodstream 
and multiplying uncontrollably 

 A combination of the two, which is the most common presentation. 

Symptoms include headache, fever, loss of appetite, vomiting, stiff neck, fitting, dislike of 
bright lights and frequently, a non-blanching rash.  Older children may experience 
irritability, confusion, drowsiness, stupor and coma.  Younger children and infants may 
have a high pitched cry, bulging of the fontanelle (soft spot on the top of the head) and 
convulsions. As an individual’s condition can rapidly deteriorate, it is important that 
urgent medical assistance is sought when meningococcal meningitis or septicaemia is 
suspected. 
 
 

How does it spread? 

The bacteria live naturally in the back of the nose and throat of about 25% of the 
population in institutional settings and 10% in the general population. These individuals 
are known as carriers and rarely develop the infection. The bacteria are spread between 
people by coughing, kissing and sneezing during prolonged close contact. The infection 
is most commonly acquired from healthy carriers rather than from cases. The incubation 
period is 2-7 days.   
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Response to a case 

 

If the GP suspects meningococcal infection, the child should be given an immediate 
antibiotic injection and sent urgently to hospital. 
It may be possible to confirm the diagnosis by laboratory tests but not for several days 
so often the patient will be treated on clinical grounds alone as if they had 
meningococcal infection. 
Meningococcal infection responds to antibiotic treatment.  Unfortunately, the spread of 
the disease means that sometimes the infection is too advanced to respond to treatment 
even when the child is admitted to hospital promptly.  In severe cases intensive care 
may be required.  Most children will recover fully but a few may have long term effects.  
About 10% of patients with the infection will die. 
 
The HPT should be informed by the hospital of all suspected cases of meningococcal 
infection. 
All close household contacts are offered antibiotics to eradicate carriage and prevent 
further spread.  School contacts and social contacts do not usually need antibiotics. 
Antibiotics do not prevent infection, but can clear carriage of organisims that can 
protect against meningococcal infection particularly in young children. 
 
When informed that a school age child has meningococcal infection, the HPU will 
contact the school and usually advise that an information letter be sent to all parents. 
The HPT will draft this letter and fax it to the school with an information sheet. This 
should be sent out to parents as soon as is practicable. This letter although it may worry 
some parents, will include reassurance about the low risk to other pupils and information 
on the disease. We have found from experience that there is less disruption if the letter 
is sent rather than parents learning about what has happened in a less controlled way. 
The school health advisor should be informed.  
 
If parents need more information they are asked to contact one of the meningitis 
charities which operate 24 hour help lines (0808 80 10 388) or Contact us | Meningitis 
Trust. They can also call the NHS Non-Emergency Urgent Care on 111.   
 
On the rare occasion when a school age child dies from meningococcal infection, then 
the HPT may suggest an open meeting for parents at the school. This is not because the 
advice to the school or parents is any different but rather because levels of worry are 
much greater, and more reassurance is needed. 
Rarely, two cases of meningococcal disease occur in the same school. If these appear 
to be related and are within 4 weeks of each other, the HPT may advise further public 
health action.  

A letter to parents is not needed if the brother or sister of a pupil who has meningococcal 
infection does not themselves attend the same school. 

 

 

 

 

 

 

 

http://www.meningitis-trust.org/footer/contact-us/
http://www.meningitis-trust.org/footer/contact-us/
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Is exclusion from school necessary? 

Children who have had meningococcal infection can return to school as soon as they 
are well. 

Children who are close contacts of a case can continue to attend school. 
Siblings of a case do not need to be excluded from school.  
 

 

 

Do’s and Don’ts 
 

  Do inform HPT and school health advisor of a case of meningococcal 
disease in your school 

 Do respect confidentiality of the patient 

 Do inform the HPT if two cases of meningococcal disease occur in 
 the school within 4 weeks  

     
 
 

Other points to note 

Please do not give or issue advice about meningitis without first discussing the problem 
with the Health Protection Team on 020 7811 7100 
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Methicillin Resistant Staphylococcus Aureus (MRSA) 
 
What is it? 

 
MRSA stands for methicillin or meticillin (M) resistant (R) Staphylococcus (S) aureus (A). 
MRSA are varieties of Staphylococcus aureus that have developed resistance to 
methicillin (a type of penicillin) and some other antibiotics that are used to treat 
infections. 
Staphylococcus aureus is a common germ that is found on the skin and in the nostrils of 
around 25-30% of people. Most people do not even realise they are carrying the germ, 
they are described as being colonised with MRSA. Some people carry MRSA for a 
few hours or days, while others carry it for weeks or months. People are unaware that 
they carry MRSA because it does not harm them and they have no symptoms, or only 
experience minor problems such as skin infections or boils.  
 
 

How do people get MRSA? 

 
MRSA is usually spread by touch. If a person gets MRSA on their hands, they can pass 
it to people and things that they touch. It may then be picked up and passed on to 
others. MRSA and other germs cause problems in hospitals. This is because people 
who are ill are more vulnerable to infections. Complicated medical treatments including 
operations and intravenous lines (drips) provide opportunities for germs to enter the 
body. 
 

 

How can you tell if someone has MRSA? 

 
People who carry MRSA do not look or feel different from anyone else and they do not 
have any symptoms. People who have an infection caused by MRSA may have signs 
and symptoms of infection. They develop a high temperature, or a fever, or their wound 
becomes red and sore and discharges pus. Many other germs can cause these signs 
and symptoms. Laboratory tests are carried out to find out which germs are causing 
infection. 
 
 

How is MRSA treated? 

 
People who get MRSA can be treated. If a person carries MRSA, a nurse may take 
swabs to check which parts of the body have MRSA. Treatment with antiseptic 
shampoo, powder and cream can help to reduce or remove MRSA from hair, skin and 
nostrils. A person who has an MRSA infection is usually treated with an antibiotic given 
through an intravenous line (drip). 
 
 

Can MRSA harm staff, family or friends? 

 
MRSA does not usually harm healthy people, including elderly people, pregnant women, 
children and babies. MRSA can affect people who have certain long-term health 
problems, particularly people who have chronic skin conditions or open wounds. 
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How can MRSA be prevented? 

 
Good hygiene is all that is required to prevent the spread of MRSA and 
indeed many other infections. Thorough hand washing and drying or use of alcohol hand 
gel between caring for people, and whenever necessary, has shown to be the single 
most important measure in reducing cross-infection. 
 
 

Is exclusion from school necessary? 

 
No. Unless the person has an MRSA infection and requires hospital admission for 
treatment. 
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Molluscum Contagiosum 

 

What is it? 

Molluscum contagiosum is a viral infection of the skin. 

 

What does it look like? 

There are smooth-surfaced flesh-coloured, white or yellow spots 2-5 millimetres in 
diameter on the skin.  In adults the spots mostly occur on the lower half of the body 
around the genitalia and on the inner thighs. In children they may appear on the face 
and body. The number of spots varies from person to person; they may enlarge and join 
together. Sometimes the spots are itchy.  

 

How does it spread? 

Molluscum contagiosum spreads from an infected person by direct skin to skin contact.  
The time between exposure and the appearance of spots varies. It may be several 
months. Scratching will encourage spread.  
 

Is exclusion from school necessary? 

No. There is no need to stay away from work or school.  A person with Molluscum 
contagiosum can take part in all normal activities at school including swimming.  
 
 
Do’s and Don’ts 
 

 Do encourage parents to take child to GP 

 Do avoid direct skin to skin contact with infected areas 

   X Don’t scratch spots 
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Mumps 

 

What is it? 

Mumps is a viral infection. It was formerly a disease of children between the ages of 5-
10 years.  However, as with measles and rubella, following good levels of immunisation 
in young children there has been a shift so that older age groups are affected. As with 
measles, following the Wakefield Report (1998) there has been an increase in the 
number of mumps cases due to the decline in the measles, mumps and rubella 
vaccination. 

 

What does it look like? 

The first symptoms of mumps are usually a raised temperature and general malaise.  
Following this there is stiffness or pain in the jaws or neck. Then the glands in the 
cheeks and under the jaw swell up and cause pain. The swelling can be one sided or 
affect both sides. Mumps is usually fairly mild in young children, but can cause swelling 
of the testicles and rarely, infertility in males over the age of puberty. 

 

How does it spread? 

The mumps virus is highly infectious and can be spread by droplets from the nose and 
throat and by saliva. 

 

Is exclusion from school necessary? 

Yes. Infected children can return to school five days after the onset of swelling, if well. 

 

Other points to note 

MMR (measles, mumps and rubella) immunisation has proved highly effective in the 
controlling of mumps in the community.   

Parents/carers should be encouraged to ensure children are immunised.  

 

Do’s and Don’ts 

 

 Do encourage staff and children to practice good hygiene at all times 

 Do send the child home if unwell 

 Do advise the parents to see their GP 

  Do encourage parents to have their children immunised against mumps
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Panton Valentine Leukocidin (PVL) Staphylococcus aureus 

 
 

What is it? 

 

Staphylococcus aureus is a common bacterium (“germ”), which is carried harmlessly by 
one third of the population on their skin or nose. Sometimes these germs can cause 
infections such as boils and other skin infections. 

 
Some strains are more likely to cause infections than others i.e. they are more virulent.  
PVL or Panton-Valentine Leukocidin is a toxin that destroys white blood cells and is 
produced by a small percentage of Staphylococcus aureus bacteria. PVL can be 
detected in both antibiotic resistant and sensitive strains. 
 
The strains that secrete this toxin are more likely to cause infections, particularly of the 
skin.  

        
 

Is it the same as MRSA?   

 
MRSA stands for Meticillin Resistant Staphylococcus aureus. 
 
MRSA rarely presents a danger to the public. It is no more dangerous or virulent than 
Staphylococcus aureus and the infections it causes are no more severe but can be more 
difficult to treat. Therefore it can sometimes cause serious illness in hospital patients 
who are undergoing surgery or have a severe underlying condition. 
 
PVL toxin can be secreted by both resistant and sensitive strains of Staphylococcus 
aureus bacteria 
 
   

Is it harmful?  

 
Most of the time Staphylococcus aureus lives harmlessly on the skin.  However, PVL 
Staphylococcus aureus can cause serious skin infections or rarely invasive infections 
such as pneumonia which can be life-threatening. These infections can occasionally be 
seen in previously healthy individuals in the community. However, those part-taking in 
close contact sports and those in military or in residential homes are more at risk of skin 
infections.  
 
These infections are currently rare. Anyone who has recurrent skin infections such as 
boils, or flu-like symptoms (headache, fever, chills, joint pains) and is coughing up blood 
should seek prompt medical advice.  Recurrent skin infections should be swabbed and 
tested for PVL-MRSA. 
 
Sometimes the boils might need to be surgically drained in addition to antibiotics 
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What if I am carrying this germ? 

 
If tests show that you have an infection caused by this bacteria, in addition to antibiotics 
you will be offered a five-day skin treatment to try and get rid of it from your nose and 
skin. This reduces the chances of you getting repeated infections and from passing it on 
to others. This treatment is best done soon after the skin has healed and is separate 
from any antibiotics that you may be given.   
 
 

Are my family and friends at risk? 

 
As with any strain of Staphylococcus aureus it is possible to pass it to the people with 
whom we have prolonged close contact, usually to household members.  For many 
people this just means that the bacteria will live on their skin or in their nose i.e. they will 
‘carry’ it.   
 
You can help reduce the spread of the bacteria to others by: 

 regularly washing your hands with liquid soap 

 encouraging others in your household to regularly wash their hands 

 using separate towels  

 frequently changing bed linen 

 washing towels and linen on the hottest wash that the material will tolerate 

 Maintaining your home in a clean and dust-free condition  
o dust with a damp disposable cloth 
o frequently vacuum clean carpets 
o steam clean furnishing If possible 

 closely following the instructions for the five day “decolonisation” treatment 
as prescribed by your GP. 

 
If you are worried that a family member has an infection, discuss this with your doctor.  
All the family is likely to need decolonisation treatment at the same time to try to break 
the cycle of re-infection. 
 
 

Can I go to work or school? 

 

You should not work in a nursery, care home or other healthcare facility or in food 
industry if you have an active infection, such as a boil, which you cannot reliably 
cover. You should also not attend gyms, go swimming or take part in contact sports 
until your skin has healed. Children can go to school if they are old enough to 
understand the importance of hand hygiene and able to keep the sores covered 
throughout the day.  If in doubt, please contact the Health Protection Team. 

 

Could the bacteria return?  

 
Yes. PVL associated Staphylococcus aureus is a strain of the normal bacteria that lives 
on our bodies and can sometimes be difficult to get rid of.  Decolonisation treatment may 
not totally eradicate carriage of S aureus and sometimes it can cause repeated 
problems. 
 
If the skin infections re-appear you need to consult your GP for further advice.  
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Polio 
 

What is it? 

Poliomyelitis is a viral infection with three different types: 1, 2 and 3. The virus has an 
affinity for nervous tissue. 

 

What does it look like? 

Symptoms include fever, headache, nausea and malaise which may be followed by 
weakness of arm, leg and respiratory muscles and in severe cases paralysis. The 
incubation period is 7-12 days.  Poliomyelitis is infectious for about 10 days before the 
appearance of symptoms and for some weeks after as long as the virus is present in the 
throat and faeces. 

 

How does it spread? 

Spread is person to person by the faecal-oral route.  

Polio is preventable through polio immunisation and has been eradicated in 
the UK. 

 

Is exclusion necessary? 

A child with polio can return to school once they have recovered, provided all other 
pupils have been immunised, although this may be difficult to monitor. 
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Ringworm  

 

What is it? 

Ringworm, also known as tinea, is a fungal infection of the skin, hair or nails.  They are 
caused by various types of fungus and are named after the parts of the body that are 
affected, namely face, groin, foot, hand, scalp, beard area and nail.  Scalp ringworm in 
children is becoming more common in the UK, particularly in urban areas.  Until recently 
this was usually spread from infected animals but now spread between humans within 
families and in schools is more common. 

 

What does it look like? 

Ringworm of the scalp Infection with animal ringworm starts as a small red spot 
which spreads leaving a scaly bald patch.  The hair becomes 
brittle and breaks easily.  The picture with human scalp 
ringworm varies from lightly flaky areas, often 
indistinguishable from dandruff, to small patches of hair loss 
on the scalp.  There may be affected areas on the face, neck 
and trunk.  See Public Information at Appendix 5. 

Ringworm of the body Infected areas are found on the trunk or legs and have a 
prominent red margin with a central scaly area. 

Athlete’s foot Affects the feet, particularly the toes, in between the toes and 
soles. 

Nail ringworm Infection of the nails often with infection of the adjacent skin.  
There is thickening and discolouration of the nail. 

 

 

How is it spread? 

Spread is by direct skin to skin contact with an infected person or animal and with 
athlete’s foot, by indirect contact with contaminated surfaces 
 

 

Is exclusion necessary? 

Exclusion is not normally required. Once treatment has started for infections of 
the skin and scalp children can return to school. Scalp ringworm needs to be 
treated with oral anti-fungal agents. An anti-fungal cream is used to treat 
ringworm of the skin and feet.   
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Do’s and Don’ts 

 

 Do wash and dry feet well in cases of athlete’s foot 

 Do keep towels separate in all cases 

 Do ensure the child with ringworm of the feet is wearing socks and 
trainers.  No exclusion is needed provided the child has been treated 
and/or his/her feet are covered for PE 

X    Do not share hats and combs 
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Rotavirus 

 

What is it? 

Rotavirus infection is the most common cause of gastroenteritis (inflammation of the 
intestines) in children under five years of age worldwide. 

 

How common is rotavirus infection in children? 

 
Rotavirus is a highly infectious virus. In England and Wales it causes around 130,000 
diarrhoea cases resulting in a GP visit a year in under five year olds and leads to 
hospital stays for around 13,000 children. 
 

What are the symptoms of rotavirus? 

Rotavirus can cause severe diarrhoea, stomach cramps, vomiting, dehydration and mild 
fever. These symptoms usually last from three to eight days. 

 

How is rotavirus spread? 

Rotavirus is highly contagious and is mainly transmitted by the faecal-oral route, 
although respiratory transmission may also occur. 

 

What is the most effective way of preventing rotavirus? 

Apart from vaccination (due July 2013), good hygiene is the most important way of 
preventing the spread of rotavirus. 

 

Is exclusion from school necessary? 

Yes until 48 hours after the symptoms have subsided. 

 

 
Do’s and Don’ts 

 

 Do encourage staff and children to practice good hygiene at all times 

 Do send the child home if unwell  

 Do advise the parents to see their GP 

    Do handle blood/body substances with universal precautions as is usual,   
               due to the unknown risk 
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Rubella (German Measles) 

 

What is it? 

Rubella is a viral infection. The main significance of rubella lies in the risk of congenital 
rubella syndrome (CRS). When a pregnant woman, who is not immune gets rubella 
infection, the virus crosses the placenta to the foetus and can cause damage including 
deafness, cataracts and brain damage. 
In the UK, the introduction of the MMR vaccine for both sexes had resulted in the 
infection being virtually eliminated, although due to the decline in the uptake of the 
measles, mumps and rubella vaccine has resulted in some cases within the UK. 

 

What does it look like? 

The symptoms of rubella are mild.  Usually the rash is the first indication, although there 
may be mild catarrh, headache or vomiting at the start. The rash takes the form of small 
pink spots all over the body. There may be a slight fever and some tenderness in the 
neck, armpits or groin and there may be joint pains. The rash lasts for only one or two 
days, and the spots remain distinct, unlike measles.  

 

How does it spread? 

Spread is by the respiratory route. 

 

Is exclusion necessary? 

Yes.  The child should be excluded from school for six days from the appearance of the 
rash. 

 

Other points to note 

Female staff who are not immune are exposed to this infection in early pregnancy, her 
baby may be affected. Routine rubella testing is carried out during antenatal care. If a 
member of staff who is pregnant and has had contact with a pupil who has rubella she 
should inform her GP or antenatal carer immediately to ensure investigation. All female 
staff under the age of 25 years should be able to show evidence of 2 doses of MMR 
vaccine. Immunity can be determined via a blood test if unsure of status.  
 
 

Do’s and Don’ts 
 

 Do encourage staff and children to practice good hygiene at all times 

 Do advise the parents to see their GP 

  Do inform other parents so that individuals who could be pregnant, and 
who may have been in contact with a case, can seek medical advise. 

 Do advise staff members who are pregnant to seek medical advice 

  Do encourage parents to have their children immunised against rubella 
(MMR vaccine) 
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Scabies 

 

What is it? 

Scabies is a skin problem caused by tiny mites called Sarcoptes scabei that burrow in 
the skin. The pregnant female scabei burrows into the top layer of the skin and lays 
about 2-3 eggs per day before dying after four to five weeks. The burrows may be 
several centimetres long but they are very close to the surface of the skin. The eggs 
hatch after 3-4 days into larvae which move to hair follicles where they develop into 
adults.  

 

What does it look like? 

Scabies can affect all social classes without regard to age, sex or personal hygiene. 
There may be no sign of a problem for 2-4 weeks after infection but then an allergy 
develops to the mites and an itchy rash can appear anywhere on the body. If the person 
has had scabies before, the rash may appear within a few days. 
The appearance of the rash is quite variable but tiny pimples and nodules are 
characteristic. Secondary infection can occur if the rash has been scratched. The 
scabies mites are attracted to folded skin such as the webs of the fingers, but other 
areas can be affected.  Burrows may be seen on the wrists, palms elbows, genitalia and 
buttocks. 

Occasionally if there is impaired immunity or altered skin sensation, large numbers of 
mites occur and the skin thickens and becomes very scaly.   

 

How does it spread? 

The human body is the only source of the infection and the spread is from person to 
person by skin contact. The infectious mite only survives a short time away from the 
human body, so spread by bedding and clothing is very uncommon. Scabies mainly 
spreads in families where there is close contact. It may also spread in residential and 
nursing homes. Scabies is infectious until treated. 

 

Is exclusion necessary? 

Yes.  The infected child/staff member should be excluded until after the first treatment 
has been carried out. The child can return after the first treatment has been completed. 
It is important that the second treatment is not missed and this should be carried out 1 
week after the first treatment. All household contacts and any other very close contacts 
should have one treatment at the same time as the second treatment of the case. 
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Do’s and Don’ts 
 

 Do advise a visit to the GP 

  Do be aware that the itch associated with scabies can persist for some 
weeks after the successful eradication of the infection and it is due to an 
allergic reaction, not infection 

  Do ensure that family contacts have been treated
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Scarlet Fever (and Streptococcal tonsillitis) 

 

What is it? 

A wide variety of bacteria and viruses can cause tonsillitis and other throat infections.  
Most are caused by viruses but streptococci bacteria account for 25-30% of cases. 
Certain strains of Streptococcus bacteria produce a toxin which causes scarlet fever in 
susceptible people. 
 

What does it look like? 

There is acute inflammation extending over the pharynx or tonsils. The tonsils may be 
deep red in colour and partially covered with a thick yellowish exudate. The illness varies 
in severity. In severe cases there may be high fever, difficulty in swallowing and tender 
enlarged lymph nodes. 
A rash develops on the first day of fever, it is red, generalised, pinhead in size and gives 
the skin a sandpaper-like texture, the area around the mouth is often spared and the 
tongue has a strawberry-like appearance. The fever lasts 24-48 hours. Scarlet fever is 
now usually a mild illness but is rarely complicated by ear infections, rheumatic fever 
which affects the heart, and kidney problems. 
 

How does it spread? 

Spread is by the respiratory route through inhaling or ingesting respiratory droplets or by 
direct contact with nose and throat discharges especially during sneezing and coughing. 

 

Is exclusion necessary? 

Yes.  Children can return to school 24 hours after commencing appropriate antibiotic 
treatment.  
 
 
Do’s and Don’ts 
 

 Do ensure that particular attention is paid to hand washing at all times 

 Do send the child home from school if unwell 

 Do advise parents to take the child to their GP 
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Sexually Transmitted Infections 

 

What are they? 

Sexually transmitted infections (STIs) are defined by their route of transmission. They 
are transmitted by direct sexual contact. The main STIs in the UK are: bacterial 
vaginosis, genital candidiasis, genital herpes, genital warts, gonorrhoea, genital 
chlamydia, syphilis and trichomoniasis. 

 

What are the symptoms? 

The symptoms of STIs vary but may include discharge, genital ulceration and pain. 

 

How do they spread? 

STIs are spread by direct, usually sexual, contact with infectious discharges or lesions.  
Syphilis may also be spread from mother to unborn child across the placenta and via 
blood transfusions. 

 

Other points to note 

Any person who suspects they may have a sexually transmitted infection should be 
advised to seek confidential advice from the school nurse/local sexual health clinic or 
GP.   

Child Protection issues may also be raised by infections of this type and potential 
issues/concerns should be discussed with the Child Protection Advisor without delay.  
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Threadworms 

 

What is it? 

Threadworm (pinworm) infection is an intestinal infection with Enterobius vermicularis, a 
nematode worm.  It is very common in temperate regions particularly among children. 
Adult worms live in the small intestine.  Mature female worms migrate through the anus 
and lay thousands of eggs on the perianal skin causing at itching, particularly at night. 
Infective embryos develop within 5-6 hours and these are transferred to the mouth on 
fingers as a result of scratching.  Larvae emerge from the eggs in the small intestine and 
develop into sexually mature worms. 

Re-infection is common and infectious eggs are also spread to others directly on fingers 
or indirectly on bedding, clothing and environmental dust.  Adult worms do not live for 
longer than six weeks.  Direct multiplication of worms does not take place and eggs 
must be swallowed for new worms to develop although retro-infection may occur as a 
result of hatched larvae migrating back through the anus from the perianal region. 

 

What does it look like? 

Some infections give no symptoms, but there may be perianal itching and sleep 
disturbance. 

 

How does it spread? 

The infective larvae are transferred to the fingers then to the mouth of another person 
directly or indirectly.  Infectiousness lasts until the worms are treated.  

 

Is exclusion necessary? 

No.   
 

Other points to note 

Prevention is by prompt recognition and treatment of cases and their household 
contacts, health education and attention to personal and environmental hygiene, 
particularly hand-washing.   
 
 

Do’s and Don’ts 
 

 Do encourage high standards of basic hygiene 

 Do recommend a consultation with the GP or pharmacist 

 Do be aware that transmission is uncommon in schools 

X Don’t forget that threadworm infection can lead to lack of sleep, 

               irritability and loss of concentration     
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Tuberculosis 

 

What is it? 

Tuberculosis, also known as TB, is an infection caused by the bacterium called 
Mycobacterium tuberculosis. It can affect any part of the body but particularly the lungs.  
It can affect people of all ages, classes and ethnic background.  
 

What does it look like? 

In Pulmonary tuberculosis early infection may pass unnoticed, later there will be cough 
(for more than 3 weeks that does not get better with usual antibiotics), loss of appetite, 
loss of weight, fever, sweating particularly at night, breathlessness and pains in the 
chest. Tuberculosis in a part of the body other than the lungs may produce a lump or 
swelling which can be painful. 
TB is diagnosed by clinical examination, chest x-ray and by examining a sample of 
sputum under the microscope and other laboratory investigations.  A skin test called a 
Mantoux test will show whether or not there has ever been tuberculosis infection in the 
past. 
 

How does it spread? 

TB is spread by people who develop TB of the lung (Pulmonary tuberculosis) if 
tuberculosis germs are present in their sputum (phlegm) and are inhaled into the lungs 
by someone else if there is prolonged close contact and especially if there is coughing.  
Infectivity depends on TB organisms being seen in sputum samples examined under a 
microscope. Individuals who are smear positive (i.e. bacteria is seen in their sputum) are 
infectious. Young children are less likely to be infectious to others. Transmission of TB in 
schools is uncommon in the UK and normally spread by close contact in families rather 
than in schools. 

When inhaled, the bacteria may be destroyed by the immune system and cause no 
further problems.  Otherwise an illness may develop after a few weeks or months.  
Sometimes the bacteria remain dormant in the body but reactivate several years later, 
particularly if the immune system is weakened by some other illness or in old age.  The 
incubation period is 4-12 weeks. Adults are infectious if they have active pulmonary 
(lungs) TB.  Individuals with TB in the body outside of the lungs, known as extra-
pulmonary TB, are not infectious. 

 

Is exclusion necessary? 

Yes. Pupils and staff with infectious TB can return to school after two weeks of treatment 
if well enough to do so and as long as they have responded to anti TB therapy. Pupils 
and staff with non-pulmonary TB do not require exclusion and can return to school as 
soon as they are well enough. 
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Screening 

Early diagnosis of TB is one of the most important ways to control spread of the disease. 
Providing information to pupils, teachers and parents is important so that those with 
symptoms can seek early medical attention and avoid delayed diagnosis. 

Following diagnosis of a TB case in a school, TB nurses and the Health Protection Team 
will carry out a risk assessment to consider if screening at school is required. If 
screening is necessary, it will start with the groups with more extensive contact with the 
case.  This will be extended to other groups with a lesser degree of contact if necessary. 
This screening is usually co-ordinated by the TB nurses at the local chest clinic. If a child 
has smear negative or non-pulmonary disease, no tracing of school contacts is required. 

Screening may include inquiry into TB symptoms, BCG vaccination status, Mantoux 
testing and chest X-ray. It may then be necessary to give BCG vaccination or antibiotic 
prophylaxis. 

 

Other points to note 

Immediate advice should be sought from the TB Nurses, the Health Protection Team 
and the Education Department Health & Safety Liaison Officer if a staff member or pupil 
is thought to be infected with TB. 

 
 

Do’s and Don’ts 

 Do inform and discuss with the Health Protection Team, TB nurses or 

school health advisor before taking any action   

 Do maintain confidentiality of persons with suspected TB 

 Do exclude pupils whilst they are infectious, following taking advice from 
TB nurses or the Health Protection Team 

X Don’t exclude children or staff with non- pulmonary TB or those with                
pulmonary TB who have effectively completed at least 2 weeks of 
treatment as confirmed by the TB nurses   
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Viral Meningitis 

 

What is it? 

The symptoms of meningitis (inflammation of the linings surrounding the brain) can be 
caused by a number of different viruses. 
 

 What are the symptoms? 

Symptoms include headache, fever, gastrointestinal or upper respiratory tract 
involvement and in some cases a rash. Active illness seldom lasts more than 10 days. 
 

How is it spread? 

How the disease is spread will depend on the virus causing the illness. Transmission may 
be through droplet spread or direct contact with nose and throat discharges or faeces of 
infected individuals.  
 

Is exclusion necessary? 

No.  Once the child is well the risk of infection is minimal. 
There is no reason to exclude siblings and other close contacts of a case. Contact tracing 
is not required. 
 

Other points to note 

Careful attention to hand-washing will play an important role in the control of the spread 
of infection. 
 
 

Do’s and Don’ts 
 

 Do encourage high standards of basic hygiene 

 Do encourage the prompt disposal of soiled tissues 

 Do recommend a consultation with the GP  

 Do seek advice from Health Protection Team if more than one case 
occurs  

 

 



 

67 

  

 

Whooping Cough (Pertussis) 

 

What is it? 

Whooping cough (pertussis) is a bacterial chest infection caused by Bordetella pertussis. 
 

What are the symptoms? 

The early stages of whooping cough, which may last a week or so, can be very like a 
heavy cold with a temperature and persistent cough. The cough becomes worse and 
usually the characteristic ‘whoop’ develops. Coughing spasms are frequently worse at 
night and may be associated with vomiting. The whole illness may last several months.  
The disease is usually more serious in children of pre-school age.  Antibiotics rarely 
affect the course of the illness, but may reduce the period the child is infectious.  

 

How does it spread? 

Whooping cough spreads by direct contact with airborne particles of discharges from the 
nose and throat. 

 

Is exclusion necessary? 

Yes.  A child or staff member should not return to school until they have had five days of 
treatment with antibiotics and they feel well enough to do so or 21 days from onset of 
illness if no antibiotic treatment. 
 

Other points to note 

Children should be immunised against whooping cough in their first year of life. 
 
 

 
Do’s and Don’ts 
 

  Do advise parent to see GP 
 

 Do allow the child to return to school after exclusion period even if they 
are still coughing 

  Do realise that they may be tired at school if they are still coughing at 
night 

 Do encourage parents to have their children immunised against 
whooping cough 

 

 

 



 

68 

  

 

 

 

EXCLUSION PERIODS FOR COMMON INFECTIOUS DISEASES 
 

 
 

Disease Usual 
incubation 
period (days) 

Period of 
communicability 

Minimum period of exclusion  
on medical grounds 

To be reported to 
HPT 

Cases (subject to  
clinical recovery) 

Contacts 

Bacillary Dysentery 
(Shigella)  

1 - 7 Whilst diarrhoea is 
present  

Until microbiological 
clearance for all 
causes of shigella 
except for shigella 
sonnei  
 

HPT will advise as to 
whether siblings 
attending primary 
schools, day nurseries 
and play groups 
should be excluded 

YES 

Chickenpox and 
Shingles 

14 - 21 From 2 days 
before, to 5 days 
after appearance of 
rash 

Whilst too ill to 
attend and not less 
than 5 days after 
appearance of rash 

None 
N.B. Pregnant contacts 
or those with impaired 
immunity should seek 
prompt specialist 
advice 

No, unless advice 
sought for pregnant 
or immuno-
compromised pupils. 

 
 

Diphtheria 2 - 5 Whilst the organism 
is present in nose 
or throat lesions 

Until advised by 
HPT 

Until advised by HPT YES 

Fifth Disease (Slapped 
cheek syndrome; 
parvovirus; Erythema 
infectiosum) 

4 - 20 For the 7 days 
before the rash 
appears 

None 
None 

Pregnant contacts (up 
to 20 weeks 
gestation) should 
seek advice from GP 

NO 
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or antenatal care 

Food Poisoning  

(inc. salmonellosis, 
campylobacter) 

Varies Varies according to 
cause 

Until diarrhoea 
and/or vomiting has 
settled i.e. none in 
the previous 48 hrs. 

NB if a child is under 
5 or has special 
needs seek advice 
from HPT prior to 
return 

As advised by HPT YES 

German Measles 

(Rubella) 
14 - 21 From 7 days before 

to 6 days after onset 
of rash 

6 days from onset of 
rash 

None 

N.B.  Contacts in the 
early months of 
pregnancy should 
consult their GPs 

YES 

Glandular Fever 
(Infectious 
mononucleosis 

28 - 42 Whilst organism is 
present in the throat 

None None NO 

Hand, Foot and Mouth 
Disease 

3 – 5 Variable None.  Usually a mild 
disease. 

None NO. Unless large 
number of children 
are affected 

Hepatitis A 15-50 From 7-14 days 
before to 5 days 
after the onset of 
jaundice or stools 
going pale 

7 days from the onset 
of jaundice or stools 
going pale in the 
under 5 age group.  
Older cases should 
seek advice from 
HPT team about 
exclusion. 

As advised by the HPT YES 



 

70 

  

 

Hepatitis B 45 - 180 
Blood may be 
infective before the 
first symptoms, 
during the acute 
illness and in 
chronic carriers  

Only if acutely unwell None YES. Unless a 
carrier 

HIV/AIDS Variable Unknown, 
blood/bodily fluids 
infectious 

Only if acutely unwell None NO 

Measles 10-14 From 4 days before 
to 4 days after onset 
of rash 

4 days from onset of 
rash 

None. 
Pregnant staff and 
vulnerable persons 
should contact their 
GP if they have not 
had measles, MMR 
vaccination or are 
unsure of measles 
status. 

YES 
 

Meningococcal infection 

(inc. meningitis) 
2–7 days Whilst organism is 

present in 
nasopharynx 

Until clinical 
recovery 
 

None. No need to 
exclude siblings or 
other close contacts of 
a case 

YES 

Mumps 14–21 days From 7 days before 
onset of symptoms 
of swelling to 5 days 
after. 

5 days from onset of 
swollen glands 

None YES 
 

Poliomyelitis 3–21 days Whilst virus is 
present in stools 

On advice of HPT On advice of HPT YES 

Rotavirus 2 days Symptoms usually 
last from 3 to 8 days 

Until 48 hours have 
subsided following 
last symptoms 

None unless 
symptomatic 

No (unless 2 or 
more cases in one 
class or unusually 
high number of 
cases) 
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Streptococcal illness  
(inc. Scarlet Fever) 

1-3 days Whilst organism is 
present in 
nasopharynx or 
lesions 

Scarlet Fever - 24 
hours  after start of  
appropriate antibiotic 
treatment. 

None NO (Unless an 
outbreak) 
 

Tuberculosis Variable, 
usually 4–12 
weeks 

Variable On advice of HPT On advice of HPT YES 

Typhoid and paratyphoid 
fever 

7–21 days Whilst organism 
present in stools or 
urine 

On advice of HPT. 
Possible exclusion 
until microbiological 
clearance. 

On advice of HPT YES 

Whooping cough 6-20 days From 7 days after 
exposure to 21 days 
after onset of 
paroxysmal cough 

5 days after start of  
antibiotic treatment or 
21 days from onset of 
illness if no antibiotic 
treatment 

None NO 

Worms Variable Variable None None NO 
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EXCLUSION PERIODS FOR COMMON SKIN INFECTIONS 

 

DISEASE MINIMAL PERIOD OF EXCLUSION ON MEDICAL GROUNDS 

Athlete's Foot 
(Tinea/Trichophytosis) 

It is not necessary to exclude from swimming or barefoot activities unless severe.  Treatment 
is advisable. 

Conjunctivitis None. If an outbreak or cluster occurs contact the HPU 

Impetigo 
48 hours after adequate treatment commenced and lesion has been covered or until lesions 
are crusted and healed. 

Head Lice (Pediculosis) 
Exclusion is not necessary, but treatment should be used by all those who have live, moving 
lice in their hair. 

Ringworm Exclusion not usually required. Treatment can be obtained from pharmacists 

Ringworm of the scalp 
(Tinea/Trichophytosis) 

Exclusion not usually required. Children on treatment need not be excluded from school. 

Scabies 
Can return after completion of first treatment. Two treatments 1 week apart for cases, 
household/close contacts should have one treatment  

Verrucae 
(Plantar Warts) 

It is unnecessary to exclude from swimming or barefoot activities although lesions should be 
covered for these activities. Treatment only indicated if warts are painful. 
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Case reference number________ 

OUTBREAK  LOG SHEET (Line list)   
SHEET NO:  
 

 
 
No 

 
SURNAME 

 
FIRST NAME 

 
DOB 

 
SEX 

 
GP 

 
ROOM/ 
LOCATION 

 
SYMPTOMS 

 
ONSET 

 
DURATION OF 
SYMPTOMS 

 
ISOLATED/ 
EXCLUDED 
Y/N 

 
SPECIMEN 
DATE 

 
OUTCOME 

 

1 

 

 

 

           

 

2 

 

 

 

           

 

3 

 

 

 

           

 

4 

 

 

 

           

 

5 

 

 

 

           

 

6 

 

 

 

           

 

7 

 

 

 

           

 

8 
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USEFUL WEBSITE ADDRESSES 

 

 www.hpa.org.uk 

 

 www.nhs.uk/Conditions/vaccinations/ 

 

 www.healthcarea2z.org/index.php 

 

 www.meningitis-trust.org/ 

 

 www.dh.gov.uk 

 

 www.nhsdirect.nhs.uk 

 

 www.e-bug.eu/ 

 

 www.dfes.gov.uk 

 

 

 

http://www.hpa.org.uk/
http://www.dh.gov.uk/
http://www.nhsdirect.nhs.uk/
http://www.dfes.gov.uk/

