
 
Please note that clinical key documents are not designed to be printed, but to be viewed on-line. This is  

to ensure that the correct and most up to date version is being used.  If, in exceptional circumstances,  

you need to print a copy, please note that the information will only be valid for 24 hours 

                                                                                                                                                                                               
 

Page 1 of 8 
Paediatric Priority Scoring for isolation V8 

 

 

Paediatric Priority Scoring for isolation 
 

Key Document code: WAHT-TP- 083 

Key Documents Owner: Dana Picken  Consultant Paediatrician 

Approved by: Paediatric Quality Improvement meeting  

Date of Approval: 9th February 2024 

Date of review: 
This is the most current version and 
should be used until a revised document 
is in place 

9th February 2027  

 
Key Amendments  

Date  Amendment  Approved by  
19th Nov 2020 Document extended for 1 year  Dr J West/ 

PaediatricQIM 

26th March 2021 Approved with no amendments Paediatric QIM 

9th Feb 24 Document approved with no amendments  Paediatric 
Guideline Review 
Day 



 
Please note that clinical key documents are not designed to be printed, but to be viewed on-line. This is  

to ensure that the correct and most up to date version is being used.  If, in exceptional circumstances,  

you need to print a copy, please note that the information will only be valid for 24 hours 

                                                                                                                                                                                               
 

Page 2 of 8 
Paediatric Priority Scoring for isolation V8 

 

 
 How to use this guideline 

Important or common infectious diseases or disease-causing organisms are listed in the 

table and assigned a priority number. Patients with diseases or organisms with scores of 0 

do not require isolation. Diseases or organisms scored 1-4 do require isolation with the 

higher number indicating higher priority. If all side rooms are filled, children infected with 

organisms or suffering from diseases with the higher score should be prioritised over children 

with lower scores, who should be moved out of isolation to accommodate higher-scoring 

children as needed.  The risk of transfer and transferring patients out will need to be 

balanced against the risks of infection and exposure. Other options such as early discharge 

with community Orchard nurse support should also be considered. E.g. Cellulitis or IV 

antibiotics.  

 

Worked example: supposing three side rooms are filled; side room one has a child with 

open respiratory tuberculosis (4 on the risk score), side room two has a child with influenza 

(3 on the risk score) and side room three has a child with head lice (0 on the risk score). 

Supposing a patient is admitted with impetigo (2 on the risk score); the patient currently in 

side room three with head lice would be removed from isolation and have to go into a bay. 

The side room should be cleaned and the child with impetigo admitted to room three until he 

has begun responding to ≥ 48 hours of antibiotic therapy. 

 

Cohorting 

Children infected with the same organism can generally be isolated together in the same bay 

or room, a practice known as cohorting. This is especially important in cases of respiratory 

viral infection over the winter period, when demand for isolation is expected to soar. It is 

acceptable to cohort older children with good pulmonary reserve together with each other, 

even if the infecting virus is not known. Neonates, particularly with poor pulmonary reserve 

and immunosuppressed children with respiratory viral infection should not be cohorted 

together unless the infecting virus is known from the laboratory testing of respiratory 

specimens. A senior paediatrician or senior nurse, with support from the infection control 

team where needed, should make decisions about which children can be cohorted together. 

Patients with cystic fibrosis should not be cohorted together, even if they are colonised with 

similar organisms. Cohorted CAMHS patients should still continue to have appropriate 

monitoring. 

 

Type of cleaning required following discharge of patient from the side room 

This is rated green, amber or red. Please click here for guidance on which cleaning regimen 

is needed. 

 

Who to Contact for advice 
 
Summer season:  

Infection control nurse available Saturday daytime. 
The rest of the time out of hours: consultant microbiologist on-call if needed.  

 
Winter season:  

Infection control nurse on duty on Saturday and Sunday in the daytime.  
Microbiologist available if needed 24 hours a day, 7 days a week.  

 
 

http://nww.worcsacute.nhs.uk/EasySiteWeb/GatewayLink.aspx?alId=69782
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Infection/Organism  Side Room 
Priority 0-4 

Qualifier/Comments Type of clean  

Campylobacter  3 Remain in single room until passing formed stool for >48 hours  Amber 

Chicken Pox 4 Remains 4 until rash has crusted over and no new lesions – then 0. 
Consider exposed contacts. Liaise with infection control and occupational 
health as needed.  

Green 

Chicken Pox Contact 0-4 Considered non-infectious to others (i.e. “0”) until 7 days following the 
exposure, when might begin to shed virus before symptoms begin. If non-
immune to chickenpox – i.e. no history of infection, or had infection <1 
year of age, or if testing is negative for VZV IgG, then consider a “4” from 
7-21 days after exposure. 

Green 

C. difficile disease 4  Red  

Cellulitis  1 Until has had >48 hours of antibiotics. Try to keep away from surgical 
patients.  

Green 

Cervical Lymphadenitis 1-2 1 in the absence of tonsillopharyngitis, 2 in their presence Green 

Necrotising fasciitis  3 Until culture negative for Group A Streptococcus and has received ≥ 48 
hours antibiotics. 

Amber 

CJD 0  Green 

Cystic fibrosis with 
Burkholderia cepacia 
complex colonisation 

3  
 
 
 

Amber 

Cystic fibrosis with 
Pseudomonas aeruginosa 
colonisation 

3  Green 

Cystic fibrosis without 
Pseudomonas aeruginosa or 
Burkholderia cepacia 
complex colonisation 

3  Green 

Complex needs 
(e.g. Learning difficulties) 

0-2 Dependent on risk assessment by senior member of medical or nursing 
staff 

Green  

Conjunctivitis  2 Isolate for the duration of symptoms. Viral/Bacterial. Green 

Coxsackie virus  (Hand, foot 
and mouth disease) 

2 Until symptoms resolve – then 0.  Green 
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Infection/Organism  Side Room 
Priority 0-4 

Qualifier/Comments Type of clean  

CPE (Carbapenemase- 
producing 
Enterobacteriaceae) 

4 Children that have been hospitalised in a country outside the UK in the 
last 12 months or who have a history of carriage of a CPE organism. 
Send stool samples requesting “CPE screen” to microbiology and contact 
infection control 

Red 

Crohn’s / ulcerative colitis on 
high-dose steroids  

2  Green 

Cryptosporidium 3 Remain in single room until passing formed stool for >48 hours Amber 

Deliberate self-harm / 
CAMHS /  
disruptive behaviour 

0-4 Dependent on risk assessment by senior member of medical or nursing 
staff.  Close observation should be continued in cohorted patients. 

Green  

Diarrhoea & Vomiting  4 4 if suspected viral gastroenteritis. Isolate until passing formed stool for 
>48 hours. The old Health Protection Agency criteria for suspecting a 
patient has viral gastroenteritis are three episodes of loose stool in a 24 
hour period or two episodes of vomiting. These criteria are not highly 
specific however.  Clinical judgement required. 

Amber  

Dysentery 
(i.e. Shigella or Amoebic) 

4 If age < 8 years OR if poor hand-hygiene compliance: stay in isolation 
until 3 stool samples collected on 3 sequential days are culture negative 
If ≥ 8 years old AND hand-hygiene technique good isolate until passing 
formed stool for >48 hours. 

Amber 

Encephalitis  1  Green 

E.coli 0157  4 If age < 8 years OR if poor hand-hygiene compliance: stay in isolation 
until 3 stool samples collected on 3 sequential days are culture negative 
If ≥ 8 years old AND hand-hygiene technique good isolate until passing 
formed stool for >48 hours 

Amber 

End of life  1-4 Dependent on assessment by senior member of medical or nursing staff 
in consultation with parents/carers and child 

Green  

Enteric fever 
(i.e. Typhoid /Paratyphoid) 

4 If age < 8 years OR if poor hand-hygiene compliance: stay in isolation 
until 3 stool samples collected on 3 sequential days are culture negative 
If ≥ 8 years old AND hand-hygiene technique good isolate until passing 
formed stool for >48 hours 
 

Amber 

Epiglottis  
(e.g. from 
Haemophilus influenza) 

2 Until >48 hours antibiotic therapy. Patient safety overrides side room 
prioritisation, i.e. if threatened airway compromise.  

Green 
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Infection/Organism  Side Room 
Priority 0-4 

Qualifier/Comments Type of clean  

ESBLs 2  Amber  

Fifth disease (slapped 
cheek) 

0 0 following appearance of the rash. If non-immune parvovirus contact, 
then regard as “3” for 14 days. Discuss exposure to pregnant women with 
microbiologist.  

Green 

Glandular Fever  0  Green 

Group A Streptococcus 
(including Quinsy)  

2 Until received >48 hours of antibiotics active against group A 
Streptococcus.  

Amber 

Head lice 0  Green 

Hepatitis (Acute) A or E 1 – 3 (see 
qualifier) 

If >8 years old with reliable hand hygiene then 1. If <8 years old/ poor 
hand hygiene then 3.  

Amber 

Hepatitis B/C (BBVs) 0 Unless active bleeding then 3.  Amber 

Herpes Simplex infection 2 Dependent on site (1 for cold sores) Green 

HIV 0   

Impetigo or infected eczema 2 Responding to >48 hours antibiotics.  Green 

Influenza 3 Can move out of isolation when > 4 days post onset of symptoms if 
illness resolving. If immunocompromised, send repeat samples for 
influenza testing after 4 days of treatment to determine infectivity. 

Green 

Measles  4 Isolate for 5 days from onset of rash. Discuss all patient, visitor and staff 
contacts with infection control team and microbiologist. 

Amber 

Meningitis  3 Until has received >48 hours of antimicrobial therapy active against 
meningococci (i.e. ceftriaxone) or >24 hours after meningococcal 
prophylaxis. If viral meningitis then 0.  

Green 

MERS-CoV 4  Red 

MRSA  2 Dependent upon site and if in contact with surgical patients. Transfers 
from other hospital 2 pending screening results.  

Amber 

Mumps  3 Isolate for 10 days following appearance of symptoms/cheek swelling.  Green 

Neutropenia  2 Unless likely to be neutropenic for >1 week, then 4 with the ability to step 
down based on clinical need. 

Green 

Norovirus  4 Until >48 hours of passing formed stool.  Red 

Parainfluenza / Croup  1 Consider cohorting  Green 

Pertussis (Whooping cough) 0-4 (see 
qualifier) 

If Symptoms present for <3 weeks OR if has received <5 days of anti-
pertussis antibiotics then 4. If symptoms present for >3 weeks OR has 
received ≥5 days of antibiotics active against whooping cough then 0. 

Green 
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Infection/Organism  Side Room 
Priority 0-4 

Qualifier/Comments Type of clean  

Keep infectious patients away from non-immunised infants (usually <5 
months of age: highest risk for complications) 

Pseudomonas  1-3 (see 
qualifier) 

If resistant to >3 classes of antibiotic then 3. If not resistant to >3 classes 
of antibiotic then 1. Keep away from children with chronic lung 
disease/CF/bronchiectasis.  

Green 

Quinsy 2 see Group A strep Amber 

Rotavirus 3 Isolate until passing formed stool for >48 hours.  Amber 

RSV  3 Consider cohorting  Green 

Rubella (“German measles”) 3 Until 4 days after appearance of the rash. If immune contact then 0. 
Isolate non-immune exposed contacts for 21 days. Keep away from non-
immune pregnant visitors or staff.   

Green 

Salmonella  4 If age < 8 years OR if poor hand-hygiene compliance: stay in isolation 
until 3 stool samples collected on 3 sequential days are culture negative 
If ≥ 8 years old AND hand-hygiene technique good isolate until passing 
formed stool for >48 hours 

Amber 

SARS 4  Red 

Scarlet fever  2 Until >48 hours of antibiotics active against group A Streptococcus.  Green 

Scabies  0/2 If non-crusted then 0. If crusted or immunocompromised then 2. Isolate 
until treatment completed.  

Green 

Serratia  2  Green 

Shigella  4 If age < 8 years OR if poor hand-hygiene compliance: stay in isolation 
until 3 stool samples collected on 3 sequential days are culture negative 
If ≥ 8 years old AND hand-hygiene technique good isolate until passing 
formed stool for >48 hours 

Amber 

Shingles  0-3 If shingles in a covered dermatome AND patient non-
immunocompromised, then 0. If in exposed dermatome OR if patient 
immunocompromised then 3.  

Green 

Stevens-Johnson syndrome  3  Green 

Stomatitis – not proven 
herpetic 

1  Green 

Staphylococcus aureus 
(scalded skin syndrome) or 
PVL-toxin producing 
organism  

3 Until symptoms and signs of infection resolving.  
In PVL-producing S. aureus infection: once wounds have stopped oozing 
and patient on decolonisation treatment  

Amber 
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Infection/Organism  Side Room 
Priority 0-4 

Qualifier/Comments Type of clean  

Threadworms /tapeworm 0  Green 

Tonsillitis  2 Until >48 hours of antibiotics active against group A Streptococcus. Amber 

Tuberculosis 0-4 (see 
qualifier) 

If open, active pulmonary TB then 4. If not then 0. Move to negative 
pressure side room of risks for MDR/XDR pulmonary TB. In children with 
TB infection, there is a substantial risk of the parents or carers also 
having active pulmonary TB. Discuss with infection control team 
immediately. 

Amber 

Peri-orbital cellulitis  2 Peri-orbital cellulitis is usually a skin infection caused by pathogens like 
Group A Strep – probably more cross-transmission risk 

Green 

Pyrexia of Unknown Origin 0-4 Difficult to be precise – requires senior clinical judgement Will depend 

Orbital cellulitis  0 Orbital cellulitis tends to arise when there is obstruction at the 
osteomeatal complex and build-up of mucous that becomes infected with 
sinus colonisers: typically Haemophilus, Streptococcus pneumonaie and 
anaerobes. I.e. patient’s own flora that is probably not as much of a 
hazard to other children. 

Green 

Vector borne Illness e.g. 
Malaria / Dengue / Zika 

0  Green 

Viral Exanthem non-specific 1  Green 

Viral Haemorrhagic Fever 
(e.g. Ebola) 

4 In suspected VHF cases, discuss with consultant microbiologist on call 
and infection control team immediately.  

Discuss with IPCT 

Vomiting with no diarrhoea 0 Clinical judgement required to assess if likely to be due to infectious 
gastroenteritis. If so, consider 4. If no diarrhoea and confident that 
vomiting is caused by non-infectious aetiology then consider 0.  

 

VRE  3 Once positive, consider positive for life.  Red 
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Monitoring and Compliance 
 
This section should identify how the Trusts plan to monitor compliance with and the effectiveness of this Treatment pathway. It should include 
auditable standards and/or key performance indicators (KPIs) and details on the methods for monitoring compliance. 
 
WHAT? HOW? WHO? WHERE? WHEN? 

These are the ‘key’ parts of the 
process that  
we are relying on to manage risk. 

What are we going to do to make  
sure the key parts of the process we  
have identified are being followed? 
 

Who is responsible for the 
check?  

Who will receive 
the  
monitoring results? 
 

Set 
achievable  
frequencies. 

 Clinical Audit Paediatric Clinical Governance 
Committee 

 Every 12 
months 

 Staff Electronic Record system Local Managers/Staff  8-10 weeks 

 Clinical Audit/Observation Paediatric Clinical Governance 
Committee 

  

  S Weale, K Haley & R Delves  Yearly 

 Review of Datix and completed “escalation 
trigger list” 

Nursing Staff   

 6 Monthly Audit CYP Nursing and Medical Staff  6 monthly 

Viewing Arrangements Spot checks Children’s wards or 
Emergency Departments 

CYP Standards 
Committee, 
escalating to Trust 
Children’s Board if 
required 

Three times 
a year 

Documentation – Completion of 
Checklist: Following the death of a 
CYP in hospital. Professional 
Contact List 

Audit of checklists via CYP medical 
records 

Children’s Wards or 
Emergency Departments 

CYP Standards 
Committee, 
escalating to Trust 
Children’s Board if 
required 

Three times 
a year 

 
 
 


