
1 

Most 

effective 

Least 

effective 

Mass General Brigham Blueprint for Infection Control 
After COVID-19 Surge Date: 5/18/2020 

Background 
COVID-19 will continue to circulate for years to come. This document outlines the blueprint for 
infection control requirements after the COVID-19 surge and is based on the following: 

1. Only a fraction of the population has been infected and recovered to date, and it is not
yet clear the extent to which prior infection protects from reinfection.

2. We have little knowledge about the immune correlates of infection.
3. A vaccine will not be widely available for a year or more.
4. Some individuals are asymptomatic (or pre-symptomatic) and these individuals can

infect others.
5. Testing every asymptomatic individual prior to every interaction with our system would

paralyze the system and prevent delivery of care; targeted testing and implementation of
infection prevention strategies can ensure safe care and mitigate risk in the setting of
asymptomatic infection.

Due to these realities, we need to develop infrastructure and processes that will protect our 
healthcare workers, patients and visitors in an environment where each represents the hazard 
of infection. The approach mirrors the NIOSH Hierarchy of Controls which is a standardized 
approach to elimination of hazards to healthcare workers from most effective to least effective  
(Figure).

Practically this means that many components of our current COVID-19 response will need to 
continue for the long-term. These can be grouped into the concept of Universal Source Control, 
which includes extension of universal masking, restricted access, symptom screening, 

•visitor restrictions; remote 
work, employee
attestations, virtual visits

Elimination: Physically Remove the 
Hazard

•cleanable surfacesSubstitution: Replace the Hazard

•private rooms; partitions in waiting rooms
and some care areas (e.g. phlebotomy),
airborne isolation rooms

Engineering controls: 
Isolate from the Hazard

•symptom screening; test all inpatient admissions,
video conference to patient rooms, minimize patient 
and provider density

Administrative 
Controls: Change 

Work Flows

•surgical masks for patients, visitors, and healthcare workers,
additional PPE for the care of symptomatic patients

PPE: Protect
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reinforcement of other core elements of our COVID-19 response, and redesign of our physical 
infrastructure and work-flows to reduce transmission. 

Mass General Brigham (MGB) is currently providing dedicated locations for evaluation and 

management of patients with respiratory illness, including COVID-19, but this model likely will 

not be able to accommodate the full volume of patients that MGB serves and the breadth of 

clinical services that MGB normally provides. MGB will need to be able to accommodate 

patients with respiratory symptoms with or without COVID-19 in additional routine and specialty 

ambulatory care areas. Every care site must be able to quickly identify and isolate patients with 

respiratory symptoms; however, ambulatory sites that plan to evaluate patients with respiratory 

symptoms and patients with COVID-19 will need to meet pre-specified infection control 

standards to ensure that care can be delivered safely outside of dedicated respiratory clinics. 

Below, we review core elements of the approach, and then care location-specific measures. 

Core Elements of Recovery 

1. Universal Source Control

2. Infection Prevention and Control

3. Occupational Health

4. Laboratory Capacity

5. Environment of Care

Interventions Specific to Locations 

1. Ambulatory, Routine

2. Ambulatory, Respiratory Illness Patients

3. Emergency Department

4. Urgent Care

5. Inpatient

6. Procedural Areas

7. Post-Acute Care Facilities

8. Home-based Care

9. Non-clinical areas including research, administrative, and other non-clinical locations
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Core Recovery Elements 

Core Element 1: Universal Source Control 
Universal source control includes continuation of universal masking, employee attestations, 
symptom screening, restricted access, and expanded testing capacity for specific populations. 
The requirements for Universal Source Control are as follows: 

1. Universal masking of all individuals entering MGB premises.
2. Symptom screening

• For employees, with enforcement of no on-site work while sick

• For visitors, vendors, contractors as we are currently doing

• For all patients, pre-visit and in person

3. Minimize density of patients, employees, and visitors to allow for physical distancing:

• Visitor Policy: limit number of visitors per Visitor Policy, screen all visitors for

symptoms and exclude symptomatic visitors, mask all visitors; existing Visitor

Policy will be updated over time with guidance from public health authorities

• Patients: organize physical space and work-flows to allow for physical distancing

in waiting rooms and clinical areas

• Employees: organize work settings, including research, to allow for physical

distancing

• Limits on size of gatherings will be imposed by Massachusetts regulations.

Currently the limit is no more than 10 individuals in a room.

4. COVID-19 testing of:

• All symptomatic patients

• All patients requiring admission to inpatient, residential, or observation locations

• Asymptomatic patients prior to aerosol generating procedures to allow for

Standard Precautions for negative tests. Please note that as of 5/8/2020,

Enhanced Respiratory Isolation is required for all AGPs, regardless of

COVID-19 test result, however it is anticipated that this will be revised to

Standard Precautions in the setting of a negative COVID-19 assay in the

near-term.

Consider the following levers to achieve the above goals: 
1. Remote work options for employees as appropriate
2. Leave/pay coverage options to minimize incentives for working while sick

• Balancing policies may be needed to protect against misuse

3. Expanded virtual visits to reduce on-site patient volume and opportunities for
transmission

4. Extended hours of operation

Core Element 2: Infection Prevention and Control (IPC)  

Infection prevention and control has had a central role in every aspect of the COVID-19 

response and will continue to be central to the recovery process. 

https://pulse.partners.org/hub/departments/emergency_preparedness/coronavirus/covid19_clinical_policies/visitor_policy
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We recommend the following: 

1. Infection prevention resources dedicated to the COVID-19 response will continue to be

required. These will be over and above baseline requirements for routine essential

infection prevention and control obligations (hand hygiene, hospital-acquired infection

surveillance and prevention, environmental safety, etc.).

2. Infection control personnel will be required to provide the following services specifically

related to COVID-19:

• develop and refine COVID-19 prevention policies

• provide education to frontline providers in all care areas

• monitor and refine practice / adherence to policies

• track COVID-19 infection rates and patterns

• identify patient and staff clusters, and develop response plans for outbreaks and

surges, and work with occupational health to alert patients or staff of exposures

• provide subject matter expertise and review of new personal protective

equipment and donning / doffing practices when our supply chain is challenged

• provide subject matter expertise and review of decontamination and other
technologies

• report and consult with public health authorities and outside agencies

• support case management and discharge planning

3. Provide physician-level expert consultation on appropriate infection statuses, infection

status resolution, and bed flow.

4. Develop standardized dashboards across institutions to track new cases, identify trends

and clusters, detect early increases in incidence, and monitor changes in asymptomatic

infection rates. There will be a focus on ambulatory areas where active surveillance is

not performed as is currently done in inpatient settings.

Consider the following levers to achieve the above goals: 
1. Review current IC staffing levels and capacity to accommodate COVID-19 related

activities while once again resuming baseline obligations (hospital-acquired infection
prevention and surveillance, hand hygiene, etc.)

2. Develop IC support for MGB entities without in-house infection prevention and control
resources, including Partners Healthcare at Home, PCPO, Partners Urgent Care, Boston
Hope, etc.

3. Provide IT resources to support Bugsy modifications as needed

Core Element 3: Occupational Health 

1. OHS will need to continue to investigate each HCW infection to determine if it is

potentially hospital-acquired vs community-acquired, identify lapses in practice (if any)

associated with the infection, and collaborate with Infection Control to use these data to

inform ongoing teaching and monitoring efforts, as well as modifications to standard

infection prevention processes if needed.

2. OHS will also need to continue to provide counseling and return to work guidance for

HCWs with respiratory illnesses and those with confirmed COVID-19 infections

(including ordering tests of clearance and interpreting results).

3. OHS will need to resume routine non-COVID-19 activities, including pre-employment

evaluation, evaluation of employees with potential work-related concerns, mandatory

influenza vaccination, and non-COVID-19 exposure follow-ups (e.g. TB, varicella)
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4. Potential future role for determining serostatus of all employees once we have data on 

whether antibodies are protective, degree of protection, and duration of protection.  

Serostatus could inform the strategies pursued. 

 

Consider the following levers to achieve these goals: 

1. Review OHS staffing levels and adjust as needed  

2. Develop electronic tools to facilitate employee interviews (e.g. RedCap surveys) and to 

collate results 

3. Redesign workspace and workflows in accordance with the general principles laid out for 

ambulatory practices to facilitate resumption of some in-person care (if needed). 

 

Core Element 4: Laboratory Capacity 

1. COVID-19 testing will continue to be fundamental to support clinical care, PPE use, ED 

and inpatient bed flow, disposition decisions, and occupational health needs. 

• 24/7 testing is strongly preferred to maximize operational efficiency. 

• Rapid turnaround most critical to support ED disposition decisions, L&D 

admissions, and patients that need urgent aerosol-generating procedures 

• Longer turnaround times acceptable for outpatient testing 

2. Testing for other respiratory viruses (influenza, RSV, metapneumovirus, etc.) will still be 

needed for clinical diagnosis and infection control considerations 

 

Consider the following levers to achieve these goals: 

1. Review laboratory staffing levels and equipment and adjust as needed 

2. Review periodically the available testing options for updating as needed  

 

Core Element 5: Environment of Care 

1. Patient rooms, clinics, and common areas will need routine cleaning, particularly of high- 

touch surfaces, including between patients in ambulatory clinic rooms 

• Frequent routine cleaning is needed, both to decrease transmission via fomites, 

and to provide reassurance to staff, patients, and visitors. 

2. The frequency and reliability of cleaning reusable medical equipment (e.g., blood 

pressure cuffs, examination tables, phlebotomy chairs, etc.) as well as other shared 

devices (e.g., shared computer workstations) will need to be increased in all care 

locations. 

 

Consider the following levers to achieve these goals: 

1. Review environmental services staffing levels and adjust as needed 

2. Replace high-touch equipment/surfaces with more easily cleanable models (e.g. replace 

fabric chairs with wipeable chairs) 

3. Consider adjunct cleaning technologies for hospital rooms and clinics such as UV light 

and hydrogen peroxide vapor 
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PPE Use as Part of Standard Precautions, Universal Source Control, and 

Enhanced Respiratory Isolation 
Type Definition When to Use   

Standard 
Precautions 
 
Please see Appendix 
on Standard 
Precautions and 
CDC for more info. 

Hand hygiene and selection of PPE 
based on the nature of the patient 
interaction and potential for exposure 
to blood, body fluids or infectious 
agents.  

All patients 

Universal Source 
Control 

Surgical or procedural mask All employees, patients, and visitors.  
     +   If the patient’s mask needs to be 
removed for any reason (e.g., physical 
exam, patient unable to tolerate), the 
employee will use eye protection during 
face-to-face encounters.  

Enhanced 
Respiratory 
Isolation (ERI) 

All PPE Required: Fit Tested N95 
Respirator or PAPR, Gown, Gloves, 
Eye Protection. 

• Additional supply of PPE to 
meet need.  

• All personnel in area trained in 
use of PPE and associated ERI 
procedures.  

 

• Symptomatic patients regardless 
of setting 

• Respiratory Illness Clinics   
 

 

 

PPE and Training Guidance by Care Settings 
 

Setting  PPE and Training Needed 

All Settings • Adequate PPE supply for care provided.  
• Established process and storage location to allow for implementation of 

Partners Policy on Extended Use and Reuse of PPE  

• Conservation Techniques – N95 Battelle Process; Partners Policy on 
Extended Use and Reuse of PPE  

Routine Ambulatory 
Care  

• Standard par levels of personal protective equipment for routine care.  

• Small cache of PPE for Enhanced Respiratory Isolation, including in clinics 
that do not plan to evaluate patients with respiratory illness, in case of the 
unanticipated arrival of a patient with such symptoms.  

• Training in routine infection control, with at least a subset of providers and 
other clinicians trained in Enhanced Respiratory Isolation with in-clinic 
notification protocols 

Respiratory Illness 
in Ambulatory 
Clinic 

• In addition to Routine Ambulatory Care: 
o Additional par levels of PPE for Enhanced Respiratory Isolation.  
o Training and demonstrated competency in Enhanced Respiratory 

Isolation across all personnel.  

https://www.cdc.gov/hai/settings/outpatient/basic-infection-control-prevention-plan-2011/index.html
https://pulse.partners.org/hub/departments/emergency_preparedness/coronavirus/covid19_clinical_policies/extended_usereuse_of_masks_and_eye_protection
https://pulse.partners.org/hub/departments/emergency_preparedness/coronavirus/covid19_clinical_policies/extended_usereuse_of_masks_and_eye_protection
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Setting  PPE and Training Needed 

Emergency 
Department 

• Ready access to all elements of PPE including additional par levels for 
Enhanced Respiratory Isolation.   

• Training in routine infection control and demonstrated competency in 
Enhanced Respiratory Isolation across all personnel.  

Urgent Care • Standard par levels of personal protective equipment for routine care.  
• Small cache of Enhanced Respiratory Isolation PPE, including in clinics that 

do not plan to evaluate patients with respiratory illness, in case of the 
unanticipated arrival of a patient with such symptoms.  

• Training in routine infection control, with at least a subset of providers and 
other clinicians trained in Enhanced Respiratory Isolation with in-clinic 
notification protocols 

Inpatient • Ready access to all elements of PPE including additional par levels for 
Enhanced Respiratory Isolation.   

• Training in routine infection control and demonstrated competency in 
Enhanced Respiratory Isolation across all personnel. 

Procedural Areas • Standard par levels of personal protective equipment for routine care. 

• Caches for use of PPE when needed for Enhanced Respiratory Isolation in 
case of the unanticipated arrival of a patient with such symptoms and 
notification protocols established within procedural areas. 

• Training in routine infection control, with at least a subset of providers and 
other clinicians trained in Enhanced Respiratory Isolation with in-clinic 
notification protocols. 

Post-Acute • Ready access to all elements of PPE including additional par levels for 
Enhanced Respiratory Isolation.   

• Training in routine infection control and demonstrated competency in 
Enhanced Respiratory Isolation across all personnel. 

Home Based Care • Standard par levels of personal protective equipment for routine care  

• Small caches for use of PPE when needed for Enhanced Respiratory 
Isolation. Training in routine infection control, with at least a subset of 
providers and other clinicians trained in Enhanced Respiratory Isolation and 
home-based care protocols for care of symptomatic patients 

Please note – the most important distinction related to PPE and training in PPE use between 

care environments planning to care for respiratory illness patients versus those that do not 

anticipate respiratory illness patients is the par level of PPE on hand and the number of trained 

providers in Enhanced Respiratory Isolation. Those caring for patients on Enhanced Respiratory 

Isolation will have standard levels of PPE and additional allocations of PPE; they will also have 

a larger group of staff trained in Enhanced Respiratory Isolation.   
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Core Tenets and Guidance for Interventions Across Care Settings  
 

Core Tenet or 
Guidance  

Description  

Universal Source 
Control  

• Universal Masking of all on premise with surgical or procedural mask – 
Patients, Visitors, Vendors/Suppliers and Personnel.  

• For home health, family members are masked or not in the room.  

Environment of Care 
– Exam Rooms, 
Patient Rooms, 
Procedural Areas  

• Wipeable surfaces and frequent cleaning - Routine cleaning of all high 
touch surfaces between patients, including exam tables and chairs. If 
existing surfaces/equipment are difficult to clean replace with more 
easily cleanable options (i.e., wipeable) 

• Minimize equipment and supplies in rooms; ensure reusable 
equipment is cleaned and disinfected between patients 

• Frequent cleaning of bathrooms and shared sinks in semi-private 
rooms for inpatient and post-acute 

• Cough etiquette and hand hygiene stations through out 

• Possible use of adjunct environmental disinfection measures (e.g. UV 
light) 

Environment of Care 
– Other Spaces 

• Procedural Areas - If curtained bays are in use, consult with local 
infection control regarding work flow considerations and modifications. 

• Emergency Department - Overflow spaces/hallways organized to 
minimize close contact 

Environment of Care 
– Waiting Room 

• Wipeable surfaces and frequent cleaning - Routine cleaning of all high 
touch surfaces between patients, including chairs. If existing 
surfaces/equipment are difficult to clean replace with more easily 
cleanable options (i.e., wipeable).  

o Existing waiting room chairs that are fabric but which have 
wipeable arms (high touch areas) are acceptable.  

o Fully wipeable is preferred and if new purchases are made they 
must be fully wipeable 

• Waiting rooms with either: 6-foot distance between patients (e.g., 
appropriately spaced chairs) or active waiting room management to 
either expedite rooming or opening of additional waiting spaces when 
waiting room capacity rises above pre-determined level (e.g., when 
patients are consistently < 6 feet apart for more than 10 minutes)  or 
systems established to allow patients to wait in a separate location 
where they can be contacted by mobile phone when it is their turn to 
be evaluated (e.g.,  in personal vehicle or outside the healthcare 
facility) or partitions between patients. 

• Cough etiquette and hand hygiene stations throughout 
• Minimize wait times, onsite volume and crowding  

• Patient flow patterns: minimize wait times, priority rooming of 
symptomatic patients or asymptomatic patients who cannot tolerate 
surgical mask 

Registration and 
Check-In  

• Check-in areas with at least one of the following: 1) capacity to enforce 
6 ft distance between patients and registration/check-in staff or 2) 
registration/check in staff to wear eye protection, in addition to the 
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Core Tenet or 
Guidance  

Description  

surgical mask specified by the Universal Mask Policy or 3) transparent 
barriers. 

• Cough etiquette and hand hygiene stations throughout 

• Surfaces: wipeable, frequent cleaning 

• Minimize wait times, onsite volume and crowding  
• Symptom screen all patients and visitors upon arrival 

• Patient flow patterns: priority rooming of symptomatic patients or 
asymptomatic patients who cannot tolerate surgical mask 

Staff Areas – Work 
Areas and Break 
Rooms 

• Surgical or procedural masks must be worn at all times, except when 
working in private individual offices or in areas where employees are 
reliably separated by more than 6 feet from others. However, when 
walking through common areas, masks must be worn. 

• Hand hygiene must be performed before and after using shared 
computers and other electronic devices. 

• If 6-foot distance in breakrooms cannot be maintained, either breaks 
must be staggered to allow for distance, alternative areas established 
for breaks or barriers erected. 

Workflow – Pre-Visit  • Pre-Visit: symptom screen all patients within 72 hours of visit; if 
positive for symptom screen, arrange for evaluation at testing site or 
designated respiratory clinic (unless the site is certified by Infection 
Control as a clinic that can evaluate respiratory illness patient)  

• Check in advance for existing COVID Infection Status and implement 
resolution protocols as indicated.  

Workflow - 
Registration  

• Re-screen for symptoms at check-in; protocols in place for 
identification of symptomatic patients, immediate rooming, and 
notification of appropriate clinic staff  

 

 

Additional Infection Control Specifications by Care Setting 
 

Interventions Specific to Locations: Routine Ambulatory Care 

Note locations in ambulatory care that provide ancillary services including Radiology, 

Phlebotomy, Physical Therapy, Occupational Therapy are included in this section. 

1. In person care: Symptomatic patients 

• Priority rooming for symptomatic patients and implementation of Enhanced 

Respiratory Isolation, established clinic protocols; if designated clinician 

determines that patient meets criteria for COVID-19 testing, arrange for 

evaluation.   

• See section “Respiratory Illness in Ambulatory Care” for  additional requirements 

for managing symptomatic patients on site (below). 

2. Special Consideration: Ambulatory Locations that Perform Aerosol-Generating 

Procedures (AGPs) 
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• Only patients with negative test in prior 48 hours and negative symptom screen 

upon arrival can be seen for AGPs; Standard Precautions apply.  

• Patients who are positive for COVID-19 or patients who have not been tested for 

COVID-19 who need an AGP will need Enhanced Respiratory Isolation. See 

section on Respiratory Illness in Ambulatory Care. See the Core Element 1 in 

the above.  

3. Levers to Consider - Virtual visits, digitize/minimize registration, integrate insurance 

confirmation and co-pays into the pre-visit workflow 

 

 

 

 

 

Interventions Specific to Locations: Respiratory Illness in Ambulatory Care 

Note locations in ambulatory care that provide ancillary services including Radiology, 

Phlebotomy, Physical Therapy, Occupational Therapy that choose to provide focused care for 

patients with respiratory illness, including COVID-19, are included in this section.  

 

1. In addition to all requirements for Routine Ambulatory Care: 

• Closed rooms and efficient patient flow to allow immediate rooming of respiratory 

illness patients.  

• Plan for testing patients for respiratory viruses including COVID-19 (either in 

clinic or via referral to testing site). If testing is to be performed in clinic, work flow 

must be established and approved by Infection Control and Laboratory Medicine 

and a results management plan must be implemented. 

• If clinic has interest in performing aerosol generating procedures on respiratory 

illness patients, including patients with suspected or confirmed COVID-19, they 

will require on-site evaluation by local infection control to assess if appropriate, 

establish room turnover requirements, etc.; otherwise AGPs are not allowed for 

respiratory illness patients in the clinic. AGPs should be performed in an AIIR. 

When there is a shortage of AIIR rooms and there is a need for AGPs, AIIRs can 

be assigned based on Partners Policy, prioritized by patient infection status. If 

uncertainty exists regarding prioritization of patients for AIIR, interdisciplinary 

discussion and consultation with Infection Control is encouraged.  

 

 

Interventions Specific to Locations: Urgent Care 

1. In person care: Symptomatic patients 

• Priority rooming for symptomatic patients and implementation of Enhanced 

Respiratory Isolation and implement established and exercised clinic protocols. 

• Clinics that propose to manage known COVID-19 patients will need to meet 

additional requirements. Please see above section on Respiratory Illness in 

Ambulatory Care for these requirements.  

2. Levers to Consider - Virtual visits, digitize/minimize registration, integrate insurance 

confirmation and co-pays into the pre-visit workflow 
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Interventions Specific to Locations: Inpatient 

1. Inpatient Care for patients on Enhanced Respiratory Isolation 

• Patient placement: Private room with the door closed; cohorting of confirmed 

COVID-19 patients is permitted so long as there are no other infection status 

mismatches (e.g. MRSA, C. difficile, etc.).   

• AGPs should be performed in an AIIR. When there is a shortage of AIIR rooms 

and there is a need for AGPs, AIIRs can be assigned based on Partners Policy, 

prioritized by patient infection status. If uncertainty exists regarding prioritization 

of patients for AIIR, interdisciplinary discussion and consultation with Infection 

Control is encouraged.  

2. Inpatient Care for all other patients 

• Admission testing for COVID-19 per Partners testing criteria 

• Standard and Transmission-based Precautions 

• Daily symptom screen  

3. Levers: increase number of private rooms, increase number of AIIRs; dedicated role 

group to ensure reusable equipment is cleaned and disinfected between patients (i.e., 

“equipment tech”) 

 

Interventions Specific to Locations: Procedural Areas 

1. Pre-Visit  

• Arrange COVID-19 testing 48 hours prior to procedure for asymptomatic patients 

if an AGP is planned or likely or if admission is planned after any procedure.    

2. In person care: Symptomatic patients. 

• Priority rooming for symptomatic patients and implementation of Enhanced 

Respiratory Isolation and established and exercised clinic protocols; but with 

intent that patients would be triaged out of clinical space and managed in a 

separate location such as a Respiratory Illness Clinic. 

• Sites that propose to manage symptomatic or known COVID-19 patients will 

need to meet additional requirements. 

3. In person care: known COVID-19, regardless of symptoms; follow symptomatic above. 

4. Levers to consider: virtual visits, digitize/minimize registration, integrate insurance 

confirmation and co-pays into the pre-visit workflow; Testing infrastructure will likely 

need to include a combination of pre-visit testing sites (e.g. drive throughs, peri-op 

testing centers) and testing platforms for patients who were not tested prior to admission  

 

Interventions Specific to Locations: Post-Acute Care 

1. Care for patients on Enhanced Respiratory Isolation 

• Patient placement: Private room with the door closed; cohorting of confirmed 

COVID-19 patients is permitted so long as there are no other infection status 

mismatches (e.g. MRSA, C. difficile, etc.).   

• AGPs should be performed in an AIIR. When there is a shortage of AIIR rooms 

and there is a need for AGPs, AIIRs can be assigned based on Partners Policy, 

prioritized by patient infection status. If uncertainty exists regarding prioritization 

of patients for AIIR, interdisciplinary discussion and consultation with Infection 

Control is encouraged.  
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2. Care for all other patients

• Testing for COVID-19 per Partners testing criteria

• Standard and Transmission-based Precautions

• Daily symptom screen

3. Levers: increase number of private rooms, increase number of AIIRs

Interventions Specific to Locations: Home Based Care 

1. Pre-Visit and Registration

• Reduce number of home-based visits when clinically acceptable

2. In home care: Asymptomatic, no indication for COVID-19 testing

• If AGP required to be performed in the home use appropriate PPE during

procedure and for 3 hours after; or schedule visit for 3 hours after the AP (i.e., if

patient receives home nebulizers).

3. In home environment of care

• Instructions to patient and household members regarding cleaning and

disinfection of surfaces

• Clean and disinfect reusable medical equipment brought into the home when

removed from the home

• Disposable medical supplies brought into the home and accessed without

removal of gloves and hand hygiene performed prior must be discarded.

4. Levers to consider: virtual visits

Interventions Specific to Locations: Non-Clinical Areas 

1. Universal masking of all individuals entering MGB premises.
2. Symptom screening

• For employees, with enforcement of no on-site work while sick

• For visitors, vendors, contractors as we are currently doing

• For all research subjects, pre-visit and in person

3. Minimize density of patients, employees, and visitors to allow for physical distancing:

• Visitor Policy: limit number of visitors per Visitor Policy, screen all visitors for

symptoms and exclude symptomatic visitors, mask all visitors; existing Visitor

Policy will be updated over time with guidance from public health authorities

• Research Subjects: organize physical space and work-flows to allow for physical

distancing in waiting rooms and clinical areas

• Employees: organize work settings, including research, to allow for physical

distancing. Please see the guidance on Staff Areas in this section.

• Limits on size of gatherings will be imposed by Massachusetts regulations.

Currently the limit is no more than 10 individuals in a room.

4. Personal Protective Equipment in Research settings only:

• In laboratory-based research settings, use of personal protective equipment in

addition to surgical mask per Universal Mask Policy is per Standard laboratory

practices and there is no additional PPE to be used outside of laboratory

practices.

• In clinical research settings, refer to guidance on ambulatory and inpatient care.

https://pulse.partners.org/hub/departments/emergency_preparedness/coronavirus/covid19_clinical_policies/visitor_policy
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Appendix A: Standard Precautions 
 

1. Standard Precautions are the minimum infection prevention practices that apply to all 

patient care, regardless of suspected or confirmed infection status of the patient, in any 

setting where health care is delivered. These practices are designed to both protect 

healthcare workers (HCW) from exposure to infection and prevent HCWs from spreading 

infections among patients. Standard Precautions include — 

• Hand hygiene. 

• Use of personal protective equipment (e.g., gloves, masks, eyewear).  
• Respiratory hygiene / cough etiquette. 

• Sharps safety (engineering and work practice controls). 

• Safe injection practices (i.e., aseptic technique for parenteral medications).  

• Sterile instruments and devices. 

• Clean and disinfected environmental surfaces. 

2. Standard Precautions –Hand Hygiene and Personal Protective Equipment  

• Hand Hygiene – Must be performed before every patient contact, after touching 

blood, body fluids, secretions, excretions, contaminated items and immediately 

after removing gloves. 

• Gloves - Wear gloves when there is potential contact with blood (e.g., during 

phlebotomy), body fluids, mucous membranes, nonintact skin or contaminated 

equipment.  

• Gowns - Wear a gown to protect skin and clothing during procedures or activities 

where contact with blood or body fluids is anticipated. Do not wear the same 

gown for the care of more than one patient. Remove gown and perform hand 

hygiene before leaving the patient’s environment (e.g., patient room or exam 

room) 

• Facemask – Wear during procedures and patient-care activities likely to generate 

splashes or sprays of blood, body fluids, or secretions.  

• Eye protection - Wear During procedures and patient-care activities likely to 

generate splashes or sprays of blood, body fluids, or secretions  

 

 

Please see CDC for more info. 
 

https://www.cdc.gov/hai/settings/outpatient/basic-infection-control-prevention-plan-2011/index.html

