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COVID-19: Frequently Asked Questions (FAQs) for 
Endoscopy Services 

This FAQ document has been developed to support Infection Prevention and Control and 

Clinical Teams during the COVID-19 Pandemic. Further information can be found in the Scottish 

COVID-19 addendum for acute settings.  These FAQs are intended to support this guidance 

and have been compiled in response to queries received by ARHAI Scotland. They are not 

intended to instruct colleagues how to manage their services but to address some common 

concerns and support the current guidance. They are not intended to substitute for clinical 

judgement or standard operating procedures but may assist in informing those or amending 

standard operating procedures to ensure compliance with the Scottish COVID-19 addendum for 

acute settings.  

We understand that healthcare staff are faced with various guidance documents and 

publications from multiple sources.  A letter issued in May 2020 by the Chief Nursing Officer, 

Chief Medical Officer and National Clinical Director reinforces the need for healthcare staff to 

follow the guidance issued by Health Protection Scotland (HPS) (now ARHAI Scotland), Public 

Health England (PHE) and Scottish Government Health and Social Care Directorate (SGHSCD) 

in relation to personal protective equipment (PPE) and aerosol-generating procedures (AGPs) 

which has national standing.  The letter can be found at the following link: Coronavirus  

(COVID-19): letter on Aerosol Generating Procedures (AGP) May 2020 

This FAQ attempts to address considerations to be taken into account both when working with 

suspected or confirmed cases of COVID-19 and when carrying out endoscopy and endoscopic 

procedures with patients where COVID-19 is not suspected (and where patients may have been 

tested and/or undergone a period of isolation before the procedure) but COVID-19 is still 

widespread in the local community. It should be read in conjunction with the Scottish COVID-19 

addendum for acute settings; UK COVID-19: infection prevention and control guidance; and 

SIGN COVID-19 position statement: Management of patients attending an endoscopy unit for 

http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
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http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
https://www.gov.scot/publications/coronavirus-covid-19-letter-on-aerosol-generating-procedures-agp/
https://www.gov.scot/publications/coronavirus-covid-19-letter-on-aerosol-generating-procedures-agp/
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any procedure not requiring general anaesthesia; and individual Health Board arrangements for 

high, medium and low risk (red, amber and green/super green) pathways. This document will be 

updated as the evidence base develops and if there are any changes to published guidance, so 

please ensure that you are reading the most recent version. COVID-19 is a new disease and 

therefore the evidence base is limited; where there is insufficient evidence for a definitive 

answer to a question the answer is necessarily based on the consensus of expert opinion. 

Additionally, there inevitably needs to be compromise between risk minimisation and 

practicability: The risks of transmission between individuals are mitigated but cannot be 

removed altogether. 

How is COVID-19 transmitted? 

Evidence to date indicates the route of transmission to be droplet and contact spread.  There 

are two main routes by which COVID-19 is transmitted: 

• Directly – from close contact (within 2 metres) of an infected person - Respiratory 

secretions can enter the respiratory tract via inhalation of droplets or when droplets land 

on the mucous membranes of the eyes, nose and mouth. Applying droplet precautions 

significantly reduces the risk of transmission. 

• Indirectly -  by touching a surface, object or hand of an individual that is contaminated 

with respiratory secretions and then touching your mouth, nose or eyes. Applying contact 

precautions significantly reduces the risk of transmission. 

Interrupting transmission of COVID-19 requires contact and droplet precautions to be applied.  

Airborne precautions must also be applied when undertaking an aerosol-generating procedure 

(AGP). 

There is evidence to suggest transmission may occur from people with mild or no symptoms, or 

before symptoms develop; the Scottish COVID-19 addendum for acute settings sets out the 

PPE to be worn when providing direct patient care to patients in each of the 3 pathways to 

protect staff from the risk of infection that may be transmitted from patients. 

The Scottish COVID-19 addendum for acute settings describes examples of COVID-19 patient 

pathways which should be established by Boards in order to segregate patients according to 

their risk of COVID-19. Each Board will implement these pathways according to its own service 

provision requirements and the clinical needs of its patients, and so there may be differences in 

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiQ4cGXyPDuAhWcuHEKHbW_BJgQFjAAegQIARAC&url=https%3A%2F%2Fwww.sign.ac.uk%2Fmedia%2F1818%2Fendoscopy-guidance_v11-final.pdf&usg=AOvVaw0XniWoJ4uTl6YLg9ctnLnN
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
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the detail of implementation between Boards. All staff should ensure that they are familiar with 

the arrangements in their own workplace. Each pathway has different PPE and cleaning 

requirements. Your local IPCT can provide you with more information on the pathways within 

your Board. 

Low Risk Patient Pathway (Green) 

As part of the process of remobilisation of services in NHSScotland, Health Boards have 

established pathways to ensure that patients coming to hospital for planned procedures are, as 

far as possible, free of COVID-19 infection. The Scottish Intercollegiate Guidelines Network has 

produced SIGN COVID-19 position statement: Management of patients attending an endoscopy 

unit for any procedure not requiring general anaesthesia, which includes criteria for testing and 

self-isolation for patients undergoing elective endoscopic procedures. Patients who have had 

the necessary negative COVID-19 test as outlined in the guidance, self-isolated since their test, 

and passed the symptom assessment on arrival, may be regarded as low risk with respect to 

COVID-19. Similarly, patients who meet the isolation and testing criteria detailed in the SIGN 

COVID-19 position statement: Reducing the risk of postoperative mortality due to COVID-19 in 

patients undergoing elective surgery may also be regarded as low risk with respect to COVID-

19. Patients for elective procedures who do not meet either set of criteria should have their 

procedure rescheduled other than in exceptional circumstances. 

How should low risk patients be managed with respect to 
endoscopy? 

With some exceptions, as described below, these low risk patients should be managed as they 

would have been before the COVID-19 pandemic. Endoscopy lists should be comprised of low 

risk (green pathway) patients on the same pathway; there should be no contact with patients 

outside this pathway. Staff should be assigned to work with this list only for the duration of their 

shift wherever possible. ‘Physical distancing’ should be observed in admission areas, with a 

minimum distance of two metres maintained between patients. In recovery areas where patients 

are wearing face masks; hand hygiene is actively encouraged; patient (and accompanying 

carer) movement is monitored and managed to minimise interaction between patients (it is 

assumed patients are trolley bound when I recovery); and there is signage to alert patients to 

these measures and stressing the importance of complying with them; physical distancing 

between patients may be reduced below 2 metres.  This exception is to maximise the 

https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiQ4cGXyPDuAhWcuHEKHbW_BJgQFjAAegQIARAC&url=https%3A%2F%2Fwww.sign.ac.uk%2Fmedia%2F1818%2Fendoscopy-guidance_v11-final.pdf&usg=AOvVaw0XniWoJ4uTl6YLg9ctnLnN
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiQ4cGXyPDuAhWcuHEKHbW_BJgQFjAAegQIARAC&url=https%3A%2F%2Fwww.sign.ac.uk%2Fmedia%2F1818%2Fendoscopy-guidance_v11-final.pdf&usg=AOvVaw0XniWoJ4uTl6YLg9ctnLnN
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwiAtqPs1_DuAhUwRxUIHQCnDXIQFjAAegQIAxAC&url=https%3A%2F%2Fwww.sign.ac.uk%2Fmedia%2F1822%2Felective-surgery_v2.pdf&usg=AOvVaw3nPozIy-YRkDmYtkdTwowl
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwiAtqPs1_DuAhUwRxUIHQCnDXIQFjAAegQIAxAC&url=https%3A%2F%2Fwww.sign.ac.uk%2Fmedia%2F1822%2Felective-surgery_v2.pdf&usg=AOvVaw3nPozIy-YRkDmYtkdTwowl
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwiAtqPs1_DuAhUwRxUIHQCnDXIQFjAAegQIAxAC&url=https%3A%2F%2Fwww.sign.ac.uk%2Fmedia%2F1822%2Felective-surgery_v2.pdf&usg=AOvVaw3nPozIy-YRkDmYtkdTwowl
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throughput of patients and applies to the low risk pathway only and endoscopy suites where 

recovery areas are limited in size. The local IPCT should be involved in alterations to the 

physical distancing and minimum bed spacing requirement must be considered as per SHPN 

04-01. Staff should wear fluid-resistant surgical masks (FRSMs) as described below. 

What infection control precautions need to be taken with low-risk 
patients? 

As with all patients, standard infection prevention and control precautions (SICPs) should be 

used at all times. Particular attention should be paid to hand hygiene before and after any 

patient contact. In line with published guidance on the extended use of face masks all staff 

should wear a fluid-resistant surgical face mask (FRSM) throughout their shift, including when 

providing direct patient care to those on the low risk pathway. Aprons and gloves are required 

where there is anticipated exposure to blood and body fluids. 

All individuals attending hospital should wear a face covering if tolerated, and a surgical 

facemask should be worn by all inpatients across all pathways where it can be tolerated and 

does not compromise their clinical care, for example when receiving oxygen therapy. Patients 

should wear their mask or face covering throughout the procedure where possible. If the mask 

or face covering is removed during the procedure, the patient should be asked to replace their 

face covering or don a new mask. 

Transfer to and from the Endoscopy Suite should be as it was before the COVID-19 pandemic. 

Patients should be accompanied by all documentation necessary for their safety. This includes 

all relevant medical notes, checklists and consent forms. 

Aerosol generating procedures (AGPs), including upper gastrointestinal (GI) tract endoscopy 

where open suction of the upper respiratory tract occurs, may be carried out as they were 

before the COVID-19 pandemic. Staff do not need to wear filtering face piece (FFP) respirator 

face masks unless the patient is known or suspected to be infected or colonised with another 

infectious agent transmitted via the droplet or airborne route but should wear a FRSM at all 

times as described above. However, as stated in the Scottish COVID-19 addendum for acute 

settings, we recognise that some staff remain anxious about performing AGPs on patients 

during this COVID-19 pandemic and therefore when prevalence is high, and where staff have 

concerns about potential exposure to themselves, they may choose to wear an FFP3 respirator 

https://www.gov.scot/publications/coronavirus-covid-19-interim-guidance-on-the-extended-use-of-face-masks-in-hospitals-and-care-homes/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
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rather than an FRSM when performing an AGP on a low-risk pathway patient.  This is a 

personal PPE risk assessment. 

Even when an aerosol generating procedure (AGP) is undertaken, no post aerosol generating 

procedure fallow time (PAGPFT) is required if a patient is on the low risk pathway, nor is any 

additional cleaning other than that normally carried out in the period before the COVID-19 

pandemic (and as per national cleaning services specification), unless the patient is known or 

suspected to be infected or colonised with another infectious agent transmitted via the droplet or 

airborne route. 

SICPs as described in the National Infection Prevention and Control Manual should be in place 

for every patient, in addition to all other precautions necessary to minimise the risk of 

procedure-related infection (e.g. endoscope decontamination). 

There is no need for additional infection prevention and control precautions. The objective of 

these care pathways involving testing and isolation is to reduce risk as far as possible and 

remove the need for unnecessary precautions. 

Medium and High Risk Pathways (Amber and Red Pathways) 

All patients on the high risk (red) pathway must be treated as infectious and appropriate 

infection prevention and control measures applied in accordance with the Scottish COVID-19 

addendum for acute settings. 

These control measures are also required for those on the medium risk (amber) pathway. While 

these patients are not clinically suspected as having COVID-19, they do not meet the isolation 

and testing criteria for a low risk pathway and so there is a potential risk of transmission of 

infection from individuals who are asymptomatic or who are in the pre-symptomatic phase of 

infection.  

However, patients on the medium risk pathway must also be regarded as potentially vulnerable 

to infection, and therefore segregated from those on the high risk pathway.  

Endoscopy teams should follow the criteria within their Board, and ensure that it is clear how 

patients on each pathway are to be managed. It must be clear before the procedure is carried 

out which pathway each individual patient is following. 

http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
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Should all patients who are not on the low risk pathway be 
managed in the same way? 

All patients who are on the medium and high risk (amber and red) pathways should be regarded 

as potentially able to pass the COVID-19 virus on to others and managed as set out in the 

Scottish COVID-19 addendum for acute settings. The guidance for patient placement, PPE, 

equipment, care of the environment, blood and body fluids, and AGPs are the same for the 

medium-risk and high-risk pathways for the purposes of endoscopy. 

Remember that patients on these pathways must also be kept separate: Patients on the 

medium risk (amber) pathway need to be regarded as at risk of infection (as well as potentially 

infectious) so must not be mixed with patients on the high risk (red) pathway who have 

suspected or confirmed COVID-19. 

How should patients on medium and high risk pathways be managed before, during and after 

their procedure? 

These patients need to be managed in such a way as to minimise the risk of infection to staff 

and other patients. This means continuing to implement additional transmission-based 

precautions (TBPs) to prevent transmission of the COVID-19 virus as described in the Scottish 

COVID-19 addendum for acute settings. 

Can we use the same endoscopy suite for a mixture of patients on 
different pathways on the same procedure list? 

This is not advised due to risk of cross-transmission and should be avoided wherever possible. 

If mixing patients on different pathways on the same list is unavoidable, the list should be 

managed so as to minimise the risk of transmission between patients, starting the list with the 

lowest risk patients and finishing with the highest risk. 

Endoscopy departments should consider using signage to remind staff which patient pathway is 

being followed by the patients on any given list to act as a reminder of the precautions that need 

to be in place. 

http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
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Can we run separate procedure lists for patients on different 
pathways at the same time? 

This will depend on the layout and patient pathway in each endoscopy department. The best 

practice is not to have patients from different pathways in the department at the same time 

because of the difficulty in keeping the pathways completely separate. Patients should only be 

in the department with those from different pathways if there is clear, well defined segregation to 

ensure that patients from different risk pathways do not mix. This must include recovery areas 

as well as the endoscopy rooms. 

Can we recover patients on the medium and high risk pathways at 
the same time? 

This will depend on the layout of the recovery area in each department. Recovery areas must 

have clearly defined segregation between pathways to ensure the risk categories do not mix.  

Ventilation systems should be reviewed to ensure air changes and air flows are compliant with 

SHTM 03-01. 

Does the endoscopy suite ventilation need to be altered in any 
way? 

No. Rooms where endoscopies are carried out and where endoscopes are cleaned require 

specialist ventilation as set out in Scottish Health Technical Memorandum 03-01. The Board 

should seek assurance that ventilation systems are performing as required, particularly with 

respect to the number of air changes per hour (ac/h) as this will determine the post-aerosol 

generating procedure fallow time (PAGPFT) required for medium and high risk patients 

Does the endoscopy suite need to be altered or modified in any 
other way? 

No changes are required to the existing infrastructure but, in line with best practice, the amount 

of equipment and materiel in the procedure room should be kept to a minimum. All items 

required for a procedure should be brought into the room before the procedure begins, and 

other items that may be required should be stored close to the procedure room to facilitate 

http://www.hfs.scot.nhs.uk/publications-/guidance-publications/?keywords=ventilation&section=&category=&month=&year=&show=20
http://www.hfs.scot.nhs.uk/publications-/guidance-publications/?keywords=ventilation&section=&category=&month=&year=&show=20
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prompt access if they are required. Staff movements during the procedure should be minimised 

and the use of an additional staff member may be required to help facilitate collecting additional 

items is recommended where staffing levels permit. 

Do all endoscopic procedures carry the same risk? 

No. Endoscopic procedures examining the upper gastrointestinal tract or respiratory tract are 

regarded as capable of generating potentially infectious aerosols and so pose a higher risk than 

other procedures. These are described as aerosol-generating procedures (AGPs) and include 

• Bronchoscopy 

• Upper ENT airway procedures that involve respiratory suctioning 

• Upper gastro-intestinal endoscopy where open suctioning of the upper respiratory tract 

occurs 

AGPs require additional PPE as described below. This must be worn by all staff within the 

procedure room until at least the end of the post-AGP fallow time (PAGPFT) as shown in the 

table later in this document. 

What documentation should accompany the patient? 

Patients should be accompanied by all documentation necessary for their safety. This includes 

all relevant medical notes, checklists and consent forms. Care should be taken to minimise the 

risk of contamination of paperwork (e.g. by keeping it at a distance of two metres or more from 

the patient during aerosol generating procedures) but it is essential that all members of the 

procedure team have access to relevant documentation at all times. Any paper-based patient 

safety systems (e.g. visual check of consent form) must be carried out as normal in line with the 

department’s standard operating procedures. 

The practice of transcribing records to avoid taking documentation into the procedure 
room is not recommended. If a Board decides to ignore this guidance and engage in such a 

practice, it must be thoroughly risk assessed and must incorporate systems to minimise the risk 

of transcription error and to identify such errors if they occur.  
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What staff are required in the procedure room? 

For patients on the medium and high risk pathways the number of staff in the procedure room 

should be minimised and there should be no supernumerary staff, but there should be sufficient 

staff for the all procedures to be carried out safely and efficiently. Staff should wear PPE as 

described below. The movement of staff into and out of the procedure room should be 

minimised, especially during any aerosol-generating procedures, and the use of an outside 

runner to help facilitate this is preferable where staffing levels permit. Patient safety must always 

take priority: If a medication or item of equipment is urgently required from outside the 

procedure room a member of the procedure team should collect it rather than wait for an 

additional staff member. 

Can staff move between procedure rooms? 

If more than one procedure room in the department is in use at the same time staff should 

remain in the same procedure room for the duration of the procedure list if possible.  

If there are simultaneous procedure lists for patients on different pathways (not recommended – 

see above) staff should not move between procedure rooms (i.e. high risk to medium risk or 

medium to low risk pathway) within the same shift if this can be avoided.  

When can the patient leave the procedure room? 

The patient may leave the procedure room to go to recovery as soon as the procedure has 

finished. If the patient has undergone an AGP then staff remaining in the procedure room need 

to continue to wear appropriate PPE until the end of the post-AGP fallow time (PAGPFT) – see 

below. 

What cleaning is required after the procedure? 

Once each patient has left the procedure room it should be cleaned as described in the Scottish 

COVID-19 addendum for acute settings, paying particular attention to hand contact points. Staff 

carrying out cleaning will be required to wear appropriate PPE as described below (e.g. face 

fitting respirator if still within AGP fallow time). 

http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
http://www.nipcm.hps.scot.nhs.uk/scottish-covid-19-infection-prevention-and-control-addendum-for-acute-settings/
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When should the procedure room be cleaned? 

If an aerosol generating procedure (AGP) has been carried out, cleaning can commence ten 

minutes after the end of the procedure (to ensure that the ten-minute droplet settling time has 

elapsed) or as soon as the patient leaves the procedure room, whichever is later. If no AGP has 

been carried out cleaning can commence as soon as the patient leaves the procedure room. 

Staff carrying out cleaning should wear PPE as described below. Once cleaning has been 

completed, the procedure room is ready for the next patient, providing the post-AGP fallow time 

(PAGPFT) has expired since completion of the last AGP. See the section below on PAGPFT. 

How should instruments be transported and decontaminated after 
the procedure? 

Endoscopes and other devices should be decontaminated in accordance with manufacturers’ 

advice, including the initial flush in the procedure room immediately after completion of the 

procedure. There may be the potential for this flush to disperse contaminated droplets from an 

infected patient; however, the flush should be done immediately after completion of the 

procedure and all staff in the vicinity should still be wearing appropriate PPE so the flush should 

create no additional risk to staff in the procedure room.  

After the endoscope has been flushed it should be transported to the decontamination area in 

line with the department’s standard operating procedures and no additional precautions are 

required.  

Do sharps boxes need to be disposed of after each case? 

No. They should be kept clean and wiped over between cases but do not need to be disposed 

of after each case. 

Should bed and trolley wheels be decontaminated before or after 
entering the procedure room? 

No. Wheels should be cleaned and disinfected as part of the standard cleaning routines for 

beds and trolleys but no additional cleaning or disinfection is required. In particular, liquids such 

as chlorine releasing agents or detergents should not to be placed on the floor for wheels to 
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pass over prior to entering or leaving the department or individual procedure rooms; this creates 

a slip, trip and fall hazard. The same applies to shoes worn by staff or patients. Staff clothing 

and shoes should be visibly clean and free of body fluids or splashes. 

What personal protective equipment (PPE) should be worn? 

All staff in the endoscopy department should wear a minimum of a fluid resistant surgical mask 

throughout their shift, in line with the Chief Medical Officer’s letter of 23 June 2020 and Scottish 

Government guidance on extended use of face masks. 

When providing direct patient care, staff must wear a fluid resistant surgical mask (FRSM) in all 

patient pathways.  The use of aprons, gloves and eye protection in the low risk pathways should 

be risk assessed in line with standard infection control precautions (SICPs) and worn where 

there is anticipated exposure to blood or body fluids.  Within the medium and high risk 

pathways, gloves, aprons and FRSM must be worn when providing direct patient care. Eye 

protection should also be worn if there is a risk of splashing to the face and at all times during 

direct patient care on the medium and high risk pathways.  FRSMs and face/eye protection may 

be worn on a sessional basis. Masks should be changed when they become wet or soiled, or if 

they are removed for any reason, for example when eating or drinking. 

Anyone in the procedure room while an aerosol generating procedure (AGP) (see above) is 

carried out on a patient on the medium or high risk pathway should wear additional appropriate 

PPE: I.e. disposable or reusable fluid-repellent gown or coverall, disposable gloves, filtering 

face piece (FFP) respirator (instead of, not in addition to, the fluid resistant surgical mask) and 

face/eye protection. Note that this differs from guidance in the Frequently asked questions 

(FAQs) for operating theatres that this level of PPE is only required by staff within two metres of 

the AFP; this is because endoscopy procedure rooms are generally smaller and have fewer air 

changes than operating theatres. If the procedure is being carried out in an operating theatre, 

then the operating theatre guidance will apply. 

FFP respirators may be worn on a sessional basis. FFP respirators should be changed when 

they become wet or soiled, or if they are removed for any reason. If the FFP respirator has a 

valve, or is not fluid-resistant, full face protection that covers the mouth as well as the eyes must 

be worn. 

https://www.gov.scot/publications/coronavirus-covid-19-interim-guidance-on-the-extended-use-of-face-masks-in-hospitals-and-care-homes/https:/www.gov.scot/publications/coronavirus-covid-19-interim-guidance-on-the-extended-use-of-face-masks-in-hospitals-and-care-homes/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-frequently-asked-questions-faqs-for-operating-theatres/
https://www.hps.scot.nhs.uk/web-resources-container/covid-19-frequently-asked-questions-faqs-for-operating-theatres/
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Are designated areas required for putting on and removing PPE? 

No. COVID-19 is not considered an infectious disease of high consequence and designated 

areas are not required. PPE may be donned wherever convenient, and removed in any 

appropriate area that has easy access to waste disposal and hand hygiene facilities, as long as 

this is more than two metres from others and, if in an area where an AGP has been carried out, 

after the end of the PAGPFT. 

Post AGP Fallow Time 

What is post AGP fallow time (PAGPFT)? 

The PAGPFT is the length of time that it takes for any aerosol generated by an AGP to 

disperse, settle out and/or be sufficiently diluted that airborne infection control precautions are 

no longer required. The length of the PAGPFT depends on the degree of ventilation in the room 

and the duration of the aerosol-generating procedure: The longer the procedure goes on, the 

more aerosol will be produced and the longer it will take to disperse; the more ventilation there 

is in a room, the faster the aerosol will be dispersed. 

When does the Post AGP fallow time (PAGPFT) calculation 
commence? 

The PAGPFT commences as soon as the AGP has been completed. 

When should AGP PPE be worn for patients on the medium and 
high risk pathways? 

PPE as described above for AGPs should be worn by everyone who is in the procedure room 

whilst the AGP is being carried out and until the PAGPFT has elapsed. 
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How long is the post-aerosol generating procedure fallow time 
(PAGPFT)? 

A single air change is estimated to remove 63% of airborne contaminants. In addition, there will 

be some dilution effect but this will be less in a procedure room than in, say a large operating 

theatre. In practical terms, this means that in a procedure room working with 15 air changes per 

hour$ a face fitting respirator is no longer required within the procedure room 14-16 minutes* 

(see table 1) after completion of the AGP. Please note that the reduction in aerosol exposure 

with time and distance is a continuum, not a step change. Risk will also increase with proximity 

to the patient and decrease with time elapsed after the AGP, in addition to air changes.  Post 

aerosol generating procedure fallow time (PAGPFT) durations in minutes are detailed in  

Table 1. 

$SHTM 03-01 Part A recommends 15 air changes per hour for endoscopy rooms but we 

recognise that this may not always be achieved in older premises  

*Dependent on length of AGP: refer to table 1 

Table 1: Post AGP fallow time duration in minutes, by duration of AGP and 
air change rate: 

 Duration of AGP (min) Air change rate (AC/h) 

 1 2 4 6 8 10 12 15 20 25 
3 230 114 56 37 27 22 18 14 10 8*(10) 
5 260 129 63 41 30 24 20 15 11 8*(10) 
7 279 138 67 44 32 25 20 16 11 9*(10) 
10 299 147 71 46 34 26 21 16 11 9*(10) 
15 321 157 75 48 35 27 22 16 12 9*(10) 

 
*The minimum fallow time (to allow for droplet settling time) is 10 minutes 

The table for the post AGP fallow times (PAGPFT) has been devised following modelling 

undertaken by HFS/ARHAI and in conjunction with Prof. C Noakes at Leeds university.  
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What is the air change rate in a naturally ventilated area? 

It is often difficult to calculate air changes in areas that have natural ventilation only.  Natural 

ventilation, particularly when reliant on open windows can vary depending on the climate.  

An arbitrary air change rate in these circumstances has been agreed as 1-2 air changes/hour. 

Carrying out AGPs, including endoscopy of the respiratory or upper GI tracts, is not 

recommended in an area with only natural ventilation. Endoscopic procedures that do not 

generate an aerosol may be carried out in these areas. 

Can AGPs be undertaken in areas with zero air changes? 

No. If the area has zero air changes and no natural ventilation, then AGPs, including endoscopy 

of the respiratory or upper GI tracts, should not be undertaken. AGPs should not be 
undertaken in any unventilated area. Endoscopic procedures that do not generate an aerosol 

may be carried out in these areas but the lack of ventilation should be taken into account when 

assessing the suitability of these areas for carrying out any procedure, particularly with patients 

on high and medium risk pathways. 
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