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AIM
The aim of the home is to maintain the highest standards of infection control at all times and ensure
that, as far as is reasonably practicable, our service users live in a clean and hygienic environment
where they are protected, where possible, from the spread of infection.
BACKGROUND
Infection control is a critical element in the running and management of any residential or nursing care
home. Infectious diseases that can be spread if inadequate controls are in place include serious infections
which, in certain circumstances, can cause debilitating illness, severe ill health and even death. Not only
do high standards of infection control mean that service users will be protected from the spread of such
infectious diseases and illness but staff will also be protected, thus leading to lower sickness rates and
better continuity of care for service users. Examples of diseases and organisms spread from person to
person include stomach bugs and vomiting bugs through to serious examples such as flu, MRSA, e-coli,
C.difficile and food poisoning. In order to protect our service users from the spread of such infections,
and in order to maintain their health and well-being, this home is committed to the highest possible
standards of infection control as a key priority area.
This home complies fully with the Department of Health ‘Essential Steps’ infection control guidance
and with The Health and Social Care Act 2008: Code Of Practice for health And adult social care on
the prevention and control of infections and related guidance, which applies to adult social care
providers from October 2010.
The policy is based on evidence-based guidelines, including those on hand hygiene at the point of care
and the use of personal protective equipment.

INTRODUCTION
Infection control is the name given to a wide range of policies, procedures and techniques intended to
prevent the spread of infectious diseases amongst staff and individuals. All of the staff working in the
organisation are at risk of infection or of spreading infection, especially if their role brings them into
contact with blood or bodily fluids like urine, faeces, vomit or sputum. Such substances may well contain
pathogens that can be spread if staff do not take adequate precautions.
In addition to normal everyday standards of infection control, there are occasions where more is
required, dependent upon the type of situation which from time to time may arise. They are generally
classed as:
Outbreaks: these can occur at any time, are usually brought into the service users’ home and are
often communicable diseases, such as scabies, norovirus etc. They are localised in nature.
Epidemic: this is an outbreak of a disease that occurs over a set geographical area and affects an
exceptionally high proportion of the population, such as yellow fever, cholera, and smallpox.
Pandemic: this relates to a geographical spread from country to country and continent to continent,
infection and spread is quick and fatalities can be high within recognised “at risk” groups of people.
As an organisation we follow the advice and guidance for the mitigation and management of these types
of situations issued by the government, available from public health authorities and the .Gov website.
This organisation believes that adherence to strict guidelines on infection control is of paramount
importance in ensuring the safety of both individuals and staff. It also believes that good, basic hygiene
is the most powerful weapon against infection, particularly with respect to hand washing.
Note: Under the Health and Social Care Act 2008, (Regulated Activities) Regulations 2014, Regulation
12 Safe Care and Treatment, all managers are required to comply with the “Code of Practice for Health
and Adult Social Care on the Prevention and Control of Infections and Related Guidance July 2015”
The Code of Practice on the prevention and control of infections applies to registered providers of all
health and social care in England. The Code of Practice sets out 10 criteria against which the Care Quality
Commission (CQC) will judge a registered provider on how it complies with the infection prevention
requirement which is set out in the regulations. As an organisation we have read and considered this
document and its application throughout our service.
This home understands that it has a legal duty under the Health and Social Care Act 2008 amended 2015
(Regulated Activities) Regulations 2014 to protect its service users, and others who use the premises, from
any identifiable risks of health care related infections. The regulations specify that the home must have in
place:
1. The effective operation of systems designed to assess the risk of and to prevent, detect and control the spread
of a health care associated infection
2. Where applicable, the provision of appropriate treatment for those who are affected by a health care
associated infection
3. The maintenance of appropriate standards of cleanliness and hygiene in relation to:
 premises occupied for the purpose of carrying on the regulated activity
 equipment and reusable medical devices used for the purpose of carrying on the regulated activity
 materials to be used in the treatment of service users where such materials are at risk of being
contaminated with a health care associated infection.
It is required that providers of services to comply with the Department of Health Code of Practice for health
and adult social care on the prevention and control of infections and related guidance.

ORGANISATION AND MANAGEMENT
1. Roles and responsibilities within the home
The home’s policy details the roles and responsibilities of the staff during an outbreak of
communicable disease or episode of infection. The roles and responsibilities of senior personnel
are as follows:
The service provider, Kindcare (UK) LTD, of the home is responsible under health and safety
legislation for maintaining an environment which is safe for residents, visitors and staff alike.
Suitable arrangements and procedures for control of infection would form part of the health and
safety requirements.
The Registered Manager have 24 hours access to advice on infection prevention and control from
a suitably qualified and competent individual.
The Deputy Manager is the Infection Prevention and Control Lead (IPC Lead), has ensured
that appropriate infection control policies and procedures exist, are readily available, are
understood by all members of staff and are used within the home. The IPC Lead Produces annual
statement on Infection Prevention and Control.
2. Goals
The goals of the organisation are to ensure that:
Residents, their families and staff are as safe as possible from acquiring infections through
work-based activities.
All staff at the organisation are aware of, and put into practice, basic principles of infection
control.
The organisation will adhere to infection control legislation:
The Health and Safety at Work Act etc. 1974 (HSWA 1974) and the Public Health
Infectious Diseases Regulations 1988, which place a duty on the organisation to prevent the
spread of infection.
The Reporting of Incidents, Diseases and Dangerous Occurrences Regulations 2013
(RIDDOR), which place a duty on the organisation to report outbreaks of certain diseases as
well as accidents such as needle-stick accidents.
The Control of Substances Hazardous to Health Regulations 2002 (COSHH), which
place a duty on the organisation to ensure that potentially infectious materials within the
organisation are identified as hazards and dealt with accordingly.
The Environmental Protection Act 1990, which makes it the responsibility of the
organisation to dispose of clinical waste safely.
The Food Safety Act 1990 and 2013.
The Health and Social Care Act 2008, and the accompanying Code of Practice “Code of
Practice for Health and Adult Social Care on the Prevention and Control of Infections and
Related Guidance, July 2015”.
Any Government Guidance and Legislation issued to prevent the spread of infection and
disease in epidemic and pandemic situations.
Code of Practice
CRITERION 1
There is a clear governance structure and accountability that identifies our Infection Prevention
Control lead and who they are required to report to: the Deputy Manager / Clinical Lead
As an organisation we ensure there are adequate resources in place to secure the effective
prevention of infection.

Risk assessments have been carried out which support us in the decisions about what parts of
the 10 criterions apply to our service
This organisation have the evidence to support any decisions made in infection prevention and
control and this will include; implementation of an infection control and cleanliness
programme, the infrastructure in place to support this programme and the monitoring and
reporting of infections
All staff receive suitable, sufficient information, supervision and training required to prevent
the risks of infection and when and how to access outside infection control expertise.
All staff are required to make infection control a key priority and to act at all times in a way
that is compatible with safe, modern and effective infection control practice
Any staff member who does not feel that they have access to sufficient facilities and supplies
of appropriate equipment, in order that they can implement effective infection control
procedures and techniques, have a duty to inform their line manager or supervisor.
All staff will be given specialised Covid-19 Infection Prevention Control Training, competency testing
and updated as requirements change.

Key policies are in place, processes in place to ensure they are being followed and regularly
updated
A decontamination lead is in place
A water safety is in place to comply with legionella policy

Covid 19

Covid 19

CRITERION 2
Our cleaning routines respect the fact that in a care home a resident’s bedroom and other
shared areas may have furniture and other possessions that belong to the individual. Wherever
possible we support the individual to be independent and keep choice and control over their
lives including their environment
With the view of minimising infection, this organisation IPC Lead is the responsible lead for
environmental cleaning and decontamination of equipment
The environment means the whole of the care premises including the fabric of the building,
equipment and water and ventilation and any vehicles used for transportation.
On a day to day basis the person in charge of the shift is responsible in ensuring cleanliness
levels are maintained.
A cleaning and maintenance schedule is in place to ensure the premises is kept clean and in a
good state of physical repair.
The cleaning schedule includes the cleaning, disinfecting and decontamination of equipment
such as hoists, beds and commodes following our decontamination policy.
Advice and information on cleaning, disinfection and infection prevention is available and
regularly accessed by our staff.
CRITERION 3
All medication is reviewed regularly by relevant GPs and records kept of all prescribed
medication on the residents MAR and also in their care or support plans. This includes antimicrobial prescriptions including allergies, dose, duration and reason for the medication. As an
organisation we are aware of the importance of reducing the prescribing of anti-microbial
prescriptions but are led by the appropriate health professionals.
CRITERION 4
We provide suitable, up to date information on infection prevention and control to our residents,
their visitors and any person concerned with their care or support. This is done during residents
meetings, newsletters, e-mails and information posters within the homes’ communal areas. This is
also communicated, when required, in Accessible Information Formats such as large print or easy
read.
1. Effective Hand Washing (refer to section: Hand washing policy and procedure)

This organisation believes that the majority of cross-infection in a care environment is caused
by unwashed or poorly washed hands, which provide an effective transfer route for microorganisms. The organisation believes that regular, effective hand washing and drying, when
done correctly, is the most effective way to prevent the spread of communicable diseases.
Staff who fail to adequately wash and dry their hands before and after contact with residents
may transfer micro-organisms from one resident to another and may expose themselves,
residents and the public to infection.
2. In this organisation:
a) All staff should, at all times, observe high standards of hygiene to protect themselves and
their residents from the unnecessary spread of infection
b) All staff should ensure that their hands are thoroughly washed and dried:
Between seeing each and every resident where direct contact is involved, no matter
how minor the contact
After handling any body fluids or waste or soiled items
After handling specimens
After using the toilet
Before handling foodstuffs
Before and after any care or clinical activity
c) Hands should be washed thoroughly and frequently - liquid soaps and disposable paper
towels should be used rather than bar soaps and fabric towels
d) All cuts or abrasions, particularly on the hands, should be covered with waterproof
dressings at all times
e) Ordinary soap is considered to be effective for routine use in removing dirt and reducing
levels of transient micro-organisms on the skin to acceptably safe levels
f) The use of antiseptic or antimicrobial preparations is recommended if residents are known
to have an infectious disease or are colonised with antibiotic-resistant bacteria, such as
Methicillin Resistant Staphylococcus Aureus
g) Antiseptic hand washing solutions may also be used in situations where effective hand
washing is not possible
h) The use of alcoholic products for hand decontamination is not intended to replace washing
hands with soap and water but rather to supplement hand washing where extra
decontamination is required, or else to provide an alternative means of hand
decontamination in situations where standard facilities are unavailable or unacceptable (for
example between residents or in unsanitary conditions)
i) To be effective, hands should be thoroughly washed before the use of an alcoholic rub and
again after the procedure or resident contact has ended.
3. Visitors (also refer to ‘Covid 19 Interim Visitors policy and procedure’)
Visitors are informed of the reasons why they should stay away from the home when they
have an infection themselves.
This is explained in our Resident guide and information is on display around the home. In
these circumstances, we encourage visitors to email or telephone to keep in touch with the
resident.
National or local campaign posters also inform visitors of the dangers of infection and the
necessity of good hand washing.
Resident and family meetings are also used as a forum to explain any infection control
issues.
When there is an Outbreak, Epidemic or Pandemic situation visitors are made aware by
various means and a notice is posted on our front door or at reception asking them not to
visit except in specific circumstances which should be discussed with the registered
manager, for example, “End of Life” Care. Government guidelines are implemented and
followed.
If visitors have any concerns about hand washing or infection prevention issues they are
encouraged to speak to the person in charge on the day or contact the registered manager.
Visitors are also kept informed of what action is being taken to prevent the spread of any
infection and prevent any further occurrences.
During this Covid-19 pandemic, we have separate visiting procedures following current
government guidelines for visiting Care Homes.

CRITERION 5
Staff are trained and regularly updated to recognise the signs of an infection. Prompt recognition
enables the GP to diagnose and treat quickly and any isolation procedures being put in place to
reduce cross infection.
CRITERION 6
As an organisation we ensure that everyone working in the care setting, including agency staff,
volunteers and contractors understand and comply with the requirements of preventing and
controlling infection.
All workers including volunteers have infection control responsibilities in their job description
Infection prevention and control is part of induction and training is received annually or
whenever a situation changes in relation to infection control or further information is required.
If staff are required to develop skills for invasive techniques or aseptic techniques specialised
training is given by a health professional and this includes further infection control and
prevention knowledge.
Regular staff competency observations are in place to monitor working practice in all areas of
infection prevention and control
CRITERION 7
When isolation is required, a resident’s own room is used. The room is single occupancy.
CRITERION 8 This criterion does not apply to Adult Social Care
CRITERION 9 refer to ‘Personal Protective Equipment’ policy and procedure

As an employer, we are legally required to assess risks from sharps injuries and put appropriate
control measures in place. Health and Safety (Sharp Instruments in Healthcare) Regulations 2013
apply to organisations providing healthcare. This includes nursing homes and providers
delivering healthcare in residential homes or people’s own homes.
External healthcare professionals may use sharps as part of their routine practice. They should
safely dispose of sharps using their own sharps disposal process.
Care workers may use sharps as part of a delegated task. They should follow this safe use and disposal of
sharps procedure.

Following NICE Clinical guideline [CG139] Healthcare-associated infections: prevention
and control in primary and community care Published date: March 2012 Last
updated: February 2017 (1.1.4 Safe use and disposal of sharps):
Safe Use and Disposal of Sharps
sharps should not be passed from hand to hand and handling should be kept to a minimum
sharps should be discarded immediately after use by the person generating the sharps waste
used standard needles should never be bent, broken or recapped before disposal
sharps, typically needles or blades, should be disposed of in proper, purpose-built sharps
disposal containers complying with BS7320.
sharps should never be disposed of in ordinary or clinical waste bags.
sharps boxes should be in a safe position to avoid spillages, at a height that allows the safe
disposal of sharps, away from public access and is out of the reach of children.
boxes should be temporarily closed when not in use
boxes should never be filled above the fill line
boxes must not be used for any other purpose other than the disposal of sharps
when full, boxes should be sealed, marked as hazardous waste and clearly labelled with the
service user’s details.
staff should never attempt to force sharps wastes into an over-filled box.
used, filled boxes should be sealed and stored securely until collected for incineration
according to individual arrangements.
sharp boxes should be disposed of every 3 months even if not full, by the licensed route in
accordance with local policy
Staff must ensure traceability of sharps containers in case of the adverse incident by labelling the
sharps bin at the time of assembly with:

Point of origin
Date
Name of the person assembling the bin (print name not signature)
sharp safety devices should be used if a risk assessment has indicated that they will provide
safer systems of working for staff or service users
all staff must be trained and assessed in the correct use and disposal of sharps and sharps
safety devices
In the event of an injury with a potentially contaminated needle staff should:
Wash the area immediately and encourage bleeding if the skin is broken
Report the injury to their line manager immediately and ensure that an incident form is
filled in
Make an urgent appointment to see a GP or, if none is available, Accident and Emergency.
If a member of staff has been injured by a sharp that has or may have exposed them to a
blood-borne virus, the manager must make sure that they have:
Immediate access to medical advice
Been offered post-exposure prophylaxis and any other medical treatment, as advised by
a doctor
Their manager will also consider whether the employee should receive counselling.
Managers, when notified of the incident will record all sharps injuries. Each circumstance
will be investigated to identify the cause. Any action needed will be taken and lessons learnt
will be shared with other managers and staff.

Self-administration
Residents are assessed and regularly reviewed regarding the risk of medicine self-administration,
including the use, safe storage and disposal of sharps. Residents may administer, for example,
their insulin or take their blood glucose readings and generate sharps waste. Residents dispose of
sharps in their own dedicated sharps waste box. This can be prescribed or supplied and collected
by the local authority.
Nursing homes
Sharps used by nurses in a nursing home should be disposed of in a dedicated sharps waste bin
via the clinical waste contractor.
CRITERION 10
Staff are encouraged to have relevant vaccinations. See section: Occupational Health
3. Monitoring and reporting of infectious diseases
Effective control depends on early recognition and timely intervention. Staff should be aware
of symptoms amongst both residents and staff, which may indicate a possible outbreak, for
example:
• cough and/or fever may represent influenza, and if also loss of smell and taste may be Covid
19
• diarrhoea and/or vomiting may indicate norovirus or food poisoning
• skin lesions/rash may indicate scabies
If there is cause to suspect a problem, contact your local Community Infection Protection
Control (IPC) or Public Health England (PHE) Team or Consultants in Communicable Disease
control (CCDC).
In addition to normal everyday standards of infection control, there are occasions
where more is required, dependent upon the type of situation which from time to
time may arise. They are generally classed as
➢ Outbreaks: These can occur at any time, are usually brought into the service
users’ home and are often communicable diseases, such as scabies, norovirus,
coronavirus such as Covid 19 etc. They are localised in nature. Outbreak is when
there are 2 cases in the home within 15 days
➢ Epidemic: This is an outbreak of a disease that occurs over a set geographical
area and affects an exceptionally high proportion of the population, such as
yellow fever, cholera and smallpox
➢ Pandemic: This relates to a geographical spread from country to country and
continent to continent, infection and spread is quick and fatalities can be high
within recognised “at risk” groups of people. As an organisation we follow the
advice and guidance for the mitigation and management of these types of
situations issued by the government, available from Public Health Authorities
and the Government website

Definition of an outbreak
• two or more related cases of residents or staff with the same infection or symptoms linked in
time or place within 15 days.
• a greater than expected rate of infection compared with usual background levels for the
place and time where the outbreak has occurred.
• a suspected, anticipated or actual event involving microbial or chemical contamination of
food or water
Suspected outbreaks must be notified to the local Community IPC, PHE Team or CCDC at the earliest
opportunity.

All staff in the home are made aware of their role in infection control. The RGN staff also are
aware of the local arrangements for accessing advice on the prevention and control of infection.
In addition, the home has identified the deputy manager as the IPC Lead who takes a particular
interest in infection control and acts as the control of infection liaison person. The deputy
manager has specific training in infection control to enable her to recognise problems as they
occur and seek specialist advice from the CICN/HPN or CCDC. Procedures such as isolation and

advice on infection control comply with the individual’s need for physical and mental well-being
and with relevant health and safety legislation.
Notifiable diseases and infections that could be a potential risk to others are recorded and reported
to the local HPU in accordance with local arrangements. The manager or official in charge may
contact the HPU by telephone (Appendix 1 provides details of the initial information the HPU
will require from the home). Notifiable diseases are listed in Appendix 2. If the disease is
primarily food-borne, the EHO may lead the investigation with the support of the HPU.
Actions to be Taken when an Outbreak is Declared
• Advice on the management of an outbreak should be accessed from the local IPC / PHE
team. The principle of the rapid IPC isolation of affected residents in the smallest available
unit/ area applies.
• In practice, this means asking residents to confine themselves to their rooms until recovered
and 48h symptom-free. In case of Covid 19 for 14 days at least also refer to Coronavirus
Covid 19 pp
• The specific difficulties associated with the management of residents with dementia are
recognised. Such residents should be supported but encouraged to remain in their own room
or within a limited area of the care home.
• A risk assessment is carried out at the outbreak of the infection to identify specific risks in
individual residents; for example, those with dementia.
• The clinical lead should contact the General Practitioners of affected residents and ensure
that faeces specimens from cases are collected without delay for norovirus detection,
bacterial culture and, if appropriate, Clostridium difficile tests.
• Specimen containers should be ordered from the local GP practice or the laboratory,
according to local practice.
Social Isolation
The physical health and well being of residents during isolation is important to us. We recognise
the adverse impact that loneliness and boredom can have on the physical and mental health of
our residents.
We have made every effort within government guidelines and restrictions to supporting our
residents to keep in touch with family and friends and identify ways for them to continue their
interests and activities whilst in isolation.
We work with the resident, family, friends and staff to develop safe ways of reducing the effects
of social isolation and develop individual wellbeing plans.
By enabling safe visiting, using technologies, adapting environments to enable social distancing
within the home, liaising with social workers and other health professionals we have produced
individual risk assessments and care plans which promote physical, mental and emotional
wellbeing. Refer also to Social Inclusion Policy.
The Management of Gastro-intestinal and Virus Outbreaks
The management of residents who are infected with norovirus or other gastro–intestinal viruses
should be planned following a risk assessment, which should consider continence, personal
hygiene and overall health, likelihood of physical contact with other residents or their food, the
facilities available and the vulnerability of other residents. Local health protection organisations
can advise on this process.
The elements of Standard Infection Control Precautions (SICPs) are:
• patient placement and assessment for infection risk (screening)
• hand hygiene
• respiratory and cough hygiene
• personal protective equipment
• safe management of the care environment
• safe management of care equipment

•
•
•
•
•

safe management of healthcare linen
safe management of blood and body fluids
safe disposal of waste (including sharps)
occupational safety: prevention and exposure management
maintaining social/physical distancing (new SICP due to COVID-19 also refer to Coronavirus
Covid 19 pp)

The Role of the Laboratory
• As is the case for hospitals, microbiological analysis of stool specimens associated with
potential outbreaks in nursing and residential homes must be available on a seven-days-aweek basis, including holidays.
• Stool specimens should be submitted only on IPC advice in order to confirm an outbreak in
situations where an outbreak is suspected.
• Testing is also useful in excluding people with diarrhea and/or vomiting due to other causes.
• The organisations isolation policy is followed and all aspects including cleaning are
monitored throughout the outbreak.
Cleaning of the Environment (also refer to the home’s cleaning schedule)
It is the responsibility of the person in charge to ensure that the care environment is safe for
practice (this includes environmental cleanliness/maintenance). The person in charge must act if
this is deficient. The care environment must be:
•
visibly clean, free from non-essential items and equipment to facilitate effective cleaning
•
well maintained and in a good state of repair
•
routinely cleaned in accordance with the Health Facilities Scotland (HFS) National Cleaning
Specification:
o
A fresh solution of general purpose neutral detergent in warm water is recommended
for routine cleaning. This should be changed when dirty or at 15 minutes intervals or
when changing tasks.
o
Routine disinfection of the environment is not recommended. However, 1,000ppm
available chlorine should be used routinely on sanitary fittings.
Staff groups are aware of their environmental cleaning schedules and clear on their specific
responsibilities. Cleaning protocols include responsibility for; frequency of; and method of
environmental decontamination.
• Nursing and residential homes present some challenges to effective outbreak-associated
cleaning because of the necessity for a homely environment. Consideration is given at the
point of purchase of carpets and soft furnishings to the ability to successfully clean and
decontaminate such items.
• Penetrative cleaning methods such as steam should be used during outbreaks and in cleaning
schedules.
• Toilets and bathrooms are similarly more homely. The importance of regular, frequent
cleaning of such areas (even when not shared) should be stressed.
Cleaning materials and equipment are clearly labelled and specified for separate areas and
tasks.
• Routine, enhanced cleaning needs to be undertaken by staff who are specifically trained for
the tasks and in particular ‘high-touched areas’.
• Cleaning equipment and materials for lavatory and bathroom areas should be kept separate
from those used in other, especially catering, areas both routinely and during outbreaks.
• Particular attention is given to care workers who may have multiple roles which may
compromise adequate IPC, both during an outbreak and at other times.
• In particular, care workers may be expected to help with the feeding of residents as well as
clean the environment, including lavatory areas. Meticulous application of IPC principles,
including handwashing with soap and water, must be ensured through appropriate training
and audit.
In case of Covid 19: Safe management of the care environment - advice regarding
‘fogging’ during COVID-19

➢ The cleanliness of the environment is an essential step in tackling the spread of infection,
including COVID - 19, in care homes. ‘Fogging’ is a process of disinfecting the environment or
equipment using a machine which generates tiny droplets of a chemical which travels through
the air and lands on surfaces.
➢ Fogging is being offered by a number of companies to care homes. However, there is no
national guidance on how effective they are at disinfecting, therefore, it is recommended the
following:
➢ Cleaning and disinfection of the environment and equipment
• It is important to always thoroughly clean before the use a disinfectant to ensure the
disinfectant works effectively.
• First, clean with a pH neutral detergent solution, e.g. Hospec and warm water, or detergent
wipes.
• Then, disinfect using either:
A chlorine-based product at 1,000 parts per million, e.g. Milton, 50 ml in 1 litre of cold
water; or
A virucidal product that is tested and conforms to EN testing standard EN17746 such
as anti-viral disinfectant V2; or
70% alcohol wipes
Alternatively, a 2-in-1 cleaning and disinfection product, e.g. Chlor-Clean, Actichlorplus, Clinell Universal Wipes, can be used as a one-step method.
Visitors (also refer to Coronavirus Interim Visiting Policy and procedure) Government
guidance for visitors during the Coronavirus pandemic is followed, A risk assessment
developed and all necessary restrictions in place.
• We recognise the importance of balancing the rights and needs of residents to have visitors
with the duty of care to other residents and visitors.
• It is important that symptomatic visitors should be discouraged from visiting until 48hrs
symptom-free.
• Asymptomatic visitors of both symptomatic and asymptomatic residents should be advised
that they may be exposed to infection.
• Unobtrusive notices are in place around the home to inform both residents and visitors and
we speak with visitors on arrival and provide information sheets or leaflets.
• To fail to alert any visitor to the risk of infection would be unacceptable.
• Children of school age and non-essential visitors are discouraged from visiting.
• Terminally ill residents, vulnerable adults and those for whom visiting is an essential part of
recovery are allowed visitors at the discretion of the home manager.
• Clinical and social judgment needs to be applied sensitively and compassionately whilst
recognising the duty of care for the health and wellbeing of all residents, staff and visitors.
• Those who have travelled a long distance, taken time off work, or in other ways have been
significantly inconvenienced, should be allowed to visit residents on outbreak restricted
areas.
• Visits to multiple residents (e.g. by ministers of religion) are planned so that those under
isolation are visited last.
Staff
Staff who become ill at work should be excluded immediately. Symptomatic staff should be
excluded until recovered and they have been symptom-free for 48hrs
3. Surveillance of infections and communicable diseases
Surveillance of infection is important in identifying outbreaks of infection or changes in disease
occurrence or antimicrobial resistance. Prompt diagnosis of a clinical illness helps provide early
identification of outbreaks. The GP for the resident will normally make the diagnosis of any
infectious illness. If more than one individual develops similar symptoms, a common source of
infection may be present; this needs to be investigated and managed to prevent further spread.
The registered manager has the responsibility to report a suspected outbreak to the local Health
Protection Unit (HPU) as soon as this is recognised.

Symptoms in two or more patients which may indicate a possible outbreak are:
➢ cough and/or fever (e.g. influenza), loss of smell and taste (e.g. Covid 19)
➢ diarrhoea and/or vomiting (e.g. Clostridium difficile/norovirus/food poisoning)
➢ itchy skin lesion/rash (e.g. scabies).
The role of the HPU is to monitor and investigate outbreaks of infection and advise on the
control and prevention of outbreaks in the home. The HPU will decide if an outbreak is ongoing
in the home and will initiate and co-ordinate any necessary action to prevent further spread.
They will advise the person in charge of any immediate action necessary for control. This may
require identifying those at higher risk and separating those who have symptoms from those
who do not. An initial surveillance form may need to be completed (Appendix 1) and further
information may be requested by the HPU. If it is primarily a food-borne infection, the local
authority environmental health department will work closely with the HPU.
The investigation will seek to:
 establish if a problem exists
 establish the nature and extent of the outbreak
 identify those who are ill
 identify contacts of cases and ensure patients receive appropriate care
 establish control measures, and
 decide if special arrangements for investigation and management are needed.
4. Notifiable diseases
Some infectious diseases are statutorily notifiable by the clinician making the diagnosis.
Notifications of infectious diseases (NOIDs): legal duties of laboratories and medical
practitioners.
Public Health England (PHE) aims to detect possible outbreaks of disease and epidemics as
rapidly as possible. Accuracy of diagnosis is secondary, and since 1968 clinical suspicion of a
notifiable infection is all that’s required.
‘Notification of infectious diseases’ is the term used to refer to the statutory duties for reporting
notifiable diseases in the Public Health (Control of Disease) Act 1984 and the Health Protection
(Notification) Regulations 2010.
Registered medical practitioners: report notifiable diseases
Registered medical practitioners (RMPs) have a statutory duty to notify the ‘proper officer’ at
their local council or local health protection team (HPT) of suspected cases of certain infectious
diseases.
PHE Surrey and Sussex Health Protection Team (South East),
County Hall, Chart Way,
Horsham,
RH12 1XA
PHE.sshpu@nhs.net
Phone: 0344 225 3861 (option 1 to 4 depending on area)
Out of hours for health professionals only: please phone 0844 967 0069
Complete a notification form immediately on diagnosis of a suspected notifiable disease. Don’t
wait for laboratory confirmation of a suspected infection or contamination before notification.
Send the form to the proper officer within 3 days, or notify them verbally within 24 hours if the
case is urgent by phone, letter, encrypted email or secure fax machine. If you need help, contact
your local HPT (contact details above).
All proper officers must pass the entire notification to PHE within 3 days of a case being
notified, or within 24 hours for urgent cases.
List of notifiable diseases
Diseases notifiable to local authority proper officers under the Health Protection (Notification)
Regulations 2010:
• Acute encephalitis

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Acute infectious hepatitis
Acute meningitis
Acute poliomyelitis
Anthrax
Botulism
Brucellosis
Cholera
Covid 19
Diphtheria
Enteric fever (typhoid or paratyphoid fever)
Food poisoning
Haemolytic uraemic syndrome (HUS)
Infectious bloody diarrhoea
Invasive group A streptococcal disease
Legionnaires’ disease
Leprosy
Malaria
Measles
Meningococcal septicaemia
Mumps
Plague
Rabies
Rubella
Severe Acute Respiratory Syndrome (SARS)
Scarlet fever
Smallpox
Tetanus
Tuberculosis
Typhus
Viral haemorrhagic fever (VHF)
Whooping cough
Yellow fever

Report other diseases that may present significant risk to human health under the category ‘other
significant disease’.
Reporting of SARS-COV-2 test results to Public Health England

Registered Medical Practitioner Notification
Health Protection (Notification) Regulations 2010: notification to the proper officer of the local authority
Registered Medical Practitioner reporting the disease
Name
Address
Post code
Contact number
Date of notification
Notifiable disease
Disease, infection,
contamination / symptoms
Date of onset of symptoms
Date of diagnosis

Occupation Registered General Nurse
Bendigo Nursing Home, 22 Arundel Road, Eastbourne, East Sussex
BN21 2EL
01323 64 25 99

Date of death (if patient died)
Index case details
First name
Surname
Gender (M / F)
DOB
Ethnicity
NHS number
Home address
Post code
Current residence
if not home address
Post code
Contact number
Occupation (if relevant)
Work address
(if relevant)
Post code
Contact number
Overseas travel, if relevant
(destinations & dates)

On completion, e-mail to: PHE.sshpu@nhs.net or Phone: 0344 225 3861 (option 1 to 4
depending on area); Out of hours for health professionals only: please phone 0844 967 0069

5. Isolation of residents with an infection
A number of infectious diseases can spread readily to other residents and cause outbreaks. The
commonest outbreaks are caused by viral respiratory infections and gastroenteritis. The causative
organisms can be spread by airborne droplets or alternatively by contaminated food and water. Isolation
of infected residents is essential to prevent further cases. Single rooms are available for this purpose.
Single rooms contain hand hygiene facilities and antibacterial hand-cleaning gel dispenser. Advice
should be sought by the person in charge of the home from the local PHE.
a) Resources
An outbreak of infection is likely to have resource implications for a home. These may include a
need for extra staff and increased use of disposable items or laundry necessary for the care of
infected individuals and the control of further spread.
b) Training and education
Some of the caring activities involved in health and social care carry the risk of infection for both
residents and their staff, therefore, the home staff are trained in the prevention and control of
infection, to promote evidence-based best practice. Training on the prevention and control of
infection is in induction programmes for new staff, and in ongoing training programmes. Training
records are kept. As part of good practice, the prevention and control of infection is included in
job descriptions, personal development plans and appraisal for all staff groups.

All members of staff, from domestic through to managing director, have a clear understanding of
their responsibilities to prevent the spread of infection, and are familiar with any infection
prevention and control policies and procedures that are in place. The service has found that regular
audit of practice and educational and constructive feedback to employees has a beneficial role to
play in developing the working practice of employees.
The vocational training programmes in place are co-ordinated by Skills for Care, a workforce
development body for adult social care in England. Skills for Care is part of the sector skills
council, Skills for Care and Development. This sector skills is dedicated to developing the social
care workforce.

c) Occupational health
The home has appropriate policies for the protection of staff through immunisation, training and
compliance with health and safety legislation. Each new member of staff completes a preemployment health questionnaire and give information about previous illness and immunisation
against relevant infections (or refusal to accept immunisation).

Policies are in place that set out action to be taken if a staff member is injured by any needle or
other sharp object which may be contaminated by body fluids. The policies are available to ensure
that residents are protected from staff with communicable disease. The policies clearly set out the
responsibilities of staff members to report episodes of illness to their manager – this is particularly
important after travel abroad.
When necessary, staff may need to be excluded from work until they have recovered or until their
GP verifies that it is safe for the staff member to return to work. Appendix 5 gives general
guidance.
The aims of the occupational health policy are
✓ To protect the company’s staff, their families and friends, from infections contracted at work
✓ To protect the people receiving the services of the company from contracting infections from
the company’s staff, particularly those who do not respond well to their own immunisations
✓ To protect other staff who are in contact with infected staff
✓ To help the company to deliver its services without disruption.
The organisation also accepts that it has a responsibility under the Control of Substances
Hazardous to Health (COSHH) Regulations 2002 to take all possible steps to protect its staff
from any infectious illness or hazardous substances to which they are at risk from contracting
during the course of their work.
It exercises its responsibilities by ensuring that risk assessments have been, or are being, carried
out wherever there is a possibility of an employee contracting any infectious illness from their
work.
The organisation does not consider vaccinations to be a ready substitute for adequate risk
assessments and good infection control procedures as described in its Infection Control Policy.
Depending on the outcome of the risk assessment, it will then take all necessary steps to protect
its staff from contracting the identifiable illness or illnesses. The first step will be to agree a risk
management plan with all concerned, and which staff will be expected to implement.
On appointment each new employee completes a pre-employment health questionnaire, which
should give information about previous illnesses and immunisation against relevant infections
(or refusal to give consent to immunisation). This enables the organisation to review with the
employee any new immunisation needs, which can be identified from the organisation’s general
health and safety risk assessments.
To protect residents and other staff, staff are also asked to report episodes of possible infectious
illness to the organisation, particularly if contracted after travel abroad. When necessary, staff
that are infected or suspected of being infected may need to be excluded from work until they
have either recovered or the results of specimens are available.
The organisation will support staff to receive any vaccinations as indicated by a risk assessment,
and pay for these or reimburse any costs to the employee. Where appropriate and reasonable to
do so, the organisation will then negotiate any costs it incurs with the service purchasers or
commissioners.
The organisation asks that staff give their consent to vaccination voluntarily and freely. All
staff under consideration are informed about the process, benefits and risks of immunisation
and their decision is recorded.
It also respects the rights of staff to take their own decisions on whether to be vaccinated and
recognises that some staff will not wish to be vaccinated for their own reasons. It will then fully
discuss the implications with those individuals and the further risks that will need to be
managed.
Vaccination Procedures
Where vaccination is the most effective way to protect against an infectious illness the
organisation will act according to the following procedures:
✓ Articulate the reasons for supporting and recommending vaccination, including the extent of
the risks involved, to all staff affected;

✓ Outline how staff who agree to vaccination will be protected during the period before
vaccination and between vaccination and the onset of immunity;
✓ Outline any measures to be taken to protect staff who do not give their consent to being
vaccinated and who will be exposed to any risks of contracting the illness in consequence;
✓ Consider the position of any employee who not only refuses to be vaccinated but also to work
in any at-risk situations, as this might create problems of equity and fairness in relation to
other staff members. If the staff member has good reasons for withholding consent, e.g. they
are allergic to the vaccination, all measures will be taken to reduce the risks to that person,
which may include transferral to other care situations;
✓ Maintain a record on the staff files of any vaccinations carried out in relation to the work
situation, including monitoring the need for follow-ups, boosters etc.
✓ Staff are advised to have vaccinations at their GP surgeries and keep a receipt for the cost
which will be reimbursed by the company.
Training Statement
✓ The organisation encourages all of its staff to have access to occupational health advice
✓ It seeks information and advice as needed from its local occupational health service and
infection control units
✓ It provides staff with up-to-date information it receives on vaccination guidance
✓ Staff receive information on the organisation’s policy upon appointment and during their
induction programme. They receive further training on selective vaccination issues as
required and are encouraged to raise specific concerns in supervision.
d) Risk assessment
i
Control of substances hazardous to health
The management of the home under The Management of Health and Safety at Work
Regulations (1999) principle requirement has undertaken an assessment of the risks posed by
their work activities to themselves, staff and others. The 2002 Control of Substances Hazardous
to Health Regulations (COSHH) also requires an assessment of the risk from hazardous
substances. COSHH covers hazardous substances including biological agents (pathogenic
micro-organisms) and requires employers to assess the risks of exposure to biological agents
and either prevent exposure (where reasonably practicable) or control it adequately. As a
guiding principle, the greater the risk posed from a specific hazard, in terms of the severity of
an outcome if this risk is realised or the number of individuals potentially affected by the hazard,
then the greater the level of intervention required to control the risk. This intervention may be
in terms of financial commitment, for example to provide appropriate equipment to deal with
blood spills, or other resources – such as ensuring adequate time is devoted to instruction and
training and subsequent supervision of staff. Exposure that does not arise from the work activity
itself, such as catching an upper respiratory tract infection (or ‘common cold’) from a colleague,
need not be included. In order to comply with the requirements of COSHH in relation to
infection control within a care setting, the steps described below are recommended. When
deciding which control measures are required, the ‘hierarchy of control’ should be followed.
Whenever possible a hazard are eliminated. If this is not possible, then a number of control
measures limiting exposure are employed.
ii Steps to fulfil COSHH biological hazard assessment
 Identify any biological hazards present or potentially present in the workplace as a result
of a work activity, e.g. blood-borne viruses, gastrointestinal viruses.
 Assess any risks to health arising from hazardous substances used in or created by
workplace activities, i.e. who may be harmed and how.
 Decide what precautions are needed, e.g. employment of standard precautions, scrupulous
hand hygiene.
 Prevent or adequately control exposure, i.e. are current control methods adequate? How
may they be improved? Apply appropriate control procedures.
 Ensure that control measures are used and maintained; this may require the implementation
of a system to check whether staff follow procedures.
 Ensure that employees are properly informed, trained and supervised. It is advisable for
each employee to have a written record of the training that they have received.

It is important that the assessment is reviewed and revised if there is a significant change to the
work activity resulting in either the addition or removal of hazardous substances from the
workplace. A COSHH assessment is undertaken when disinfectants are used.
6. How are infections spread
a) The chain of infection
i
Micro-organisms
There are many types of micro-organisms, some of which cause illness and some of which do
not. Many micro-organisms live in or on some parts of the body (skin, mouth, intestinal tract)
and are known as the body’s normal flora. Some of these may cause illness if they find their
way into other areas of the body. An example of this is where micro-organisms normally found
in the bowel enter the bladder and may then have the potential to cause infection.
Normal skin flora is known as ‘resident’ and is there all the time. It rarely causes infection apart
from possible introduction during invasive procedures in hospitals, for example during surgery
or insertion of intravenous lines. Resident skin flora lives naturally on the skin and is difficult
to remove by normal hand hygiene techniques, although the numbers of micro-organisms can
be reduced by this.
Many other micro-organisms are acquired or deposited on the skin from other staff or residents
or from the inanimate environment and are known as ‘transient’. These do not live permanently
on the skin and are readily removed or destroyed by thorough and frequent hand hygiene.
ii

The reservoirs
The reservoirs of micro-organisms may be people, the environment or equipment. The human
body is the biggest and best reservoir for potentially pathogenic micro-organisms and the most
common source of infection. A person with salmonella, tuberculosis or hepatitis B acts as a
reservoir of infection to others because the micro-organisms are present in some of the body
fluids and can be passed on to others.
Contaminated food may also act as a reservoir of infection. A common example of this is the
presence of Salmonella spp. If this food is not thoroughly cooked, individuals who consume it
can become infected.
The environment can be contaminated by micro-organisms shed by people with an infection.
This can then become a reservoir for spread to others.
Poorly maintained or incorrectly decontaminated equipment can also act as a reservoir of microorganisms. For example, inadequately maintained and shared commodes can be contaminated
with micro-organisms that cause diarrhoea.

iii

Point of entry
Every micro-organism needs to have an entry point into the human body; different
microorganisms have different ways of achieving this. For example salmonella bacteria need
to enter the body through the mouth. Other micro-organisms, such as those that cause
tuberculosis, enter our bodies through the nose and mouth and then pass into the lungs. Hepatitis
B virus enters via the bloodstream and is then transported into the liver. Organisms capable of
causing urinary tract infections may enter during poor catheter care.

iv

Point of exit
As well as needing an entry point, micro-organisms also need an exit point. Salmonella bacteria
are excreted through faeces. A tuberculosis bacterium uses the same entry and exit point; that
is, the lungs, mouth and nose.
Method of spread or mode of transmission
All micro-organisms need a mode of transmission. This varies with different types of
organisms. Hands play a big part in spreading infection. Micro-organisms may be present in
body excretions and secretions. If hands come into contact with these the micro-organisms may
be carried from one person to another unless the hands are properly decontaminated. Some
micro-organisms may be spread in the air. The viruses that are responsible for colds and
influenza are found in saliva and sputum. Coughing or sneezing near another person may pass

v

on these viruses in the droplets or aerosol produced. In some circumstances, micro-organisms
are able to spread from one part of the body to another, or from an outside source to the body.
Modes of transmission include:
➢ aerosol
➢ Droplet
➢ faecal–oral
➢ direct contact (person to person)
➢ indirect contact (food, water, fomites (inanimate objects), the environment)
➢ blood and body fluid
➢
insects and parasites.
vi Susceptible host
For infection to occur once micro-organisms have reached their ‘target’ the person must be at
risk of infection. Infection is caused by organisms that evade the host’s immunological defence
mechanisms, although susceptibility to infection may vary from person to person.
vii Risk factors for infection
Factors that affect a person’s susceptibility to infection include:
➢ age (the very young and very old are more susceptible)
➢ immune status
➢ physical well-being
➢ psychological well-being
➢ hygiene
➢ underlying or chronic diseases or medical conditions (e.g. diabetes, chronic chest and heart
problems or cancer)
➢ other existing infections
➢ medical interventions (e.g. indwelling medical device)
➢ medical therapies (e.g. cancer chemotherapy).
viii Principles of asepsis
Asepsis is defined as the absence of pathogenic organisms. Aseptic technique is used to describe
clinical procedures that have been developed to prevent contamination of wounds and other
susceptible body sites.
The principles of asepsis / aseptic technique are:
➢ keeping the exposure of a susceptible site to a minimum
➢ ensuring appropriate hand decontamination prior to the procedure
➢ using sterile or non-sterile gloves depending on the nature of the susceptible site and the
➢ nature of the procedure being undertaken
➢ protecting uniform/clothing with a disposable plastic apron
➢ ensuring all fluids and materials used are sterile
➢ checking sterile packs for evidence of damage or moisture penetration
➢ ensuring contaminated/non-sterile items are not placed in the sterile field
➢ not re-using single-use items
➢ reducing activity in the immediate vicinity of the area in which the procedure is to be
performed.
The principles of aseptic ‘no-touch technique’ play a vital role in preventing the transmission
of infection in any environment. It is the responsibility of each staff member to understand the
meaning of these principles and to incorporate them into their everyday practice
i

Disposable gloves
As with all items of PPE, the need for gloves and the selection of appropriate materials must be
subject to careful assessment of the task to be carried out and its related risks to the resident and
the healthcare worker.
If bodily fluids anticipated the vinyl gloves should not be used and nitrile gloves are
appropriate. Vinyl gloves may be used for routine cleaning procedures
The assessment should include:
 who is at risk and whether sterile or non-sterile gloves are required
 what the risk is, i.e. the potential for exposure to blood, body fluids, secretions or excretions

 where the risk is, i.e. contact with non-intact skin or mucous membranes during general
care and any invasive procedures.
Gloves are required when contact with blood or body fluids or non-intact skin is anticipated.
They should be single use and well-fitting. Sensitivity to natural rubber latex in patients, carers
and healthcare personnel must be documented, and alternatives to natural rubber latex gloves
must be available, e.g. nitrile gloves.

Gloves are not a substitute for hand hygiene. Gloves must be discarded after each care activity
for which they were worn in order to prevent the transmission of micro-organisms to other sites
in that individual or to other residents. Washing gloves rather than changing them is not safe
and therefore not recommended. Hands should always be decontaminated following removal
of gloves.
ii

Disposable plastic aprons
These should be worn whenever there is a risk of contaminating clothing with blood or other
body fluids, or when a resident has a known infection. A disposable plastic apron should also
be worn during direct patient care, bed-making, or when decontaminating equipment.

The apron should be worn as a single-use item, for one procedure or episode of patient care,
and then discarded as clinical waste as soon as the intended task is completed. Hands should be
washed following this activity.
Aprons must be stored so that they do not accumulate dust that can act as a reservoir for
infection.
iii Masks, visors and eye protection
These should be worn when a procedure is likely to cause splashes with blood or body fluids
into the eyes, face or mouth or when it is recommended by infection control personnel when a
communicable disease is suspected. It is rare that such protection is necessary in a care home.
However, such protective equipment should be stored in the home in case of an emergency.
iv Safe handling and disposal of sharps
Staff should be trained in the safe handling and disposal of sharps. Venepuncture and injections
should only be carried out by staff who are trained and competent in these procedures
vii Management of blood exposure incidents and post-exposure prophylaxis
It is important that incidents in which staff are exposed to blood and certain body fluids are
managed and followed up correctly, with the provision of post-exposure prophylaxis if
necessary, as there is a risk of blood-borne virus transmission (Human Immunodeficiency Virus
(HIV), hepatitis B and hepatitis C*). See Appendix 3 – a flowchart for management of an injury
or splash involving blood or body fluids.
The risk to care workers of hepatitis B, hepatitis C and HIV infection is proportionate to the
prevalence of that infection in the population served, the infectious status of the individual
source patient, which may or may not be known, and the risk of a significant occupational
exposure occurring during the procedures undertaken. In the healthcare setting, occupational
blood-borne virus transmission most commonly occurs after percutaneous (i.e. through the
skin) exposure to a patient’s blood by ‘sharps’ or ‘needle stick’ injury.
The risk of transmission to a healthcare worker from an infected patient following such an
injury has been shown to be:
➢ around one in three when a source patient is infected with hepatitis B and is ‘e’ antigen
positive (a marker of high infectivity)
➢ around one in 30 when the patient is infected with hepatitis C, and
➢ around one in 300 when the patient is infected with HIV
Staff who may have direct contact with patients’ blood or blood-stained body fluids or with
patients’ body tissues should be immunised against hepatitis B. There are currently no vaccines
to protect against hepatitis C or HIV.
It is recommended that employers draw up a policy on how such incidents should be handled
in conjunction with their local CCDC or CICN/HPN. Unless an employer has access to an
occupational health service, it is likely that the assessment and follow-up of such incidents will
need to be undertaken by their local accident and emergency department. In drawing up local
policy, employers should clarify and confirm who will be able to provide such a service.
viii Managing spillages of blood or other body fluids
Blood and body fluids may contain a high concentration of micro-organisms, which must be
made safe as soon as possible after the spillage has occurred. Clearing blood or body fluid
spillages may expose the healthcare worker to pathogenic organisms and every care must be
taken to ensure the member of staff is protected by the appropriate use of protective clothing.
The home has a spillage kit available for use in clearing spills, and staff are aware of the contents
of the kit and trained in its use and in the proper management of biohazard and body fluid
spillages. If the incident involves a spillage of blood, a chlorine-based disinfectant, such as
sodium dichloroisocyanurate (NaDCC), should be used. Chlorine-releasing agents such as this
are corrosive to metal and will bleach soft furnishings.
The spillage kit contains a disposable scoop for clearing any spillages of needles or any other
sharp items that may have spilled out of their container. Gloved hands should not be used to
pick up used needles.

Do NOT discard sharp items into yellow clinical waste bags and never throw
biohazardous waste into the general domestic waste stream.

c) Environmental cleaning
i
General cleaning
The home is cleaned and kept clean to the highest possible standards simply because the
residents have a right to, the highest standards of cleanliness. The management is aware that
standards of cleanliness are often seen as an outward and visible sign of the overall quality of
care provided. Individuals are likely to have significant concerns about the quality of care
available in premises that are not kept clean.
A key component of providing consistently high quality cleaning is the presence of a clear plan
and schedule setting out all aspects of the cleaning service and defining clearly the roles and
responsibilities of all those involved, from the manager through care staff to domestics by clear
job descriptions and supervision.
i

ii

iii

iv

v
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vii

National specifications for cleanliness
These specifications, contained within the document Guidance on contracting for cleaning, set
out in clear and simple terms the standard expected across 49 ‘elements’, which taken together
cover all the important aspects of cleanliness encountered in keeping premises clean, from
equipment to fixtures and fittings. In addition, it provides a simple auditing/monitoring process
which allows care providers to check on how they are performing against the standards.
Healthcare facilities cleaning manual
This is a detailed, easy to follow, step-by-step manual demonstrating the correct way to clean
and detailing the cleaning materials and equipment (and maintenance of equipment) needed to
achieve the highest possible standards of cleanliness. It includes sections covering the
prevention and control of infection, health and safety and details methods for general cleaning
(furniture, fixtures and fittings and walls), floors, kitchens, washrooms and sanitary areas. There
is also advice covering specialist areas (including cleaning of isolation rooms) and residents’
equipment
Minimum cleaning frequencies
Having clearly defined schedules of cleaning tasks is crucial in ensuring that they are carried
out at the appropriate frequency. They also help to determine precisely what cleaning resource
is needed. If cleaning frequencies are clearly displayed, this can help reassure residents and
their family/visitors that cleanliness is seen as an important issue.
Colour coding
Ensuring the risks from cross contamination through inappropriate cleaning practices are kept
to the absolute minimum will be aided by the presence of a clear system for the coding of
cleaning equipment. A cleaning industry standard designed by the British Institute of Cleaning
Science exists and is recommended to all care homes (see Appendix 4).
Environmental assessment
Environmental assessment looks at the whole range of non-clinical factors involved in the
provision of care, including the physical condition of building, fixtures and fittings as well as
cleanliness issues. These assessments can be helpful in identifying where additional resources
may be required and in allowing care providers to develop plans to ensure that shortfalls are
addressed in a practical and prioritised way. It is also considered good practice to include an
independent representative during the assessment process, either from among the residents or
from elsewhere within the local community, in order that the results of such assessments can
be seen to be fair and reliable.
Decontamination
Within care settings, decontamination of resident’s equipment, medical devices and the
environment occurs frequently.
Decontamination processes
Decontamination can be achieved by a number of methods, which fall into the following
three categories:
➢ Cleaning physically removes contamination but does not necessarily destroy
microorganisms. It removes micro-organisms and the organic matter on which they thrive.
Cleaning is a necessary prerequisite to effective disinfection or sterilization. This will be
the most common choice of decontamination method within the care home setting

➢
➢

Disinfection reduces the number of viable micro-organisms but may not necessarily
inactivate some microbial agents, such as certain viruses and bacterial spores.
Sterilization renders an object free from viable micro-organisms including viruses and
bacterial spores

NATIONAL COLOUR CODING SCHEME OF CLEANING EQUIPMENT
Appendix 4

RED
✓
✓
✓
✓
✓
✓

Bathrooms
Washrooms
Showers
Toilets
Basins
Bathroom floors

BLUE
✓
✓
✓
✓

GREEN
✓
✓
✓

Kitchen
Food storage
Any food related area and
equipment such as hot trolley

General areas
Corridors, entrance
Offices
Basins in public areas

YELLOW
✓

Isolation area

The choice of decontamination method depends on the risk of infection to the patient coming into
contact with equipment or medical devices. Such items can be categorised into three risk groups:
➢ High risk items are those used to penetrate skin or mucous membrane; or enter the vascular
system or sterile spaces. They need to be sterilized if reusable, but single-use items are
preferred.
➢ Intermediate risk items are those which come into contact with intact mucous membranes or
may be contaminated with particularly virulent or readily transmittable organisms. Such items
require cleaning followed by disinfection or sterilization.
➢ Low risk items are those which come into contact with intact skin or do not contact the patient.
They require cleaning.

viii

Single-use medical devices
As an alternative to sterilizing reusable medical
devices, the use of single-use disposable equipment is
becoming increasing popular. Although many items,
such as syringes and needles, have been available for
many years, the cost, quality and availability of other
equipment and instruments have resulted in a
significant increase in single-use devices. Any device
designated as single use must never be reused
under any circumstances.

SYMBOL FOR SINGLE USE
MEDICAL DEVICES

ix

Manufacturers’ responsibilities
Manufacturers of reusable medical devices are required by the Medical Devices Directive
(93/42/EEC) to supply clear written decontamination instructions, which should include
appropriate cleaning, disinfection or sterilization methods.
Certain fabrics or materials can be difficult to decontaminate. It is therefore advisable, prior
to purchasing equipment, to assess carefully that the recommended decontamination methods
are practical, safe and reliable.

a)

x

Principles for cleaning
An automated or mechanical process must always be used in preference to a manual process.
However, in many instances this is not possible. When using automated methods, for example
washing machines, this is normally followed by disinfection, which is achieved by high
temperatures (thermal disinfection) within the wash cycle as opposed to the use of chemicals
such as bleach.

xi

Principles for chemical disinfection
 Chemical agents should only be used where:
 sterilization is not required
 it is impossible to disinfect using heat
 cleaning alone is insufficient
 Disinfectants should not be used routinely as cleaning agents or deodorants.
 Disinfectants must not be used for the storage of equipment (e.g. mops).
 Organic debris (e.g. faeces, secretions) may inactivate some disinfectants. Items should
be clean prior to chemical disinfection.
 Disinfectants must be used at the recommended dilution.
 Disinfectants must be stored and discarded in accordance with the manufacturers’
instructions.
 Disinfectants must not be used unless agreed by the occupational health and safety
department and the infection control team.
 COSHH regulations must be adhered to.
 A timing device with an audible signal must be used to ensure immersion for the correct
time period.

Waste
Due to legislative changes that include the Hazardous Waste (England and Wales) Regulations
2005 and the Lists of Waste Regulations 2005 (which introduce the European Waste Catalogue
Codes), there have been substantial changes in the way that waste is defined. Clinical waste is
still defined in the Controlled Waste Regulations 1992; however, as a consequence of the
Hazardous Waste Regulations 2005, any waste that is deemed to be infectious or hazardous is
considered to be hazardous waste and must be consigned for disposal at suitably licensed
facilities. The Hazardous Waste Regulations 2005 define infectious waste as “substances
containing viable micro-organisms or their toxins which are known or reliably believed to
cause infection in man or other living organisms”.
New guidance on the disposal of waste produced by healthcare providers is in development.
The following information about waste disposal is an interim guide. Guidance on local policy
should be sought from the CCDC, HPU, CICN or EHO.
The following policy aims to ensure the safe and efficient collection, handling and disposal of all
waste, and in particular clinical waste/hazardous waste.
i
Responsibilities
The responsibility for the day-to-day management of clinical/hazardous waste rests with the
RGN in charge. All staff have adopted safe working practices for clinical/hazardous and
general waste, since failure to do so may result in the establishment being in breach of its

statutory obligations as regulated by the Environment Agency under the Environmental
Protection Act, section 34 Duty of Care requirements.

ii

iii

The person in charge has a duty to ensure that all clinical/hazardous waste is correctly bagged,
sealed, tagged and stored before collection for incineration/alternative treatment as
appropriate. Collection of waste is arranged through a licensed disposal contractor – using
licensed carriers to transport the waste to licensed treatment/disposal plants only.
Staff training
Management has the responsibility for ensuring that all staff and volunteers are trained by a
competent waste manager and that records are maintained. Those responsible for staff training
ensure that staff use appropriate protective clothing and equipment.
Segregation of waste
All waste is secured in an approved way and identified with a coded colour. Areas where
clinical/hazardous waste is produced have foot-operated bag holders. The table overleaf shows
the correct bags to be used according to the type of waste:
CATEGORIES OF WASTE AND COLOUR CODING

Colour
Coding

Waste Description and
Disposal / Treatment type

Container Type

Examples

YELLOW

Yellow bag or rigid yellow- Waste which is classified as infectious
lidded container or sharps (contaminated with bodily fluids where
the assessment process leads you to
receptacles.
believe the waste poses a potential
Infectious waste which
infection risk, and there are also
must be sent for
medicines or chemicals present).
incineration at a suitably
Examples are:
authorised facility. It must
infectious waste contaminated with
not be sent for alternative
chemicals
treatment.
chemically contaminated samples
and diagnostic kits
infectious waste contaminated with
medicines
laboratory specimens.

ORANGE

Orange bag or orangeWaste which is classified as infectious
lidded, rigid yellow sharps
(contaminated with bodily fluids where
receptacles.
the assessment process leads you to
believe the waste poses a potential
infection risk), such as:
Infectious waste which
Dressings
can be sent for alternative
bed pads
treatment to render it safe
bandages
prior to disposal.
protective clothing (for example,
gloves or aprons).
Note: If you do not believe the waste
presents an infection risk and there are
no medicines or chemicals present, use
the offensive waste stream

PURPLE

Cytotoxic or cytostatic
medicine waste or any
items contaminated with
these must be sent for
incineration at a suitably
authorised facility.
For unused / redundant
medicines, refer to The
safe management of health
care waste manual.

TIGER

RED

BLUE

Yellow/purple bag, purple Waste consisting of, or contaminated
bag or rigid yellow purple- with, cytotoxic and/or cytostatic
lidded medicine container medicines, such as:
or rigid yellow purplemedicine containers with residues of
cytotoxic or cytostatic medicines
lidded sharps receptacles.
(bottles, infusion bags or syringe
barrels)
items contaminated with cytotoxic
or cytostatic medicines (swabs)
used sharps from treatment using
cytotoxic or cytostatic medicines.

Health care waste classified as nonYellow and black stripped hazardous, ie where the assessment
bag
process leads you to believe the waste
Offensive/hygiene waste
does not pose an infection risk. These
which may be sent for
can be items contaminated with bodily
energy recovery at energy
fluids such as:
from waste facilities.
stoma or catheter bags
These wastes can also be
incontinence pads
sent to landfill if no other
hygiene waste
recovery or recycling
gloves, aprons, maternity waste
option is available.
where no infection risk exists
blood contaminated items from
screened community.

Anatomical waste sent for
incineration at a suitably
authorised facility.

Red-lidded, rigid yellow
receptacles.

Non-hazardous medicinal Blue-lidded, rigid yellow
receptacles
waste for incineration at a
suitably authorised
facility.
Refer to The safe
management of health care
waste manual.

Usually a black bag
BLACK

Domestic/municipal waste
to be sent to energy from
waste facilities or landfill.

Anatomical waste, which includes:
recognisable body parts
placenta

Waste medicines such as:
unused non-cytotoxic/cytostatic
medicines in original packaging
part empty containers containing
residues of non-cytotoxic/cytostatic
medicines empty medicine bottles.

Items which you would find in the
normal household waste stream, such as:
food waste
tissues
any other general / domestic waste

THE HAZARDOUS WASTE REGULATIONS 2005 DO NOT ALLOW MIXING; THIS INCLUDES MISSEGREGATION OF DOMESTIC-TYPE WASTE INTO THE CLINICAL OR HAZARDOUS WASTE STREAM.
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Bulk storage of waste
The home has colour coded bins for the different types of waste that are provided by a
specialised in waste disposal company PHS. Yellow bin for medical waste such as soiled
incontinence pads and red bin for general/household waste. A smaller waste bin is provided
by PHS for the disposal of wound dressings. Clinical/hazardous waste in yellow bags are
kept separate from general waste in black bags to minimise the risk of accidental cross
contamination. In case of accidental spillages in the bulk storage areas must be cleaned up
immediately.
Disposal of pharmaceutical products
Unused drugs and other pharmaceutical products are disposed into specially provided by PHS
containers and collected once a month. They are not be administered to any resident other than
the resident for whom they were dispensed.

e) Laundry and linen
The provision of clean linen is a fundamental requirement of care. Incorrect handling, laundering
and storage of linen can pose an infection hazard.
Even during a normal washing cycle a number of micro-organisms can be passed between clothing
and linen, and will only be partially removed during the rinse cycles. Thorough drying of the
laundry, however, does reduce the levels of contamination to a level that no longer poses a risk.
Within the home, specific hygiene measures are taken to reduce these risks, including:
 correct handling to prevent the spread of infection and the use of red bags when laundering
 appropriate disinfection of the laundry
The legal framework that applies to these activities includes the Health and Safety at Work Act
1974 and Management of Health and Safety at Work Regulations (1999), The Control of
Substances Hazardous to Health Regulations (2002)
i

Ii

the home complies to the following requirements for laundering:
 A laundry area designated for that purpose only, with separate ventilation and a flow
through system, so that dirty laundry can arrive through one door and be quickly
decontaminated, before drying and removal through a separate exit to a clean storage area.
 A washing machine and hot wash cycles is required. These should be professionally
installed and maintained with precautions to prevent contamination by them creating
aerosols.
 A dryer is used that is regularly maintained to dry all clothing and linen.
 A regular service and maintenance inspection schedule is maintained
 Appropriate personal protective clothing and eye protection are available for staff.
 Hand decontamination facilities, including hand hygiene basin liquid soap and disposable
paper towels. Hand decontamination solutions, e.g. alcoholic hand gel, should be
available along with a pedal-operated clinical and domestic waste bin and first aid kit.
Handling dirty linen
All dirty linen must be handled with care and attention paid to the potential spread of infection.
Plastic aprons and suitable gloves should be worn for handling dirty or contaminated clothing
and linen. Gloves in the laundry should meet the same standards as gloves used for other
caring activities because of the potential exposure to blood and other body fluids. Care should
also be taken to reduce the risks of latex sensitisation through the continued need to wear
protective gloves – suitable alternatives are available for purchase.
Linen should be removed from a resident’s bed with care, avoiding the creation of dust, and
placed in the appropriate bag category outside the room. Personal clothing should also be
removed with care and placed in the linen bag, not placed upon the floor. Linen should be
separated into categories ready for decontamination, negating the need for additional handling
within the laundry. Laundry staff should never empty bags of linen onto the floor to sort the
linen into categories – this presents an unnecessary risk of infection. Hands should then be
decontaminated.
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Linen should be divided into three basic categories ready for decontamination; the home
currently uses three water-soluble/alginate bag liners within cotton sacks in a wheeled trolley
to aid this separation, keeping linen off the floor before taking the bags to the laundry
Categorisation and segregation of linen
It is the responsibility of the person disposing of the linen to ensure that it is segregated
appropriately. Three categories should be used, these can be colour coded.
➢ Used linen and clothing – white cotton sack. Soiled linen should be placed into a clear,
water-soluble/alginate bag, clothing into a separate water-soluble bag, within a white
cotton sack.
➢ Heavily soiled/infected linen – red cotton sack. Heavily soiled items should have any
solids removed prior to being placed into a red, water-soluble/alginate bag within a red
cotton sack. Infected linen includes linen with blood or other body fluids present that
could contain pathogenic organisms, e.g. viral gastroenteritis or blood where blood-borne
viruses could be present.
➢ Clothing and heat-labile linen – off white cotton sack. This should be placed into a clear,
water-soluble/alginate bag within a cotton sack. Heavily soiled clothing should be placed
into a red, water-soluble/alginate bag.

Manual soaking/sluicing must never be carried out. The pre-wash/sluice cycle in the
washing machine should be used after removing any solids.
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The laundering process
Many micro-organisms will be physically removed from the linen, by the detergent and water,
during the washing cycle. Washing at high temperatures, above the normal domestic 40°C
wash, will allow the temperature of the water to disinfect the items.
All linen/clothing should enter the laundry through the dirty entrance, and should not be stored
but quickly processed.
The laundry staff should never open the inner water-soluble bags. Instead, the bags should be
transferred to the washing machine for decontamination. Machines should not be overloaded.
All items should be processed in a cycle that reaches 71°C for at least three minutes or at 65°C
for at least ten minutes. Heavily soiled/infected linen should also have a pre-wash cycle
selected.
Heat-labile items should be washed at the highest temperature possible for the item. If the
item has been heavily soiled or is infected, it should be placed in a red, water-soluble bag and
a prewash cycle selected, along with an appropriate disinfectant, e.g. oxygen-releasing or
bleaching agent added to the washing process. Regularly washing items below 65°C without
using a bleaching agent may allow biofilms to build up in the machines.
All items should then enter a drying process within a dryer. Once removed they should be
stored in a clean area, above floor level and not be kept in the laundry area.
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b)

Advice to staff on laundering of uniforms
The uniforms of staff providing personal care should be changed daily, and the wash
temperature should reach the minimum of 65°C for at least ten minutes. This should be
followed by thorough drying and hot ironing.

Immunisation
Presented below is a summary of some of the important diseases that may be relevant in a home
setting. For a full and comprehensive guide on all matters relating to vaccine preventable diseases
refer to Immunisation against infectious disease 1996 – The ‘Green Book’. This is the Department
of Health publication that reflects national policy on matters relating to immunisation.
COSHH requires that if a risk assessment shows there to be a risk of exposure to biological agents
for which vaccines exist, then these should be offered if the employee is not already immune. The
pros and cons of immunisation/non-immunisation should be explained when making the offer. The
Health and Safety at Work Act 1974 requires that employees are not charged for protective
measures such as immunisation.
i
Influenza – residents and staff
Influenza is an acute viral infection of the respiratory tract. There are three types of influenza
virus: A, B and C. Influenza A and B are responsible for most clinical illness. Influenza is
highly infectious with an incubation period of between one and three days.
Influenza causes acute respiratory illness among people of all ages every winter. Those most
severely affected are older people and people who already have a chronic medical condition
such as heart or respiratory disease. Influenza is estimated to cause about 12,000 deaths in the
UK in an average year and can put considerable strain on health services.
Annual influenza immunisation is recommended for all those living in long-stay care homes
or other long-stay care facilities where rapid spread is likely to follow introduction of infection
and cause high morbidity and mortality. Immunisation is also recommended for all those over
the age of 65 years and all those aged over six months with serious chest, heart, liver, kidney
disease or diabetes requiring insulin or oral hypoglycaemic drugs and those who are
immunosuppressed by disease or treatment.
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Influenza immunisation is highly effective in preventing influenza in working-age adults.
Influenza immunisation is recommended for health and social care staff directly involved in
patient care, especially for staff in nursing and care homes who look after older people.
Influenza immunisation of staff may reduce the transmission of influenza to vulnerable
patients, some of whom may have impaired immunity and thus reduced protection from any
influenza vaccine they have received themselves.
Pneumococcal infections
Streptococcus pneumoniae (also called pneumococcus) can cause severe chest infection,
blood poisoning and meningitis, especially in the very young, elderly people, or in anyone
with reduced immunity. Pneumococcal immunisation is recommended for all those 65 years
and over and those under 65 years of age who are at an increased risk from pneumococcal
infection. These medical risk groups include people who have a heart condition, chronic lung
disease, chronic liver disease, diabetes mellitus, a weakened immune system, a damaged
spleen or no spleen.
A single dose of pneumococcal polysaccharide vaccine is recommended for those 65 years
and over or over two years of age and in a medical risk group. Revaccination with
pneumococcal vaccine is not recommended except for people whose antibody levels are likely
to decline more rapidly, e.g. people with no spleen or who have a problem with their spleen
or people with chronic renal disease.
Ideally, pneumococcal vaccine should be given four to six weeks before elective splenectomy
or chemotherapy. Where this is not possible, it should be given up to two weeks before.
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Hepatitis B – staff
Hepatitis B vaccination is recommended for the following groups considered at increased risk:
 healthcare workers who may have direct contact with patients’ blood or blood-stained
body fluids or with patients’ tissues; this includes any staff who are at risk of injury from
blood-contaminated sharp instruments or being deliberately injured or bitten by patients
 staff of care homes and other accommodation for those with learning difficulties
 individuals in residential accommodation for those with learning difficulties
 individuals receiving regular blood or blood products and their carers
 service users with chronic renal failure
 service users with chronic liver disease.
The objective of the immunisation programmes is to provide a minimum of three doses of
hepatitis B vaccine for individuals at high risk of exposure to the virus or complications of the
disease.
Schedule
➢ nought, one and six months
➢ nought, one and two months in groups at high risk and for post-exposure prophylaxis. A
fourth dose is given at 12 months

In those at risk of occupational exposure, particularly healthcare workers, antibody titres
should be checked one to four months after the completion of a primary
iv Tuberculosis and BCG vaccine – staff
Human tuberculosis (TB) is caused by Mycobacterium tuberculosis and may affect any part
of the body. The most common form of TB is pulmonary (lung) TB, which accounts for almost
60% of all TB cases in the UK. The symptoms are varied and depend on the site of infection.
General symptoms may include fever, loss of appetite, weight loss, night sweats and lassitude.
Pulmonary TB typically causes a persistent productive cough, which may be accompanied by
blood-streaked sputum. Almost all cases of TB in the UK are acquired by the respiratory route
through breathing in infected respiratory droplets from a person with infectious respiratory
TB. Transmission is most likely when the index case has sputum that is smear positive for the
bacillus on microscopy and often after prolonged close contact, such as living in the same
household.

Not all healthcare workers are at an equal risk of TB. There are likely to be categories of
healthcare workers who are at particular risk of TB and this should be part of the clinical risk
assessment by the GP when the use of BCG is being considered for a healthcare worker, e.g.
contact with possible TB patients or clinical material. BCG vaccine should be offered to
unvaccinated individuals aged under 35 years who are found to be tuberculin negative
following Mantoux testing. There are no data on the protection afforded by BCG vaccine
when it is given to adults aged 35 years and over.

DoH, Infection control guidance for care homes, June 2006

Tetanus (lockjaw) – residents and staff
Tetanus can be caught through any wound contaminated by soil, including, for example,
puncture wounds such as those inflicted by a rose thorn contaminated with manure. Most staff
should have had a primary course of immunisation in childhood and adequate booster doses,
including one on leaving school. Older staff and residents, however, may not have had either
a primary course or adequate booster doses. Cases of tetanus have a high fatality rate, and it
is recommended that the immunisation status of all staff and residents is checked and
appropriate action taken.
vi Rubella (German measles) – staff
All seronegative women of childbearing age should be protected against rubella. Although the
disease is not much more than a mild fever and rash, it can have devastating effects on the
developing foetus, especially during the first three months of a pregnancy. A history of the
infection as a child or adult but without an antibody test is unreliable. There are many similar
fleeting rashes that are not due to rubella and do not give immunity to it. Satisfactory evidence
of protection would include documentation of:
 having received two doses of a rubella-containing vaccine, or
 a positive antibody test for rubella.
Staff and female residents of childbearing age who are not immune should be immunised with
two doses of mumps, measles and rubella (MMR) vaccine, the second dose given one month
after the first.
v
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Measles – staff
Measles is caused by a highly infectious virus of the paramyxovirus family that produces a
rash and fever. It can result in complications such as convulsions, pneumonia, inflammation
of the brain and even death.
Measles is spread by airborne or droplet transmission. Individuals are infectious from when
the first symptoms occur to four days after the appearance of the rash.
MMR vaccine can be given to individuals of any age. The decision on whether or not to
vaccinate adults needs to take into consideration the past vaccination history, the likelihood
of an individual remaining susceptible and the future risk of exposure and disease. Individuals
born before 1970 are likely to have had all three natural infections and are less likely to be
susceptible.
It is important that healthcare workers are protected against measles so that they do not
transmit the virus to vulnerable groups.
Satisfactory evidence of protection would include documentation of:
 having received two doses of MMR vaccine, or
 positive antibody tests for measles.

MMR vaccine is recommended when protection against measles, mumps and/or rubella is
required. It can be given irrespective of a history of measles, mumps or rubella infection or
vaccination. There are no ill effects from immunising such individuals because they have preexisting immunity that inhibits replication of the vaccine viruses.
viii Poliomyelitis – staff
Poliomyelitis is an acute illness that follows invasion through the gastrointestinal tract by one
of three serotypes of polio virus (serotypes 1, 2 and 3). Transmission is through contact with
the faeces or pharyngeal secretions of an infected person. Oral polio vaccine (OPV) was used
for routine immunisation in the UK because of the risk of importation of wild virus until 2004,
at which time it was replaced by inactivated polio vaccine (IPV). Both OPV and IPV provide
excellent individual immunity.
ix Varicella – staff
Varicella (chickenpox) is an acute, highly infectious disease caused by the varicella zoster
virus. The illness usually starts with one to two days of fever and malaise although this may
be absent, particularly in young children. Vesicles begin to appear on the face and scalp,
spreading to the trunk and abdomen and eventually to the limbs. After three or four days,
vesicles dry with a granular scab and are usually followed by further crops. Vesicles may be
so few as to be missed or so numerous that they become confluent, covering most of the body.
Herpes zoster (shingles) is caused by the reactivation of the patient’s varicella virus. Virus
from lesions can be transmitted to susceptible individuals to cause chickenpox but there is no
evidence that herpes zoster can be acquired from another individual with chickenpox.
Varicella immunisation is recommended for non-immune healthcare workers who have direct
patient contact. Healthcare workers who have no previous history of chickenpox or shingles
infection will need to have a blood test to check their immunity. Those who are seronegative
should be recommended the vaccine.
c)

Antimicrobial prescribing
Overuse of antimicrobial agents has led to a significant increase in antibiotic resistance in many
pathogenic bacteria. Use of many oral broad-spectrum agents such as cephalosporins, quinolones
and macrolides alters bowel flora and promotes colonisation with multi-resistant strains such as
meticillin-resistant Staphylococcus aureus (MRSA) and extended-spectrum beta-lactamase
(ESBL)-producing E. coli. In addition, the use of broad spectrum antibiotics increases the risk of
infection and spread of Clostridium difficile, which may cause serious colitis. In a closed
community such as a care home these problems will be magnified. The clinical lead nurse needs

to ensure that GPs do not prescribe antibiotics unnecessarily for their residents. Antibiotics
prescribed for one resident must not be used for other residents or staff.
i

Antimicrobial medicines management
In 2003, the Royal Pharmaceutical Society of Great Britain (RPSGB) published Guidance on
the administration and control of medicines in care homes and children’s services. The
RPSGB guidance outlines the current legislation that applies to all medicines in care homes
irrespective of how they were obtained. Details are given of the statutory requirements for the
provision of written policies and procedures, and the recording of all medicines.
In addition to the requirements laid out in the RPSGB guidance, the following
recommendations are considered good practice for the use of antimicrobials.
The Medicines Act 1968 stipulates that medicines must only be administered to the person for
whom they have been prescribed, labelled and supplied. Antimicrobials should only be used
following the prescriber’s advice, and medicines prescribed for one service user should not be
given to another. Antimicrobials are specific as to the type of organism they work for. They
should not be used for a purpose that is different from that for which they were prescribed.
Unwarranted use of antimicrobials can partially mask symptoms and delay the exact diagnosis
and recovery. Unless directed by the prescriber, antimicrobials should not be administered
before the service user has symptoms (prophylactic treatment) because that increases the risk
of resistance developing.
Although many antibiotics initially prescribed are ‘broad-spectrum’ (capable of killing a wide
range of bacterial types), each antibiotic has limited effectiveness against certain types of
bacteria. If an infection does not resolve, the antibiotic being taken may not be compatible
with the bacteria causing the infection. The prescriber should be contacted.
If antimicrobials are prescribed, the full course should be administered even if the symptoms
improve. Not finishing the treatment contributes to the development of resistant bacteria. Care
workers should therefore ensure that the duration of the course of treatment is specified by the
prescriber and that the patient actually receives it. With some antimicrobial dosage forms, for
example tablets, this usually applies to the entire prescription bottle. However, with liquid
antimicrobials, very often the full course of therapy does not equal all the medication in the
bottle. Clarification may need to be sought from the prescriber.
To ensure that the antimicrobial is fully effective, the amount of antimicrobial in the body
needs to be kept at the required level and as constant as possible. The time of administration
should therefore be adhered to if at all possible and doses should ideally be kept the same
length of time apart. If a dose of antimicrobial is missed, it should be administered as soon as
possible, unless it is almost time for the next scheduled dose. If it is nearly time for the next
dose, the missed dose should not be administered, and the usual dosing schedule should be
resumed. Doses should not be ‘doubled-up’ to catch up.
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Administration of antimicrobials
It is important that antimicrobials are administered appropriately to ensure successful
treatment and reduce the development of resistance. The prescriber should be asked to write
full and precise instructions on the prescriptions.
Legislation requires that each medicine must have a printed label containing the following
information:
 service user’s name
 date of dispensing
 name and strength of medicine
 dose and frequency that the medicine must be administered.

When the administration route is other than oral, it is important for the route to be stated.
Terms such as ‘when required’ or ‘as before’ should be avoided. In the case of multiple
containers, each container should be labelled. For medications that have an inner container
and an outer box (e.g. eye drop bottles, cream and ointment tubes) the label should be applied
to the item rather than the outer container. Milk and antacids may hamper the absorption of
some antimicrobials. The instructions for use should be checked.
Capsules must be swallowed whole. Taking the contents separately or chewing the capsules
interferes with absorption of antimicrobials by interfering with the timing of their delayed
release mechanisms. If a patient has problems swallowing the preparation prescribed, the
prescriber should be contacted and an alternative formulation prescribed.
When administering liquid-formula antimicrobials, the bottle should be shaken vigorously
before use so as to mix the contents and deliver a uniform concentration of the drug every
time. A medicinal measuring spoon should be used to accurately measure the right dose;
household utensils do not generally hold a true teaspoon (5 ml) or tablespoon (10 ml).
iii

Adverse effects
Many antimicrobials (ampicillin, amoxicillin, etc.) cause mild side effects such as abdominal
discomfort and occasional diarrhoea. These are usually transient, resolve without intervention
and are no reason to discontinue the treatment. Some people may, however, develop allergies
to specific antibiotics, and may have a reaction to them. The prescriber should be contacted if
the symptoms are severe or persist.
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Expiry and storage
All medicines have an expiry date and should be stored away from heat, moisture and direct
light. Some antimicrobial preparations, particularly liquids, have a very limited shelf-life and
some have special storage requirements and therefore each item’s requirements need
checking. The expiry date should be checked before administration and the medicine returned
to the supplier if the expiry date has passed.
Most but not all antimicrobial suspensions need to be stored in a refrigerator, preferably one
that is specifically designated for the storage of drugs (+2°C to +4°C). The temperature of the
refrigerator should be monitored using an appropriate thermometer and periodic audit of drug
storage conditions should be undertaken. Reconstituted antimicrobial powders are unstable
and should not be stored beyond two weeks. Partially used or left-over suspensions or syrups
of antibiotics should not be used. These tend to deteriorate on storage. Because of the risk of
infection being transferred into eye drops, the drops expire a short time after the date they are
first used.
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d)

Pathology specimens
All specimens must be safely contained in an approved leak proof container. This must be
enclosed in another container, commonly a sealable polythene bag. The request form should
be placed in the side pocket of the polythene bag and must not be secured with clips or staples,
as these may puncture the bag. Care should be taken to ensure the outside of the container and
bag remain free from contamination with blood and other body fluids. The request form must
be completed fully. This includes the patient identifier, the test required and relevant clinical
details. Specimens to be sent by post must be in an approved Post Office container surrounded
by absorbent material. The specimen must be sent by first class post. Guidance on specimen
collection and supplies of containers, plus confirmation of transport requirements, is obtained
from the local laboratory supplying the diagnostic service.

Deaths
Notices in respect of deaths

Regulation 16, Outcome 18 of the Essential Standards of quality and safety requires that all
deaths reported to the Care Quality Commission (CQC). Notification must be made in writing
and without delay.
However, in the case of deaths due to notifiable infectious diseases, the manager of the home
will also inform the local health protection unit by telephone at the earliest opportunity. A
death, even if anticipated, may give rise to enquiries which it is easier for the health protection
unit to deal with if they have already received information about the death from the home
manager. If a death has to be referred to the coroner, his or her instructions or those of the
coroner’s officer should be followed.
Last rights – hygienic management of dead bodies
Dead bodies should be treated with due respect and dignity and in a manner appropriate to the
religious and cultural background of the deceased. Last offices vary according to religion and
cultural practices and may, on occasions, be compromised by the need for specific measures
to be taken if an infectious disease was associated with the death (see below). Problems should
be discussed with the local health protection unit, who may wish to consult the appropriate
priest or religious authority.
Though most bodies are not infectious, sensible precautions should be taken; disposable
gloves and aprons should be worn when washing and preparing the body. If a family wishes
to help with the washing and preparation of the body this should normally be allowed.
Normally the body is taken away by the designated undertakers and looked after by them.
The body continues to secrete fluids after death. Any leaking orifices should be packed with
cotton wool using gloves.
Special disinfection measures are not necessary after death. Washing the body with soap and
water is adequate. Dressings, drainage tubes, etc. should be removed, unless the death
occurred within 24 hours of an operation or was unexpected, in which cases a coroner’s postmortem is likely. If tubes are to be left in position for this reason, they should be cut to just
above skin level, covered with a dressing pad and secured with tape or a loose bandage.
Clean dressings should be applied to any wounds, secured with tape or loose bandage to
prevent any further leakage from the wound site. The use of pins should be avoided since they
pose a potential health hazard to staff.
The body should be removed to a cool environment as soon as possible. Decomposition occurs
rapidly, particularly in hot weather and in overheated rooms, and may create a bacterial hazard
and unpleasantness for those handling the body. This process is delayed if the body is cooled.
Person suffering from an infectious disease
The precautions used for handling residents with an infectious disease remain necessary
following the person’s death. The body of a person who has been suffering from an infectious
disease may remain infectious to those who handle it. In addition, it may be necessary for the
body to be put in a body bag before removal to the undertakers. The undertaker will normally
supply a bag if it is required.
Table 3 gives a summary of guidance on additional measures needed for specific infectious
diseases. To minimise the risk of infection, disposable gloves and apron should be worn by
those carrying out the laying out procedure, whether this is done by staff, the undertaker, under
supervision by relatives.
If a body bag is required before the body is removed to the undertakers, the body should be
placed in a shroud, or the person’s own clothes, and then in the plastic body bag, which must
be carefully secured. The identity labels and ‘Notification of Death’ labels should be attached
in such a way that they may be read through the body bag. Another ‘Notification of Death’

label and a ‘Danger of Infection’ label should be attached discreetly to the outside of the bag.
Neither label should state the diagnosis, which is confidential information, only the type
of precautions required, such as the need to avoid embalming in the case of blood-borne
virus infections. The undertaker should be informed of the danger of infection but without
disclosure of the diagnosis. Once the body is sealed in the body bag, protective clothing will
no longer be necessary for those who handle the body.
The embalming of known or suspected hepatitis B or HIV-positive bodies is not
recommended, but if held to be essential, particular care is necessary and the local consultant
in communicable disease control should be advised of the situation to ensure that the
procedure is carried out safely and lawfully.
If relatives wish to take the body abroad for a funeral, certificates may be required from the
attending doctor and from the local HPU to certify that the body is safe for transport. This will
normally be organised by the undertakers, in liaison with the doctor and the local HPU.
The furniture and any equipment in the resident’s room should be cleaned thoroughly using
hot water and detergent, unless the local HPU advises that disinfection is required. Body fluid
spillages and laundry should be dealt.
PROCEDURE ON MANAGEMENT OF INFECTIONS AND OUTBREAK OF
INFECTIONS

1. Management of patients in isolation (also refer to ‘Protective Isolation’ policy and
procedure)
It is important to remember that the resident in isolation will be both physically and
psychologically isolated. When a decision about isolating an infected resident is taken, it is important
to take into account the likely effect on the resident. Elderly people may become disorientated and
confused by isolation, which should therefore be avoided unless it is really necessary. The local PHE
will advise on the management of individual cases that pose difficulties. Verbal and written
information must be given to both the resident and visitors; the local HPU/CICN may have leaflets
explaining individual infections which the home can use.
The information should include the details and reason for the isolation, the likely duration,
precautions required and the ways in which the client’s psychological and physical needs will be met,
e.g. availability of telephone, newspapers, visiting times. Planning of a client’s care must take into
account the extra time required for isolation procedures, i.e. donning of protective clothing,
psychological support, extra time to take in food and drinks.
2. Diarrhoea and vomiting
a) Diarrhoea in elderly people is common and does not always have an infective origin. Other
possible causes are over-prescription of laxatives, change in diet, underlying bowel disease.
Nevertheless, all cases should be taken seriously and presumed to be infectious until advised
otherwise.
b) The resident’s GP should be notified. If infection is suspected, the GP may arrange for specimens
to be sent to the laboratory. This is particularly important if the diarrhoea follows a course of
antibiotic treatment.
c) If more than two cases, suspected or known to be infectious, occur within a few days, the local
PHE should be notified
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Residents who are vomiting should be kept in a single room as long as symptoms persist. Most
acute diarrhoeal infection is caused by viruses and is shortlived, but the symptoms and their effect
on the elderly person can be severe. There is often little warning of the vomiting and, as the
viruses can become airborne, the infection can spread rapidly in a home. It is therefore important
that infected residents are isolated until 48 hours after the symptoms have settled. In contrast,
although bacterial infections can cause severe diarrhoea, the infection is less often passed from
person to person, and it may not be necessary to keep the resident isolated until persistent
diarrhoea has resolved. Management should be planned on a careful risk assessment, which
should take into account continence, personal hygiene, overall health, likelihood of physical
contat with other residents or their food, the facilities available and the vulnerability of other
residents. The local HPU/CICN can advise on this process.
Infected residents should, if possible, have sole use of a designated toilet/commode as long as
their symptoms persist. In the case of likely norovirus infection, they should keep a designated
toilet facility for 48 hours after their symptoms have settled.
The local health protection team will advise on any special measures necessitated by an outbreak.
If food-borne infection is suspected, the HPU/EHO should be contacted and samples of food and
of faeces/vomit should be retained for investigation. Sudden onset of symptoms in several
residents and/or staff over 24–48 hours may suggest a foodborne problem.
Consideration should be given to the safety of visitors of residents with infections, particularly if
the visitors are elderly or very young.

i)
j)

k)

Information for visitors should be provided and they should be asked not to visit if they have
had symptoms of diarrhoea or vomiting within the previous 48 hours.
Most residents with diarrhoea or vomiting can be cared for in the home environment, as the
symptoms are likely to subside within 48 hours. In the event of hospital assessment/admission
being necessary, the receiving hospital must be notified of the possibility of infection before the
resident arrives, so that appropriate precautions can be put in place to prevent spread.
If a resident is discharged from hospital within 48 hours of the last symptoms of diarrhoea and
vomiting, every effort should be made to care for them in a single room with a dedicated
toilet/commode and appropriate precautions until they have been clear of symptoms for 48 hours.

3. Respiratory infections
Respiratory infections are very common and may be serious in elderly or debilitated people. They
may be viral or bacterial in origin. The risk of respiratory infections can be reduced by annual
influenza vaccination of elderly residents, and younger residents with serious underlying health
problems. Influenza immunisation for care staff can also reduce the likelihood of a ‘flu outbreak’
occurring. Elderly residents should also receive pneumococcal vaccine.
a)

b)
c)

d)

e)
f)

Many of these infections are airborne and some aerosol generated as Covid 19 in some cases, so
the residents should be nursed in a single room during the acute illness, particularly if they are
coughing.
The GP may arrange for sputum specimens/respiratory secretions to be sent to the laboratory.
If an outbreak of respiratory disease in a residential home is suspected, the local PHE should also
be contacted. They may arrange for the collection of further specimens, and suggest the use of
antiviral medication if indicated.
Consideration should be given to the safety of those visiting residents with infections, particularly
elderly and very young visitors.
If residents require admission to hospital during a possible outbreak of respiratory infection, the
admitting hospital should be informed of the infection risk before the patient arrives.
Pneumonia, unless associated with a viral influenza-like illness, is unlikely to be infectious to
others. Nevertheless, the resident may be very ill and nursing in a single room is desirable.

3. Corona Virus: Covid 19 (refer to ‘Covid 19 Management of outbreak’ policy and procedure)
4. Covid-19 Infection Prevention and Control guidance: aerosol generating
procedures
An aerosol generating procedure (AGP) is a medical procedure that can result in the release of
airborne particles (aerosols) from the respiratory tract when treating someone who is suspected or
known to be suffering from an infectious agent transmitted wholly or partly by the airborne or droplet
route.
Procedures which are currently considered to create an increased risk of respiratory infection
transmission and therefore require airborne precautions are published by the government and
updated regularly https://www.gov.uk/government/publications/wuhan-novel-coronavirusinfection-prevention-and-control/covid-19-infection-prevention-and-control-guidance-aerosolgenerating-procedures
The government has also produced guidance that covers the donning and doffing of personal
protective equipment for aerosol generating procedures – for airborne procedures. All staff must be
trained and competent in this and be able to perform a fit check on their respirator before carrying
out an aerosol generating procedure. https://www.gov.uk/government/publications/covid-19personal-protective-equipment-use-for-aerosol-generating-procedures
Certain other procedures or equipment may generate an aerosol from material other than persons
secretions but are not considered to represent a significant infectious risk for COVID-19. Procedures
in this category include
•
administration of humidified oxygen,

•
•

administration of Entonox
medication via nebulisation.

Staff should use appropriate hand hygiene when helping patients to remove nebulisers and oxygen
masks.
In addition, the current expert consensus from the New and Emerging Respiratory Viral Threat
Assessment Group NERVTAG is that chest compressions are not considered to be procedures that
pose a higher risk for respiratory infections including COVID-19.
4. Skin infections / infestations
a) It may be necessary to care for a resident in a single room until treatment of skin
infections/infestations is complete, or during the acute/weeping phase of a skin infection.
b) Residents with infections must be treated with tact and their confidentiality must be protected.
Although this applies to all types of infection, some infestations can lead to particular social
stigmatisation.
c) The local PHE can advise on local policies on the treatment of infestations. They can also advise
on how to co-ordinate the treatment of a large group of patients and/or staff and visitors if this is
required.
d) Consideration should be given to the safety of visitors of residents with infections, and they
should be provided with information about symptoms and treatment.
e) Visiting healthcare workers (e.g. district nurses or physiotherapists) who have close physical
contact with residents must be informed if a resident has a skin infection or infestation.
f) If a resident with a skin infection, or an active or partially treated infestation, requires admission
to hospital, the admitting hospital should be informed of the condition.
5. Blood-borne infections
a) Residents with sudden onset of jaundice should be isolated in a single room, with use of a
dedicated toilet/commode, until hepatitis A has been ruled out.
b) Residents with jaundice due to hepatitis B or C, or those who are carriers of the viruses or have
HIV infection, do not need to be isolated.
c) Standard precautions, including care with sharps disposal, must be strictly observed.
6. Antibiotic-resistant bacteria
a. Residents may be transferred from hospital while colonised with a variety of antibiotic-resistant
bacteria. Examples include MRSA and ESBL-producing E. coli. Usually these bacteria will be
colonising the skin or gut, without causing harm to the resident, and will not cause harm to
healthy people.
b. Because colonisation can be very long-term, it is not appropriate to isolate residents known to be
colonised with antibiotic-resistant bacteria. Good hand hygiene and the use of standard
precautions will help minimise the spread of these organisms in a care home environment.
c. It is not recommended that residents are treated in an attempt to rid them of colonisation with
antibiotic-resistant bacteria while in residential care, or that they are sampled repeatedly to
monitor the colonisation. Occasionally treatment of colonisation is recommended if a resident is
to undergo elective surgery, but this should be discussed directly with the infection control team
in the hospital concerned.
d. If a resident previously known to be colonised with antibiotic-resistant bacteria requires
admission to hospital, this information should be added to the referral note.
e. People affected by MRSA do not present a risk to the community at large and should
continue their normal lives without restriction. MRSA is not a contraindication to
admission to a home or a reason to exclude an affected person from the life of a home.
However, in residential settings where people with open post-operative wounds or intravascular
devices are cared for, infection control advice should be followed if a person with MRSA is to
be admitted or has been identified amongst residents.
7. Management duties
Managers and supervisors in the home have a duty to:

a)
b)

c)

d)
e)
f)
g)
h)

i)

Ensure that the care home premises is kept clean, hygienic and free from offensive odors
throughout.
Ensure that appropriate infection control policies are effectively implemented in the home, are
clearly understood by all members of staff, including temporary and agency staff, and are
regularly reviewed and revised in light of the most recent best practice guidelines.
Ensure that appropriate information about infection and infection control policies is provided to
service users, their families and representatives, and is included in the statement of purpose and
service users guide in a format that all service users can understand.
Monitor carefully any incident reports relating to infection control matters in order to identify
any tends or patterns.
Ensure that staff are provided with appropriate equipment and resources such as PPE, waste bags,
hand washing equipment and facilities and, where required, alcohol hand gels.
Ensure that any suspected outbreaks of infection are reported to the relevant authorities (GP/local
infection control teams).
Ensure that all new staff have appropriate health checks and immunizations.
Ensure that infection control procedures, policies and outcomes are regularly audited, including
clinical procedures and aseptic practice, and that an annual statement is prepared and made
available reporting on the homes compliance with infection control regulations. The annual
statement will include:
 any outbreaks of infection
 audits undertaken
 action taken following an outbreak of infection or recommendations from an audit
 risk assessments undertaken for prevention and control of infection
 training received by staff
 review and update of policies, procedures and guidance.
Ensure that, when admitting a new resident from a hospital or from another care home, or when
transferring, discharging or moving a service user, information on infection status and history is
obtained and shared. This includes circumstances where the service user:
 moves to or from another health or social care setting or the service user’s home
 is admitted to hospital
 is transported in an ambulance
 attends for treatment or support in another health or social care setting.

8. Staff duties
Staff in this home have a duty to:
a) Comply with all infection control policies, procedures and guidelines at all times, properly
utilizing any personal protective equipment provided and carrying out their duties in accordance
with their training and good practice.
b) Wash their hands regularly, especially after using the toilet, between seeing each service user
and before handling food.
c) Help to keep the home clean and tidy and to alert the care home manager to any incidences of
poor standards of cleanliness or hygiene.
d) Ensure that they wear a clean, properly washed uniform each shift (see Uniform Policy).
e) Always inform the care home manager or a supervisor if they are suffering from any form of
diarrhea and vomiting or any suspected infectious disease. If the member of staff is a food
handler, they should not return to work until recovered and cleared to do so by a GP.

EXCLUSION OF STAFF FROM WORK

Covid 19

2 – 5 days before the onset of symptoms

10 days after onset of
symptoms or positive test result

Training Statement
All staff, during induction are made aware of the organisations policies and procedures, all of which are
used for training updates. All policies and procedures are reviewed and amended where necessary and
staff are made aware of any changes via e-mail and on our website at
www.bendigonursinghome.co.uk/resources. Direct observations and spot checks are undertaken to

check skills and competencies. Various methods of training are used including one to one, on-line, staff
meetings, individual supervisions and external courses are sourced as required.
Related Policies
Accidents, Incidents and Emergencies Reporting (RIDDOR)
Communicable Infections Management
Contingency and Emergency Planning
Co-operating with Other Providers
Confidentiality
Covid 19 Outbreak Management
Covid 19 Visiting the Home
Covid 19 Workplace Testing
Data Protection
Decontamination
Death of a Resident
Dress Code
Protective Isolation
Food Hygiene
Good Governance
Hand Washing
MRSA
Notifications
Prevention of Pressure Sores
Personal Protective Equipment
Safe Handling of Linen
Vaccinations and Occupational Health
Waste Management
Related Guidance

COVID-19 supplement to the infection prevention and control resource for adult social care
Published 31 March 2022: https://www.gov.uk/government/publications/infection-prevention-and-controlin-adult-social-care-covid-19-supplement/covid-19-supplement-to-the-infection-prevention-and-controlresource-for-adult-social-care

Infection prevention and control: resource for adult social care Published 31 March 2022:
https://www.gov.uk/government/publications/infection-prevention-and-control-in-adult-social-caresettings/infection-prevention-and-control-resource-for-adult-social-care
Infection prevention and control: quick guide for care workers
Published 31 March 2022: https://www.gov.uk/government/publications/infection-prevention-and-controlin-adult-social-care-settings/infection-prevention-and-control-quick-guide-for-care-workers
COVID-19 testing in adult social care
Updated 19 April 2022: https://www.gov.uk/government/publications/coronavirus-covid-19-testing-foradult-social-care-settings/covid-19-testing-in-adult-social-care
Care Home outbreak testing flowchart: staff and residents (text alternative)
Updated 19 April 2022: https://www.gov.uk/government/publications/coronavirus-covid-19-testing-foradult-social-care-settings/care-home-outbreak-testing-flowchart-staff-and-residents-text-alternative
Government Guidance Covid-19 https://www.gov.uk/government/publications/coronavirus-covid-19admission-and-care-of-people-in-care-homes
Covid-19 Management of staff and exposed patients or residents in health and social care settings.
https://www.gov.uk/government/publications/covid-19-management-of-exposed-healthcare-workers-andpatients-in-hospital-settings/covid-19-management-of-exposed-healthcare-workers-and-patients-inhospital-settings
https://www.gov.uk/government/publications/covid-19-how-to-work-safely-in-care-homes
https://www.gov.uk/government/publications/visiting-care-homes-during-coronavirus/update-on-policiesfor-visiting-arrangements-in-care-homes
CQC updates for providers about coronavirus https://www.cqc.org.uk/guidance-providers/allservices/updates-providers-about-coronavirus-covid-19
Covid-19: infection prevention and control ( IPC) https://www.gov.uk/government/publications/wuhannovel-coronavirus-infection-prevention-and-control
NHS Safe Disposal of Waste in a care home setting (free to download)
https://www.infectionpreventioncontrol.co.uk/resources/safe-disposal-of-waste-policy-for-care-homesettings /
Adult Social Care Inspection information gathering tool: infection prevention and control in care homes.
https://www.cqc.org.uk/guidance-providers/residential-adult-social-care/infection-prevention-control-carehomes
Gov UK Coronavirus -what you need to know https://www.gov.uk/coronavirus
Gov.UK https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-andcontrol
Regulation 12: safe care and treatment https://www.cqc.org.uk/guidance-providers/regulationsenforcement/regulation-12-safe-care-treatment
NICE Guideline(CG139) March 2012 updated January 2019, Infection: Prevention and control of
healthcare-associated infections in primary and community care www.nice.org.uk/guidance/cg139
Infection prevention and control NICE quality standard QS61 published April 2014
NICE – A quick guide for managers and staff in care homes https://www.nice.org.uk/about/nicecommunities/social-care/quick-guides/helping-to-prevent-infection
DoH Care homes: infection prevention and control. www.gov.uk/government/publications/infectionprevention-and-control-in-care-homes-information-resource-published
Royal College of Nursing - Essential practice for infection prevention and
control www.rcn.org.uk/professional-development/publications/pub-005940
Helping to prevent infection https://www.nice.org.uk/Media/Default/About/NICE-Communities/Socialcare/quick-guides/Infection%20prevention.pdf
Health and Social Care Act 2008: code of practice on the prevention and control of infections
https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-on-theprevention-and-control-of-infections-and-related-guidance
NHS Scabies https://www.nhs.uk/conditions/scabies/
DHSC Decontamination of linen for health and social care
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/527545/S
ocial_care.pdf

HSE Skin Infections, infestations and insect bites
http://www.hse.gov.uk/skin/professional/causes/infections.htm
Food Standards Agency Pest Control https://www.food.gov.uk/sites/default/files/media/document/pestcontrol.pdf
Food Safety Site http://www.foodsafetysite.com/educators/competencies/general/pests/pest1
Helping to prevent infection https://www.nice.org.uk/Media/Default/About/NICE-Communities/Socialcare/quick-guides/Infection%20prevention.pdf
Public Health England
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/343723/1
2_8_2014_CD_Outbreak_Guidance_REandCT_2__2_.pdf
Food Standards Agency https://www.food.gov.uk/business-guidance/general-food-law
Gov UK Coronavirus -what you need to know https://www.gov.uk/coronavirus
Gov.UK https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-andcontrol
Regulation 12: safe care and treatment https://www.cqc.org.uk/guidance-providers/regulationsenforcement/regulation-12-safe-care-treatment
NICE Infection prevention and control quality standard QS61 published April 2014
https://www.nice.org.uk/guidance/qs61
NICE – A quick guide for managers and staff in care homes https://www.nice.org.uk/about/nicecommunities/social-care/quick-guides/helping-to-prevent-infection
Health and Social Care Act 2008 Code of Practice for the prevention and control of Infections
https://www.gov.uk/government/publications/the-health-and-social-care-act-2008-code-of-practice-on-theprevention-and-control-of-infections-and-related-guidance
DoH Care homes: infection prevention and control. www.gov.uk/government/publications/infectionprevention-and-control-in-care-homes-information-resource-published
Royal College of Nursing - Essential practice for infection prevention and
control www.rcn.org.uk/professional-development/publications/pub-005940

