Infection Prevention and Control Manual

DATE RATIFIED
NEXT REVIEW DATE
POLICY AUTHOR
ACCOUNTABLE EXECUTIVE
RATIFYING BODY
VERSION NUMBER

Page | 1

16th March 2017
16th March 2019
Infection Control Nurse
Director of Infection Prevention and
Control
Public Health Infection Control Group
001

Version Date

Reviewed By

Comment

001

New Procedure

Ratified by Public Health Infection
Control Group.

Page | 2

16/03/17

Infection Control Manual
Contents
Page

1 Introduction

5

2 Objectives and Scope

5

3 Hand Hygiene

8

4 Management of blood and body fluids

9

5 Sharps Management

12

6 Inoculation Injury

13

7 Clinical Waste

14

8 Cleaning, disinfection and decontamination of Environment

24

9 ANTT

31

10 Enteral feeding

33

11 CJD

35

12 Specimen collection, handling and transport

38

13 Toys

40

14 Notifiable diseases/communicable disease control

42

15 Outbreaks and incidents

46

16 Audit and Audit Tools

48

17 Immunisation for staff

50

18 Single use Medical devices

52

19 Consultation

53

20 Dissemination

53

Definitions

54

References

56

Page | 3

Page
Appendix 1- Who 5 moments Hand Hygiene

58

Appendix 2 – Hand cleaning techniques

59

Appendix 3 – Management of spillages using ‘spill kits’

60

Appendix 4 – Sharps/splash injury

61

Appendix 5 – Wound Assessment Tool from HTM01-07

62

Appendix 6 – Cleaning schedule

63

Page | 4

1.

Introduction
The overarching aim of the 3 Boroughs Infection Prevention and Control Team is to
support healthcare staff in community settings including care homes and GP
surgeries in the prevention, control and minimisation of infection risk during the care
provided. All three CCG’s and councils are committed to a zero tolerance of
avoidable Healthcare Associated Infection (HCAI) and management of serious
communicable diseases. This is managed through senior management commitment,
local infrastructure, organisational systems, policies and procedures and appropriate
use of resources.
The Health and Social Care Act (Hygiene Code) 2008 (Code of Practice for the NHS
on the Prevention and Control of Health Care Associated Infections) sets out the
criteria on which the organisations must ensure that patients are cared for in a clean
environment, adopting a ‘zero tolerance’ approach to avoidable infection. It
recognises the right of patients, staff and visitors to be able to expect reasonable
measures to be undertaken for their personal protection and safety.

2.

Objective
The manual aims to:


Make it easy for Health and social care staff to apply effective infection
prevention and control precautions.



Reduce variation and optimise infection prevention and control practices
throughout the 3 Boroughs.



Help reduce the risk of Healthcare Associated Infection (HAI).



Help align practice, monitoring, quality improvement and scrutiny.

Scope
Standard Infection Control Precautions covered in this chapter are to be used by all
health and social care staff, in all care settings, at all times, for all patients
whether infection is known to be present or not to ensure the safety of those
being cared for, staff and visitors in the care environment.
Standard Infection Control Precautions are the basic infection prevention and control
measures necessary to reduce the risk of transmission of infectious agent from both
recognised and unrecognised sources of infection.
Sources of (potential) infection include blood and other body fluids secretions or
excretions (excluding sweat), non-intact skin or mucous membranes and any
equipment or items in the care environment that could have become contaminated.
The application of Standard Infection Control Precautions during care delivery is
determined by an assessment of risk to and from individuals and includes the task,
level of interaction and/or the anticipated level of exposure to blood and/or other
body fluids.
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To be effective in protecting against infection risks, Standard Infection Control
Precautions must be used continuously by all staff. Implementation monitoring of
Standard Infection Control Precautions must also be ongoing to ensure compliance
with safe practices and to demonstrate ongoing commitment to patient, staff and
visitor safety.

3

Hand Hygiene
Hand hygiene is widely acknowledged to be the single most important activity that
reduces the spread of infection. Each organisation has a responsibility to ensure
that: All staff have access to suitable hand washing facilities.
 That there is availability of liquid soap in single use cartridge dispensers, single
use paper towels and alcohol based hand rubs are available at point of care.
Staff should be issued with personal use alcohol gel dispensers to attach to
uniforms if it is not appropriate to have alcohol gel in dispensers. I.e. in dementia
care settings.
 Any staff who are required to do outreach work or carry out home visits should
carry portable hand hygiene packs if adequate hand wash facilities are not
available.
 In some instances hand wash sinks should be compliant with NHS performance,
this would include GP practices, General Dental Practices and hand wash sinks
in Care homes which are sited in treatment/dressing rooms. Compliant sinks
have elbow operated or sensor taps, no plugs, no overflow outlet, and the flow of
water does not fall directly over the waste outlet.
All Health care professionals working in premises in the community should adhere to
the World Health Organisation (WHO) five moments for hand hygiene
See Appendix 1.
This guidance recommends hand decontamination at the following points of care: Before patient contact
 Before a clean/aseptic procedure
 After patient contact
 After body fluid exposure risk
 After contact with the patient surroundings.

3.1

Hand washing technique see appendix 2
 Hands should be wet under running water before applying liquid soap as this
helps to reduce reactions to soap products.
 Hands should be decontaminated using the correct technique which covers all
surfaces of the hands..
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 Hands should be rinsed thoroughly with running water; this will help reduce any
sensitivity to soap products.
 Hands should be dried thoroughly with a disposable paper towels.
 Posters to promote and encourage correct hand hygiene technique should be
sited at all hand wash sinks in all premises. Hand washing posters can also be
used to promote hand washing for patients attending GP and Dental practices.
 Hands can be further protected by the regular use of hand cream. Communal
tubes/ jars of hand cream should not be used as they can become contaminated,
it is preferred that hand cream is available in pump dispensers.

3.2

The use of Alcohol Hand gel for hand decontamination.
The use of alcohol gel encourages compliance with the WHO five moments for hand
hygiene. Alcohol hand gel should be applied using the same technique as is used for
hand washing with soap and water. It can be used except in the following situations
when soap and water must be used:
 when hands are visibly soiled or potentially contaminated with body fluids
 when caring for patients with vomiting or diarrhoeal illness, regardless of whether
or not
 gloves have been worn.
 When a patient is suspected or confirmed with clostridium difficile.
 When there is a case of suspected or confirmed clostridium difficile in the care
home setting.
Alcohol hand gels should be readily available at the entrance to all care homes, in
GP practice and General Dental practice. Alcohol gel dispensers should be sited
throughout care home settings for the convenience of staff. Where risk assessments
have been carried out and it is not suitable for alcohol gel to be available in wall
mounted dispensers, staff should be issued with personal issue containers to attach
to uniforms.

3.3

3.4

Hand hygiene training.
Staff should be training in hand hygiene at initial induction and then during annual
infection control review training. This training should include information regarding: Correct technique and timing of hand hygiene in order to comply with the WHO
five moments for hand hygiene.
 A practical element to training to ensure staff are assessed for competence in
hand hygiene technique.
 Instruction and advice to staff regarding the importance of being “bare below the
elbow” and ensuring that staff have no wrist jewelry, no stoned rings, have clean,
short nails, and there is no use of nail varnish, nail extensions, or acrylics.
Hand hygiene for patients/residents and visitors.
Hand hygiene for patients/residents and visitors is also important. The health of
patients/residents may be compromised for a number of reasons. This is an ideal
opportunity to educate and encourage good hand hygiene practice.
Patients/Residents should be encouraged especially at the following times: After using the toilet/bedpan/commode
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 Before eating or handling food
 After handling pets
 If patients/residents look after their own indwelling devices i.e urinary catheters,
PEG lines.

References
Department of Health (2013) Prevention and Control of infection in Care homes.
https://www.gov.uk/government/publications/infection-prevention-and-control-in-carehomes-information-resource-published.

Loveday HP, Wilson JA, Pratt RJ et al. (2014) epic3: National evidence-based guidelines for
preventing healthcare-associated infections in NHS hospitals in England.
Infection Prevention and Control Quality Standard 61 (NICE, 2014)
https://www.nice.org.uk/guidance/qs61/resources/infection-prevention-and-control2098782603205.
Infection: prevention and control of healthcare-associated infections in primary and
community care (NICE clinical guideline 139)
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4.

Management of blood / bodily fluid spillages
Background.
Spillages of blood / body fluids can occur anywhere in the health community (GP
surgeries, clinics, care homes or in the home) and it is vital that any spillage is
attended to in a safe and timely manner.
Occupational exposure to blood, other body fluids, secretions and excretions (except
sweat) through spillages poses a potential risk of infection, particularly to those who
may be exposed to these substances while providing health and social care.
Under the Control of Substances Hazardous to Health Regulations 1994 (COSHH),
assessment of hazards and associated risks to health must be undertaken to ensure
the health and safety of employees, patients and other visitors to the primary health
care setting or care home. Personal protective clothing must be worn when dealing
with spillages, irrespective of the nature of the incident.

4.1

Why manage blood and other body fluid spillages?
Blood and bodily fluid spillages must be managed promptly in order to:
 Reduce the exposure to blood and other body fluids, such as faeces, vomit, pus
and urine.
 Reduce the exposure to viruses such as HIV, Hepatitis B and Hepatitis C through
blood or other body fluids,
 Reduce the exposure to other microorganisms that may present in the spillages,
 Provide a quick and effective management of spillages, regardless of the setting.

Categories of blood/bodily fluids in accordance to risk.

4.2

Bodily Fluids Risk Category Cleaning Method
Bodily fluids
Blood/ any visibly blood
stained fluids
Breast milk
Amniotic fluid
Vaginal secretions
Semen
Cerebrospinal fluid (CSF)
Synovial fluid
Pericardial fluid
Pleural fluid
Peritoneal fluid
Unfixed tissues/organs
Saliva (associated with
dentistry)
Vomit
Sputum
Saliva
Urine
Faeces
Tears
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Risk category
HIGH RISK

Cleaning method.
e.g Chlorine releasing agent
.Chorclean®, Haz-tabs®
or Actichlorplus® Milton®.
Followed by
Detergent & hot water

LOW RISK (unless visibly
blood stained)

Detergent e.g. Hospec® &
hot water
(if visibly stained or of a
known infectious nature
follow above; with the
exception of urine)

4.3

Detergent and water.
The use of detergent (e.g. Hospec®) and water forms the basis of any cleaning
procedure.
It is the preferred method of cleaning where;
 The spillage is on a soft surface,
 The spillage is in the patient’s own home,
 There is a spillage of urine (initial cleaning),

4.3

Chlorine releasing agents.
Chlorine-releasing agents are chemical disinfectants which are effective against
blood-borne viruses and are rapid in action. They are the disinfectant of choice in the
event of a spillage of blood / blood stained body fluid.
However, the effectiveness of all chemical disinfectants is strongly dependant on
their conditions of use. In order to be effective, they must be used in accordance with
the manufacturer’sinstructions, at the appropriate strength for the contact time
specified. Solutions made from tablets should be freshly made daily.
Chlorine-releasing agents fall into two groups:
 Sodium dichloroisocyanurate (NaDCC), e.g. Presept®, Haz Tabs®, Actichlor®,
Chorclean®.
 Sodium hypochlorites, e.g Milton®, Domestos®.
COSHH (Control of Substances Hazardous to Health Regulations, 1999)
assessments must be carried out for all chemical disinfectants in use, and staff
should be aware of the implications of these for storage and use of the product, and
first aid in the event of exposure, e.g. splash to the eye. Storage must meet COSHH
guidelines.

Chlorine-releasing agents are corrosive to many materials
Chlorine-releasing agents can damage the skin and mucous membranes, therefore
gloves and aprons should be worn for any contact. If there is risk of splashing, eye
protection should be worn.
Chlorine-releasing agents should never be mixed with acids or used on spills
of urine as chlorine gas will be released.
Chlorine-releasing agents should not be mixed with hot water or any other cleaning
agents; use warm or cold water.
4.4.

Chlorine concentrations.

Strength
1,000 parts per million
(ppm)*

Uses
Disinfection of surfaces following contamination
with body
fluids e.g. commodes (to be used after cleaning
with
detergent).

10,000 parts per million
(ppm)*

Decontamination of spillages of blood or body
fluids stained
with blood

* Always refer to manufacturers instructions to ensure appropriate concentration is achieved when making up
the
solution.
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4.5

Spillage Kits.

A spillage kit should be kept in each clinical area /care home so that all the equipment for
dealing with a spillage of blood is available and is known to all staff.
Staff dealing with spillages are responsible for ensuring that the equipment is replenished
after the kit is used.

4.6

Preparation for dealing with a spillage? See Appendix 3

Gather all necessary equipment to deal with the spillage:
 Personal protective equipment: Apron and gloves.( Eyewear, masks/visor should be
worn if
there is a risk of splashing to eyes, mouth and/or body)
 Gloves must be CE marked.
 Spillage Kit
OR
 Clinical waste bag.
 Disposable towels
 Water and general purpose neutral detergent.
 Disinfectant (appropriate solution or granules at the correct concentration).
If necessary, a sign which can be displayed or the use of a physical barrier to ensure all
other
persons avoids the spillage while it is being dealt with.

4.7

Spillage of blood/and blood stained bodily fluids on impervious floors
and surfaces
 Wear protective clothing (gloves, apron must be worn and goggles if any risk of
splashing into the eyes).
 Cover spillage with NaDCC (chlorine-releasing) granules, e.g. presept.
 Leave for 2 minutes (prepare bucket with hot water and neutral detergent solution).
 Scoop up the spillage with paper towels/scoop and discard as hazardous waste.
 Clean area with hot water and neutral detergent using disposable clothes, rinse and
dry.
 Clean bucket in fresh water, rinse and dry.
 Dispose of protective clothing and cloth’s as clinical waste and wash hands.
 Replenish Spillage Kit, where used.
 Request a domestic clean/ shampoo of the area as soon as practicably possible.

4.8

Spillages on Carpets.

Spillages of blood or body fluids on carpets or furnishings should be dealt with using hot
water and neutral detergent only. Chlorine-releasing agents will bleach the colour from
the fabrics.
 Wear protective clothing (gloves, apron must be worn and goggles if risk of
splashing).
 Soak up as much of the spillage as possible using absorbent, disposable material,
e.g. newspapers, kitchen roll, and place directly into hazardous waste plastic carrier
bag or bin liner (if in patient’s home).
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 Clean area with hot water and neutral detergent using disposable clothes, rinse and
dry.
 Clean bucket in fresh water, rinse and dry.
 Dispose of protective clothing and clothes into hazardous waste (or plastic bag/bin
liner, dispose into the normal household waste).
 Wash hands.
 Request a carpet shampoo as soon as is practicably possible.

4.9

Spillage of low risk fluids (e.g. Urine, Faeces, Vomit) onto any flooring or
surface.
 Ensure area is well ventilated.
 Wear protective clothing (gloves, apron must be worn and goggles if risk of
splashing).
 Use paper towels to absorb/remove as much of the spillage as possible.
 Clean area thoroughly using hot water, neutral detergent and disposable cloths,
rinse and dry.
 Impervious flooring – wipe over the area with chlorine solution, e.g. presept tablets
made up to 1,000 ppm strength, and paper towels.
 Dispose of all materials as hazardous waste.
 Clean the bucket with fresh water and neutral detergent, rinse and dry.
 Dispose of the personal protective clothing as clinical waste and wash hands.
 Replenish spillage kit, where used.

4.10

What to do once a spillage has been managed?

 Ensure the area is decontaminated and is safe, with all items that have been used to
clear the spillage removed and disposed of into healthcare waste or cleaned where
appropriate.
 Hand hygiene should be performed.

4.11

What to do if the staff member becomes contaminated with blood or
other body fluids occurs while managing a spillage?

The contamination must be addressed immediately; this may involve washing the skin and /
or replacing items of clothing / uniform.
Any exposure incidents: breeches to the mucous membranes or skin must be management
as per local Prevention and management of inoculation exposure injuries policy.

5.

Sharps management (including inoculation injury)
Sharps include needles, cannulas, stitch cutters, scalpels, medical instruments,
intravascular guide wires, razor blades, broken glass and other sharp objects.
The EU Council Directive 2010/32/EU directive legislates a framework agreement on
the prevention of sharps injuries in hospitals and the healthcare sector. The act
which came into force in May 2013 forms part of the Health and Safety at Work Act
(1974). The organisation should make all attempts to ensure that sharps that are
being used are “sharp safe”. If a sharp safe product is not available or is not suitable
for use, a risk assessment should be completed.
Safe sharps Management
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 All staff, clinical and non-clinical should be educated in the safe use and disposal
of sharps and the action to take in the event of an inoculation injury.
 Sharps containers should be stored in a safe and secure place. Sharps
containers should never be placed on the floor or on top of high units.
 Sharps containers should comply with the UN 3291 and British Standard
BS7320.
 Sharps containers should always be assembled correctly, ensuring that the lid is
double clicked to the base.
 Sharps containers must be labelled with date and signature, when assembled
 Sharps containers should always be used at point of practice. The person who
generated the sharps is responsible for the disposal of the sharps.
 Inappropriate items should not be disposed of in the sharps container. The
container is for sharps only and packaging, cotton wool balls and other items
should be disposed of in the correct waste stream.
 The correct colour coded sharps container should be used.
 The temporary closure mechanism should be in a “closed” position when the
container is not in use.
 The correct size of the sharp container to be used should be determined
according to the volume of sharps generated. Sharps containers should be
disposed of when they are no more than ¾ full, or when the container has been
in use for three months, whichever is first.
 The closure mechanism should be clicked shut once the sharps container is full.
It is not required to tape the container shut. The person closing the container
should sign and date the front panel to indicate they have locked the container.
 Sharps containers must not be placed inside waste bags prior to disposal.
 Used Sharps containers should be stored in a designated area whilst awaiting
collection.

6.

Inoculation injury
An inoculation incident is where the blood/body fluid of one person could gain entry to
another person’s body. This would include:

A Sharps/needle stick injury with a used instrument/needle.



Spillage of blood or body fluid onto damaged skin, e.g., graze, cut, rash, burn



Splash of blood or blood stained body fluid into eyes, mouth or nose.
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A human bite causing skin to be broken.

Immediate first aid following inoculation injury. See Appendix 4
Bleed it - if there is a puncture wound, encourage bleeding of the wound by squeezing it
under running water for at least 5 minutes. (do not suck the wound).
Wash it - the injured area or damaged skin should be washed. Blood or body fluid splashes
to mucous membranes or conjunctivae should be irrigated copiously with water.
Cover it - cover the wound with a waterproof dressing.
Report it - report the injury to your line manager immediately and complete an incident
form.
Seek advice - seek medical advice immediately from your Occupational Health provider/GP.
Out of normal surgery hours, attend the nearest A&E department and inform your
Occupational Health provider as soon as possible afterwards.

For staff involved with outdoor work
For staff who are engaged with house clearances, or undertaking park or outdoor cleaning
activity, always wear PPE and use work tools for picking up/grabbing items that may pose a
risk, such as needles and syringes that may have been discarded. Always report any sharps
injuries to your line manager and seek medical advice. It is recommended that staff who
undertake duties that pose potential risk are protected with Hepatitis B immunization.

7.

CLINICAL WASTE

There is a responsibility on all healthcare providers to reduce both the cost and
environmental impact arising from the generation and disposal of waste in health care
settings and the community.
3 Boroughs Infection Control service is committed to minimising the impact of environmental
pollution related to any of its activities. The safety of patients, staff and the general public is
of the utmost importance and therefore procedures will be adopted to reduce any risk
associated with clinical waste disposal.
This procedure outlines the actions to be taken in order to ensure safe disposal of all waste
produced during healthcare activity in the clinical and home setting. Guidance is taken from
the Department of Health HTM 07-01 ‘Safe Management of Healthcare Waste’.

7.1 Waste Definitions and Classification
Waste regulation requires the classification of health care waste, produced as a
consequence of health care activities in hospitals and community settings, on the basis of its
hazardous characteristics and point of production.
There are two types of health care waste – hazardous and non-hazardous.
All clinical waste needs to be segregated so it can be disposed of appropriately, on the basis
of the hazard it poses. The Safe Management of Healthcare Waste HTM 07-01, introduces
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a new single classification system that enables a unified approach to assessing at the
source of production as to whether the waste is:
 Infectious clinical waste
 Medicinal waste
 Offensive/hygiene waste.

7.2 Waste for Incineration
Substances containing viable micro-organisms or their toxins which are known or reliably
believed to cause disease in man or other living organism, this will also include waste such
as cytotoxic waste.

7.3 Non-Infectious and Infectious Waste
Infectious waste is defined as waste that poses a known or potential risk of infection. Even
minor infections are included in the definition of infectious. Any implanted medical device
that has been in contact with infectious bodily fluids should also be classified and treated as
infected waste.
All healthcare waste – whether produced in a hospital or a community setting is assumed to
be infectious waste until it is assessed. If as the waste producer ‘you’ answer ‘yes’ to any of
the criteria within the ‘Wound Assessment Chart (Appendix 5) and this indicates that the
wound is infected, then all associated contaminated dressings, etc. should be classified as
infectious waste and disposed of in an orange bag.
If the wound assessment has identified that the wound is non-infectious, then
 Small amounts of waste of dressings, plasters, etc. which can be wrapped in a
carrier bag can be placed into the domestic refuse
 If large volumes of non-infectious waste is produced, an ‘Offensive Waste’ (yellow
and black striped bag) should be used.
The 3 Boroughs infection, prevention and control nurses should be contacted for advice if
unsure.

7.4 Medicinal Waste
Medicinal waste includes expired, unused, split and contaminated pharmaceutical products,
drugs, vaccines, and sera that need to be disposed of appropriately. It also includes
discarded items contaminated from use in the handling of pharmaceuticals, such as bottles
or boxes, masks, connecting tubing, syringe bodies and drug vials.
Only cytotoxic and cytostatic medicines are classified as hazardous waste and must be
segregated from other medicines. Failure to segregate cytotoxic medicines will mean the
entire medicinal waste stream must be disposed of as hazardous waste.
Other non-cytotoxic medicines may need to be disposed of separately (for example,
controlled drugs) and these should be referred to the appropriately authorised personnel for
disposal and destruction.
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7.5 Non-Clinical Waste Definitions
Offensive/Hygiene Waste:
This is a new term to describe waste which is both non-infectious and non-hazardous (and
therefore does not require specialist treatment or disposal) but which may cause offence to
those coming into contact with it. The category includes waste previously described as
‘human hygiene waste’ and ‘sanpro’ waste. Examples of Offensive/Hygiene Waste include:
 Incontinence, and other waste produced from human hygiene
 Sanitary waste
 Nappies.

 Catheter bags

7.6 Handling of Clinical Waste
Staff undertaking procedures that generate hazardous waste must segregate the waste
according to the colour coding table (see below), and they must ensure appropriate
protective personal equipment e.g. gloves and aprons are worn where necessary. This must
take place after undertaking a full risk assessment. The following best practice standards
must also be addressed:
 Staff should be encouraged to be vaccinated against Hepatitis B and Tetanus
 Appropriate hand hygiene must be maintained when handling waste
 Plastic bags should be picked up by the neck
 Do not squash down waste sacks
 Waste must be identifiable from each premises it is generated, identity tags should
be attached to bags (available from domestic services)
 Do not throw or drop waste bags/containers
 Never overfill the bag/container; maximum amount allowed is 3/4 full; ensure that the
bag is not too heavy for handling
 Waste bins should be emptied at least daily unless ¾ full then the bag should be
removed from the bin, replaced and the full bag stored appropriately, ready for
collection
 Never decant waste into other bags
 Avoid the bag/containers touching the body when being carried
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 Never dispose of any liquid waste that is not solidified (i.e. gelling of liquid
specimens)
 Always re-bag any split bags before moving them
 Ensure bags and containers when full are locked in suitable storage areas
 Ensure healthcare waste bins and storage areas are kept locked at all times
 Do not put sharps, glassware or sharp edged waste into plastic bags
 Do not put aerosols into containers for household waste.

All staff must ensure they are able to ascertain and understand:
 Cleaning procedure for liquid spillage or blood and body fluids
 Appropriate hand hygiene practice
 Procedure for dealing with any sharps or body fluid spills to intact and non-intact
skin.
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7.7 Sharps Classification
The Sharps safety and exposure to blood and body fluids policy must be read in conjunction
with this policy and in particular the management of sharps and sharps and inoculation
injuries. Where possible sharps should be avoided in practice or sharps safe devices utilised
where they are available and appropriate.
The person utilising a sharp in practice must place all sharps into a sharps container
immediately after use. Sharps are classified as items that have the potential to cause cuts or
puncture wounds. Sharps may consist of the following:
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 Needles and syringes
 Surgical blades and razor blades
 Broken vials/ampoules
 Small pieces of broken glass used for clinical purposes
 Single disposable metal instruments e.g. scissors, blade handles, forceps, clamps,
etc. must also be disposed of into a BS or UN approved Sharps container.

7.8 Sharps Containers
Sharps containers must:
 Conform to BS 7320/UN: 3291 standards
 Be assembled correctly according to manufacturer’s instructions e.g. ensuring that
lid is secure
 Be provided in sufficient numbers and of an adequate size
 Be secured to wall mounted fittings between 1 meter and 1.5 meters above floor
level; and positioned safely, out of the reach of children and unauthorised persons. If
there is a requirement for a sharps container to be mounted higher, please seek
advice from the Infection Control service.
 The safety aperture must remain closed when left unsupervised to prevent spillage
or tampering
 Must be sealed correctly when 2/3 full, then conveyed to an appropriate secured
storage area whilst awaiting disposal. The containers must be labelled to indicate
they are due for collection
 Be placed out of direct sunlight
 Be at the place where sharps are used so that they can be disposed of immediately
after use. Where this is not possible, a receiver must always be used
 Must be signed and dated when put into use and again when sealed and ready for
disposal.
And
 When carrying the container or when left unsupervised, the safety aperture must
remain closed to prevent spillage or tampering
 Tape must not be used to secure or seal the lids
 Do not leave sharp containers ready for collection in areas in treatment rooms or to
which the public have access. Do not place them into waste bags
 Place damaged used sharps containers into a larger sharps box and properly label
the container and follow spillage procedure
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 Sharps containers should then sealed and conveyed to appropriate secured storage
areas ready for collection
 Sharps containers should be collected when filled to the fill line. If the sharps
container is seldom used, it should be collected after a maximum of three months
from the date of assembly, regardless of the filled capacity. Best practice would be to
review the size of the container being used and where necessary downsize to an
appropriate size.

7.9 Colour Coding of Sharps Receptacles
Sharps must be disposed of in colour-coded sharps containers, which should be stored
ready for collection when two-thirds full. The colour of a sharps container is defined by the
waste it contains and how this will be treated and disposed of.

7.10 Disposable Instruments
Infectious contaminated plastic disposable instruments that contain no risk of sharps can be
safely disposed of as infectious waste and should be placed into the orange-bag waste
stream, preferably double bagged. Contaminated metal disposable instruments must be put
into a yellow sharps container with an orange lid.

7.11 Disposal of Clinical Waste
Staff working where clinical waste is generated should receive instruction in waste handling,
segregation, storage and disposal procedures and, where appropriate, the use of personal,
protective clothing.
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7.12 Waste Bins
The waste bins for clinical waste bags should:
 Have foot operated lids, fully enclosed rigid containers
 Be made accessible in clinical and in sluice areas
 Be Suitable for the size of bag used
 Be cleaned daily both to the outside and inside of the lid.

7.13 Storage of Infectious, Clinical or Cytotoxic Waste
Waste that is infectious is the responsibility of the producer. Waste awaiting collection
should be stored in a secure designated area which is locked. If this is outside the building it
should be an area that is inaccessible to birds, dogs, pests and any unauthorised persons.
The area should be kept locked at all times and should have a solid floor that can be
washed down. There should be no inappropriate items stored in the waste compound.
Under current legislation, producers of waste must satisfy themselves that the contractors
they are using have correct systems in place for the final destination and incineration of
clinical waste. This is termed ‘cradle to grave’. Where waste is being inappropriately
disposed of by a contractor, the healthcare premises may be at risk of litigation.

7.14 Disposal of Domestic Waste
Domestic waste should be disposed of in black polythene bags. When ¾ full they should be
closed and stored in a secure area until final collection.
Bins for domestic waste should be made available in every room, clinical and non- clinical
and must be a rigid receptacle.
Black bags are sent for landfill therefore it is essential that clinical waste is never placed in
these bags.

7.15 Carriage of Sharps and Other Waste by GP/Nurses
Sharps containers must be transported with temporary closer secure, in a secondary rigid
container or in a secured unit for transport in car boots. The healthcare professional
producing the waste can transport the infectious or offensive waste from the home
environment back to base. Where healthcare professionals are transporting waste in their
own vehicles, they should ensure that they are transporting the waste in suitable UNapproved rigid packaging, for example containers or drums (HTM 01-07).

7.16 Broken Glass
Any glass, which is considered to be contaminated with clinical waste, must be put into a
sharps container. Any other items of glass must be placed in a dedicated broken glass
receptacle in all Trust owned premises.

7.17 Patients with MRSA
The guidance confirms that any patient cared for in the community and diagnosed with
MRSA is not necessarily infectious. It is advised that such patients only require special
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‘infectious’ consideration if being treated for MRSA, and the infection is present in any
resulting clinical waste

7.18 Patients with Stoma or Urinary Catheter Bags
Waste from a stoma care or patients/ resident/ client with a catheter or continence pads can
be disposed of in the black-bag waste stream. If the patient develops any kind of
gastrointestinal infection, or the site becomes infected, the stoma bag must be disposed of
as infectious waste in the orange-bag waste stream.
Self-care patients/ clients can dispose of their own waste in the domestic black-bag waste
stream.

7.19 Arranging a Waste Collection From Patient’s Home
If clinical waste collection from a patient’s home is required, staff should contact the local
council to arrange collection.

7.20 Disposal of Cytotoxic and Cytostatic Medicines
The disposal of cytotoxic and cytostatic waste are classed as hazardous waste and should
be put into special containers or bags and disposed of by incineration. Sharps containers
will be marked cytotoxic/cytostatic and have a purple lid. Waste bags are yellow with a
purple stripe. A consignment note must be filled out for this type of waste by facilities. Local
guidance with specialist cancer services which may be in place should be followed; this may
include arranging waste pick up.

7.21 Disposal of Amalgam Waste from Dental Care (18.01.10) - Waste
Management Regulations
Teeth in general are treated as non-anatomical infectious waste but any teeth containing
amalgam must be treated separately. Amalgam waste is hazardous from mercury and to a
lesser extent from the other constituents of the amalgam (e.g. silver and tin). This waste
must be sent to a suitable licensed contractor to recover constituent components. All dental
practices are required to have amalgam separators fitted and all waste materials containing
or contaminated with mercury are classified as hazardous waste. Other waste such as x-ray
fixer and developer; and gypsum must be assigned to the waste codes in appendix 2. Other
non-hazardous waste i.e. x-ray film packaging should be assigned to non-hazardous waste
stream.

7.22 Disposal of Mercury
Mercury spillage or items that contain mercury may only be disposed of through a licensed
waste disposal contractor. Under no circumstances can it be disposed of in sewerage,
clinical or household waste. Mercury spillage kits should be used where possible and
assessments made of whether the use of mercury can be minimised.
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7.23 Disposal of Urine Specimens
Urine specimens must be disposed of in an appropriate manor. If a sluice or toilet is
available near to point of testing urine can be discarded then flushed.
If none of the above is available specimens must be solidified using a gel (i.e. Vernagel)
then disposed of as clinical waste in orange bags.
If the system for urine testing is being used has a sharp inside these pots must be discarded
as clinical waste in a rigid container.

7.24 General Enquiries about Disposal of Clinical Waste
Any problems regarding the handling or disposal of clinical waste/human hygiene waste not
covered in the above procedure should be referred to the 3 Boroughs Infection Control
Service.

7.25 Waste Audits
Waste audits need to be carried out by a nominated person who is responsible for waste
management, although this can be conducted with an experienced waste audit contractor or
consultant. The designated waste manager should be in attendance to understand the
issues and recommendations from the audit. A team approach is advocated to cover all
relevant aspects (for example control of infection). Audits should address (as a minimum)
the effective segregation, packaging and labelling of the waste types, as well as:
 Classification
 Segregation
 Packaging, waste description
 Paperwork completion and retention
 Storage
 Movement/transport
 Health and safety and final disposal.
Waste audits should be carried out every 12 months for a medical practice that produces
five tonnes or more of clinical waste in any calendar year or every five years for other
healthcare producers of clinical waste.

References and Useful Web Addresses
Health Technical Memorandum 07-01: Safe management of healthcare waste 2013. (this
document incorporates the European Waste Catalogue (EWC) codes)
Websites
Further waste-specific guidance can be found at the following websites:
Environment Agency for England and Wales
http://www.environment-agency.gov.uk/business/topics/waste/31873.aspx
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Hazardous waste Interpretation of the definition and classification of hazardous waste (3rd
Edition 2013). Environment Agency.

8 CLEANING AND DISINFECTION
Health and Social Care settings contain a diverse population of micro-organisms. Equipment
used in patient areas becomes contaminated with blood, other body fluids, secretions and
excretions during the delivery of care. Therefore, both the environment and the equipment
used in the delivery of care must be managed appropriately in order to limit the risk of
contamination from micro-organisms, which in turn, could potentially lead to the spread of
infection.

8.1 Decontamination process:
This is a combination of processes, including cleaning, disinfection and sterilisation, which
when used in combination make a re-usable item safe for re-use.

Cleaning
This is a process which physically removes soli e.g. dust, dirt and organic matter e.g. body
fluids, from environmental surfaces and equipment. Cleaning must be carried out prior to
disinfection.

Disinfection
Disinfectants reduce the number of micro-organisms present but cannot be guaranteed to
remove all e.g. spores. Efficiency of this process is dependent on:






Efficient prior cleaning
Appropriate disinfectant for the micro-organisms present.
Appropriate strength of the disinfectant
Compatibility of the equipment.
Appropriate contact time.

Sterilisation
This is the only process which destroys all micro-organisms including spores. This can be
achieved by:




Pre sterilized single use equipment.
Pre-sterilised re0usable equipment decontaminated in an accredited external CSSD
Sterilised prior to re-use in an appropriately maintained benchtop steam steriliser dental services only.

8.2 Assessment of risk – Infection risk to patient from contact with an item of
equipment/environment.
The method of decontamination selected should consider the risk of the item acting as a
source or vehicle of infection and the process that it will tolerate.
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Risk
High

Application



Medium






Low

Recommendation

Items in close contact with
a break in the skin or
mucous membrane.
Items introduced into sterile
body cavities.




Items in contact with intact
mucous membranes.
Items/environment
contaminated with
potentially virulent or
readily transmissible
organisms e.g. C difficile,
Norovirus, any outbreaks of
infection.
Items prior to use on
immuno-compromised
patients.





Items in contact with intact
healthy skin.
 Items/environment not in
contact with the patient.
Examples: Patient Wash Bowls,
commodes, hoists etc.







Single use
Sterilisation by
accredited CSSD
Benchtop steam
sterilisers –
dental only.
Thorough
cleaning followed
by disinfection
using a
hypochlorite
solution e.g.
Milton, Haz tabs
etc.
Single use.

Cleaning with
detergent and
water

8.3 Cleaning
Healthcare grade general purpose detergent diluted according to the manufacturer’s
instructions should be used for general cleaning in all clinical areas. The solution must be
discarded on completion of each task.
It is important to dry all surfaces and items after cleaning as bacteria thrive in most
conditions.
Bowls and buckets used for the dilution of detergents must be rinsed and stored inverted to
drain.

8.4 Disinfectants
A disinfectant solution is not effective if there is dirt or visible soiling, e.g., urine, faeces,
blood. Therefore, equipment should be cleaned before a disinfectant solution is used. Some
disinfectant wipes, e.g., Clinell Universal disinfectant wipe and chlorine-based products such
as Chlor-clean, Actichlor Plus, contain both a detergent and a disinfectant, this means
equipment does not need to be cleaned before disinfection.
COSHH regulations must be adhered to at all times.
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A chlorine-based disinfectant solution at a dilution of 10,000 parts per million (ppm) should
be used for the disinfection of any equipment contaminated with blood or blood stained body
fluids.
A chlorine-based disinfectant solution at a dilution of 1,000 ppm should be used for the
disinfection of equipment that has been in contact with an infected service user, non-intact
skin, body fluids (not blood stained) or mucous membranes.
To ensure a disinfectant solution works effectively, it is important that the correct amount of
disinfectant and water are used. If a weaker solution is used, the micro-organisms will not
be killed, too strong, and equipment or surfaces can be damaged.
Always wear disposable gloves, apron and eye protection, if indicated when using
disinfectant products. As diluted chlorine-based disinfectant solutions become less effective
after 24 hours, a new solution should be made each day.

8.5 Thermal disinfection
Thermal disinfection can be achieved for commode pans, bed pans, urinals, by the use of
an automated bed pan washer disinfector and is the preferred method of disinfection for
these items. If a bed pan washer is unavailable, items should be washed with detergent and
warm water, dried and wiped with a chlorine-based disinfectant at 1,000 ppm. Hand wash
sinks should not be used for this purpose.
When equipment requires servicing or repair, documentation should accompany the
equipment stating if the item has or has not been decontaminated

8.6 Environmental Cleaning
Environmental cleaning is a fundamental principle in the health care or community setting.
Surfaces play an important role in the transmission of pathogens that can cause harm to
humans, such as MRSA, Clostridium difficile and other multidrug resistant organisms.
Harmful germs are capable of surviving for prolonged periods of time on surfaces and
equipment which can cause cross infection. Cleaning schedules should be in place.
Examples can be found in Appendix.

General Principles
To control infection it is important to minimise, reduce and eliminate, wherever possible,
potential contamination of the environment.
 The environment should inhibit the growth of micro-organisms by being clean and
dry. Dust, dirt and liquid residue must not be allowed to accumulate.
 Work surfaces should be smooth finished, intact, and durable, be impervious to
liquids and not allow pooling of liquids.
 Detergent and hot water is sufficient for routine cleaning of the environment. Hot
water must be used in order to remove surface dust and/or dirt; therefore the water
must be changed at regular intervals. Water must also be changed between cleaning
different areas, e.g. general areas, rooms and toilet areas.
 National colour coding should always be used for mops, cloths and buckets.
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Disinfectants should not routinely be used for cleaning unless on blood and body
fluid spills, medium risk equipment, in an outbreak situation or for a patient with C
difficile or other infection as advised by the community infection control nurses.
 Increased cleaning should be considered in outbreaks of infection.
 Clean and dirty equipment / items must be stored separately.
 Equipment, including loan equipment must be thoroughly cleaned and a certificate of
decontamination form attached prior to collection.
 Equipment cleaned and stored in a clinical area or equipment leaving the clinical
area
Cleaning Equipment
 Cloths should be laundered / disposed of after use and not left to dry, for example
on radiators.
 Buckets and other cleaning equipment should be drained, left clean and stored
dry and inverted.

 Mops should be laundered or single use mops used. Mops should be stored
inverted.
 When used in isolation situations disposable mop heads should be discarded
after each use. If re-usable mop heads are used they should be sent for
laundering in a water soluble bag and not used for cleaning any other area.
Colour Coding for Cleaning Equipment
In accordance with the National Patient Safety Agency (NPSA) all cleaning materials and
equipment e.g. cloths, mops, buckets should be colour coded this ensures that these
items are not used in multiple areas, therefore reducing the risk of cross infection.
Red Toilets, Bathrooms, Shower rooms, Sluice Rooms
Blue General Ward including ward and office areas
Green Catering departments and Kitchen / Food preparation areas in the clinical
environment
Yellow Isolation areas

A daily, weekly and monthly schedule are necessary to provide clear guidance to staff of
what they need to do and when, a schedule should be easy to follow and staff should audit
and monitor standards to ensure they are being upheld.

Equipment

Decontamination Method

Airways

Single Use

Auroscope ear pieces

Single Use
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Baby changing
mat

Cover with disposable paper between babies
Clean with detergent at end of the session. If
contaminated with blood/body fluids – clean
then disinfect before next baby in line with
policy

Baby weighing scales

Cover with disposable paper between babies
Clean with detergent at end of the session. If
contaminated with blood/body fluids – clean
then disinfect before next baby in line with
policy

Bath

Clean with detergent between each client
using colour coded single use disposable
cloth

Bath hoists and slings
Clean with detergent and hot water. Dry
thoroughly.
Remove footrests when not in use to allow
for drying of insertion channels.
Hoist slings should be for single patient use
only, disposable, or laundered between use.
Bed

Remove body fluid contamination as it
occurs using detergent/detergent wipe and
disinfect if blood or faeces

Bed accessories

Wash with detergent and hot water. Dry
thoroughly. If contaminated with body fluids,
wipe with paper towel and hypochlorite 1000
ppm solution
Refer to manufacturers guidelines.

Beds (specialised)

Bowls (used for cleaning purposes)

Empty, rinse with clear water and store
inverted to dry

Bowls (residents)

Each resident should have his or her own
bowl. Between
uses, clean with hot water and detergent, dry
with paper
towel and store inverted.

Blood pressure equipment

Wipe cuff and monitor with
detergent/detergent wipe, pat dry with paper
towel each day, do not immerse cuff in
water.
Disposable single use cuff/cuff cover for use
when a patient has a multi resistant
organism
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Buckets for leg ulcer washing

Clean and disinfect with 1,000pm NaDCC
(Chlor-clean) between patients and at the
end of the session Store buckets inverted to
drain

Commodes

Wash with hot water and detergent.
Use chlorine solution (1000ppm) if visibly
contaminated.
Should be for single patient use only.
Clean clippers with alcohol impregnated
wipe after use.
Machine wash, using final rinse water at 80°.
Or, hand wash with detergent and hot water,
followed by
hot rinse and air dry.

Combs, brushes, clippers

Crockery and cutlery

Curtains

Launder six monthly or when visibly
contaminated.(Keep a record).
If disposable change every 6 months.

ECG equipment: Electrodes
Straps/Leads/Machine

Single use
Clean with detergent/detergent wipe, do not
immerse in water

Examination couches

Cover with disposable paper towel between
patients. Clean with detergent/detergent
wipes at the end of the session
Clean and disinfect with NaDCC if
contaminated with blood/blood stained body
fluid

Gym equipment

Clean seat and handles of equipment with
detergent/ detergent wipe between patients

Hoist Frame
Sling

Clean weekly with detergent/detergent wipes
Slings can be laundered if contaminated.
Own sling should be used.

Jugs for emptying catheters

Use disposable ones, or clean in washerdisinfector between use

Minor surgical Instruments

Single use

Nebulisers

Single patient use.Wash mask and chamber
with detergent, rinse and leave to dry on
disposable paper

Peak flow meters/spirometry

Follow manufacturers guidance Disposable
single use mouth pieces with one way valve
or filter (change filter as directed by
manufacturer) Clean machine weekly with
detergent/detergent wipe
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Pillows

All pillows should be protected with a plastic
cover .Wipe with detergent/detergent wipe at
end of session. Disinfect with NaDCC if
contaminated with blood/blood stained body
fluid

Pressure relieving aids

Clean with detergent/detergent wipe weekly.
If able to open check foam inside for any
soiling.
Clean weekly with detergent/detergent wipe
and between patients

Pulse oximeter

Stethoscope

Clean diaphragm between patients with
alcohol wipe.
Clean ear pieces likewise between staff.

Sticks/frames/crutches

Clean with detergent/detergent wipe
between users

Suction machines

Follow manufacturers instructions

Syringe driver

Clean with detergent wipe
Do not immerse in water

Thermometers

Tympanic thermometer should be used
when possible.
Electronic and rectal thermometers must be
covered with a disposable sheath.
Glass mercury thermometers: Wash in warm
water and
detergent, dry thoroughly and store dry.
Wipe with detergent/detergent wipe pat dry
with paper towel between patient use

Tourniquet

Trolleys

Clean with detergent/detergent wipe prior
to/following use

Toilet bowls

Clean daily using disinfectant or hypochlorite

Toys: only have hard toys made of suitable
material if require disinfection.
Soft toys not suitable for healthcare.

Clean weekly with detergent/detergent wipe
or after use if used as part of
treatment/assessment.

Wash basins

Use cream cleanser.

Weighing scales

Clean weekly with detergent/detergent wipe.

Vaginal speculum

Single use.

Wheelchair

Clean with detergent/detergent wipe weekly
or if becomes soiled.
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9. Aseptic technique
Aseptic technique is one of a number of procedures that contributes to preventing Health
Care Associated Infections (HCAIs). HCAI encompass any infection by an infectious agent
that is acquired as a consequence of a person’s treatment by the NHS or which is acquired
by a healthcare worker in the course of their duties (DH Health Act 2008).
Aseptic technique is a practice or procedure undertaken for a patient which is designed to
ensure the freedom from microbial contamination. It is a method used to prevent
contamination of wounds and other susceptible sites by organisms that could cause
infection. This can be achieved by ensuring that only sterile equipment and fluids are used
during invasive medical and nursing procedures and that the insertion technique
reduces the risk of infection.
 Asepsis is the method by which we prevent microbial contamination during
clinically invasive interventions.
 Aseptic technique is the procedure undertaken in relation to the type of
asepsis.
Infection is essentially transmitted from the hands and bodies of other people or from our
own body e.g. from hands, bowel, skin or mouth. A contaminated environment can provide
dust or liquid reservoirs of micro-organisms which may cause harm to vulnerable people e.g.
patients who are immuno-compromised, have surgical or chronic wounds or who have
surgical devices in-situ. Avoid exposing or dressing wounds or performing an aseptic
procedure for at least 30 minutes after bed making or domestic cleaning.
In the community setting or patient’s home, the health care worker does not have specific
equipment as in the hospital setting. E.g. dressing trolleys, and therefore adaptations and
creativity are required to ensure that the environment is conducive for the procedure to be
carried out, and that the equipment/dressings required remain sterile or clean.

Clean/Non-touch Technique. A clean technique is a modified aseptic technique. The
use of sterile equipment and environments is not as critical as it is for asepsis. The clean
technique also uses a non-touch technique i.e. you do not touch the ends of the sterile
connections or other items which will touch the susceptible site. However, you can wear
clean rather than sterile gloves unless you need to handle sterile items. A clean technique
should only be used after a risk assessment.

9.1 Procedures - for Aseptic or Clean Technique
Aseptic Technique

Clean Technique

Wounds healing by primary intention e.g.
surgical wounds

Wounds healing by secondary intention e.g.
pressure ulcers, leg ulcers and stoma sites.

Urinary catheterisation

Removal of sutures

Suturing

Removal of drains

Coil fitting

Endo tracheal suctioning

Peripheral cannulation

Management of tracheostomy site
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Central venous line insertion

Management of enteral feeding lines

PICC line insertion

Venipuncture

9.2 Aseptic technique for Wound dressing
 Ensure all equipment is ready and available and that there is a clear field in which to
carry out the procedure
 Verbally check the identity of the patient, check with carer if patient not able to
confirm identity
 Explain the procedure to the service user, obtain consent and understanding
 Position the service user, with dignity and privacy so that the procedure can be
performed
 Wash hands with soap and water/decontaminate visibly clean hands with alcohol gel
 Open wound care pack onto a clean field
 Put on single use apron
 Put on non- sterile gloves
 Prepare all equipment onto sterile field and arrange in an organised manner.
Equipment should be carefully placed and not dropped onto sterile field
 Remove all dressings and securing devices and ensure the patient is comfortable
 Remove non- sterile gloves and wash hands with soap and water.
 Put on sterile gloves from wound care pack in a manner which prevents the outer
surface of the sterile glove being touched by a non-sterile item i.e. touching only the
inside wrist end
 Use aseptic non-touch technique to ensure that only sterile items are used to keep
exposure of the susceptible site to a minimum
 On completion of the procedure dispose of waste
 Wash hands with soap and water and dry.
 Record all care in the patient’s records.
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10 ENTERAL FEEDING
Enteral feeding guidance
Enteral feeding is the preferred and most physiologically normal method of artificial
feeding. The majority of patients receiving enteral feed have the product
administered directly into their stomach via a gastrostomy tube or via a naso-gastric
tube. Gastrostomy feeding via a Percutaneous Endoscopic Gastrostomy (PEG) is
the most commonly used route of administration for adult patients fed in the
community. Children often have gastrostomy buttons. Bacterial contamination of the
feed and possible risks of infection around a gastrostomy site can lead to
complications.

Preparation and storage of enteral feeds
 Hands must be washed prior to commencing feed preparation. Please refer to
hand hygiene section.
 Wherever possible, pre-packaged, ready to use feeds must be used in
preference to feeds requiring decanting, reconstitution or dilution
 The system must require minimal handling to assemble and be compatible with
the patient’s enteral feeding tube
 If decanting, reconstitution or dilution of feeds is necessary, a clean working area
must be prepared and equipment used only for enteral feed should be utilised
 Where ready-to-use feeds are not available, feeds may be prepared in advance
and stored in a refrigerator. They must be used within 24hours
 Refrigerators used for feed storage must maintain temperatures of between
2ºCelcius and 8ºCelcius to ensure safe storage
 Feeds that need to be reconstituted must be mixed using cooled boiled water
and a non-touch technique adopted. In circumstances where immunecompromised patients are being fed, use either cooled freshly boiled water or
freshly opened sterile water
 Feeds must be stored according to the manufacturer’s instructions.

Administration of enteral feeds and medication
 All persons involved in the handling and administration of enteral feeding must be
trained to carry out the process in a safe manner
 Enteral feeding systems should not contain ports that can be connected to
intravenous syringes or have end connectors that can be connected to
intravenous or other parenteral lines
 Enteral feeding systems should be labelled to indicate the route of administration
 Three-way taps and syringe tip adaptors should not be used in enteral feeding
systems
 To administer medication or flush the feeding tube, syringes labelled oral/enteral,
which cannot be connected to intravenous catheters or ports must be used.
 These syringes can be cleaned with detergent and warm water and left to air dry
and can be re-used for the same patient.
 Intravenous syringes labelled with
sign must not be used to measure and
administer oral medication
 Effective hand decontamination must be carried out prior to the administration of
feeds or medication. Please refer to hand hygiene and hand care policy within
this manual
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 Minimal handling and an aseptic no-touch technique must be used to connect the
administration system to the enteral feeding tube
 Ready-to-hang feeds may be given for a whole administration session of up to a
maximum of 24 hours
 Reconstituted feeds must be administered over a maximum period of 4 hours. In
some circumstances it may be identified that this is not possible, therefore seek
further advice from a community dietician
 A new giving set must be used every 24 hours.

Enteral feeding equipment and decontamination
To prevent transmission of infection it is essential that items of equipment that are
single use be disposed of after use. Other pieces of equipment that are used must
be decontaminated prior to reuse.

10.1 Care of insertion site and enteral feeding tube
 Until granulation of the stoma canal has taken place the site should be dressed
and changed daily.
 Once the stoma canal has granulated, the site must be washed daily with water,
dried thoroughly and observed for any problems (e.g., infection, skin breakdown)
 If any signs of infection are observed, the practitioner should consider obtaining a
swab for microbiological analysis
 To prevent blockage, the enteral feeding tube must be flushed with fresh cooled
boiled water prior to and following feed/medicine administration
 Naso-gastric or gastrostomy tubes must be flushed with fresh cooled boiled
water
 Jejunostomy tubes must be flushed with cooled freshly boiled water or sterile
water from a newly opened container. (Infection Control Nurses Association 2003
Enteral Feeding Infection Control guidelines)
 Immuno-supressed patients feeding tubes must be flushed with cooled freshly
boiled water or sterile water from a newly opened container
 Any manipulation of the feeding system must be treated as a clean, non-touch
procedure.
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11. Creutzfeldt-Jakob Disease (CJD)
Creutzfeldt-Jakob disease (CJD) is one of a rare group of diseases, known as “transmissible
spongiform encephalopathies” (TSEs), which affect the structure of the brain. TSEs cause
dementia and a range of neurological symptoms, including ataxia, myoclonus, chorea or
dystonia.
A number of TSEs are recognised in both human and animals. In animals, the best known
TSE is bovine spongiform encephalopathy (BSE or mad cow disease). The different types of
human prion disease are distinguished by the clinical characteristics and investigations,
together with a history of a relevant iatrogenic exposure or a family history of a similar
disorder. A definite diagnosis requires examination of brain tissue, usually after postmortem.
The national CJD Research and Surveillance Unit carries out surveillance of CJD throughout
the UK and provides further information on CJD for clinicians and members of the public on
its website www.cjd.ed.ac.uk This includes information on diagnostic criteria, the number of
cases, epidemiology, research and the latest short term incidence projections.

The four main types of CJD
 Sporadic CJD
Sporadic CJD is the most common type of CJD. The precise cause of sporadic CJD is
unclear, but it has been suggested that in some people a normal brain protein undergoes an
abnormal change (misfolding) and turns into a prion. Most cases of sporadic CJD occur in
older adults aged between 45 and 75 years, with the average age of symptoms developing
being around 60-65 years. Despite being the most common type of CJD, sporadic CJD is
still very rare, affecting only 1-2 in every million people each year in the UK.

 Variant CJD
Variant CJD is likely to be caused by consuming meat from a cow that has been infected
with a similar prion disease called bovine spongiform encephalopathy (BSE) - also known as
'mad cow disease'. Since the link between variant CJD and BSE was discovered in 1996,
strict controls have proved extremely effective in preventing meat from infected cattle from
entering the food chain. The average time however, it takes for the symptoms of variant
CJD to occur after initial infection (the incubation period) is still unclear. The incubation
period could be very long (over 10 years) in some people, so people who were exposed to
infected meat before the food controls were introduced can still develop variant CJD. The
prion that causes variant CJD can also be transmitted by blood although this has only
happened four times in the UK.

 Familial or Inherited CJD
Familial CJD is a very rare genetic condition where one of the genes a person inherits from
their parent (the prion protein gene) carries a mutation that causes the formation of prions in
their brain during adulthood, triggering the symptoms of CJD. It affects about 1 in every 9
million people in the UK. The symptoms of familial CJD usually first develop in people aged
in their early 50s

 Iatrogenic CJD
Iatrogenic CJD is where the infection is accidentally spread from someone with CJD through
medical or surgical treatment. For example, a common cause of iatrogenic CJD in the past
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was growth hormone treatment using human pituitary growth hormones extracted from
deceased individuals, some of whom were infected with CJD. Synthetic versions of growth
hormones are now used, so this is no longer a risk.
Cases of iatrogenic CJD can also occur if instruments used during brain surgery on a
person with CJD are not properly cleaned between each surgical procedure before re-

use on another person.
11.1 Patient categorisation
When considering measures to prevent transmission to patients or staff in the healthcare
setting, it is useful to make a distinction between:
Symptomatic patients – those who fulfill the diagnostic criteria for definite, probable or
possible CJD.

Patients at increased risk – those with no clinical symptoms, but who are at increased
risk of developing CJD, because of their family or medical history. In most routine clinical
contact, no additional precautions are needed for the care of patients in the at increased risk
patient groups. However when certain invasive interventions are performed, there is the
potential for exposure to the agents of TSEs. In these situations it is essential that control
measures are in place to prevent iatrogenic CJD transmission.

11.2 Care of patients with CJD
There is no evidence that normal social or routine clinical contact with a CJD patient
presents a risk to healthcare workers, relatives or others. Isolation of patients with CJD is
not necessary, and they can be nursed in an open unit using standard infection prevention
and control precautions.
Blood and body fluid samples from patients with or at increased risk of CJD should be
treated as potentially infectious for blood borne viruses and handled with standard infection
prevention and control precautions as for any other patient.
Clinical waste bags (orange bags) should be used for the disposal of any waste.
Bed linen – used or fouled bed linen should be put in a red alginate bag and washed and
dried in accordance with current standard practice.

11.3 Care and Decontamination of Instruments
The risks of transmission of infection from minor surgical/dental/podiatry instruments are
thought to be very low provided standard principles of infection control and decontamination
noted in this manual are maintained.
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Such instruments used on patients can be handled in the same way as those used in any
other low risk surgery i.e. taking a precautionary approach. These instruments can be
reprocessed according to best practice and returned to use.
Additionally, practitioners are reminded that any instruments labelled by manufacturers as
“single use” should not be re-used under any circumstances.

11.4 Dentistry and Decontamination
The risks of transmission of infection from dental instruments again are thought to be very
low provided satisfactory standards of infection control and decontamination are maintained.
There is no reason why any patient with or “at increased risk” of CJD or vCJD, should be
refused routine dental treatment. Such people can be treated in the same way as any
member of the general public.
Dental instruments used on patients with, or “at increased risk” of, CJD can be handled in
the same way as those used in any other low risk surgery, i.e. these instruments can be
reprocessed according to best practice and returned to use. Dentists are reminded that any
instruments labelled by manufacturers as ‘single-use’ should not be re-used under any
circumstances.
Information for dentists about the management of patients with CJD or at increased risk can
be found in ‘Decontamination Health Technical Memorandum 01-05: Decontamination in
primary care dental practices’ (March 2013). This includes advice for dentists on the re-use
of endodontic instruments and v CJD.

11.5 Occupational Health- Follow-up of Healthcare Workers Exposed to TSE
Agents
The highest potential risk is from exposure to high infectivity tissues through direct
inoculation, e.g. sharps injuries. In the event of a sharp or inoculation injury all staff must
follow the needle stick procedure found in sharps and blood borne virus policy, and report to
the occupational health department.

11.6 After Death – Care of the Cadaver
When a patient who is known, suspected or at risk of CJD or vCJD dies, the body should be
removed from the community setting, nursing / residential home or hospice using normal
standard infection control measures.
The current recommendations are that the body is placed in a cadaver bag prior to
transportation to the mortuary, in line with normal procedures where there is a known
infection risk. An infection control notification sheet should be completed and given to the
undertaker concerned with the deceased.

Further Information on CJD
If staff need further guidance then they should contact the Community Infection Prevention
and Control nurses.
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12

Specimen collection Handling Storage and Transportation

12.1 Specimen Collection
At some point staff will need to obtain a sample from a patient, service user or client.
Specimens are usually required because someone is presenting with clinical symptoms and
requires investigation as to the cause. Before obtaining a specimen staff must wear
appropriate PPE in accordance with the type of specimen being collected and in accordance
with local policy.
Clinical indications for obtaining samples are for a variety of reasons, some examples are:
Fever
Urinary symptoms,
Respiratory symptoms that are productive of sputum
Wound site, pus redness or, swelling.
Unexplained diarrhoea
It is always best practice to send a sample to try to ascertain the germ that is causing the
infection so that the infection can be targeted with the right antibiotic.
All specimen request forms should be clearly labelled with the correct patient/service user
details;
 Full name
 Date of birth
 Patient’s gender
 Date and time of specimen collection.
 NHS number
If 3 identifiers are not on the pot and form the laboratory will reject the specimen
Always write a description of where the sample is from e.g. wound site left foot, catheter
specimen of urine or mid-stream specimen.
Also ensure symptoms or reasons for request are marked on the form along with any
antibiotics that are being given to the patient at present.
Category 3 pathogens TB, CJD, HIV, Hepatitis B and C, must have a hazardous sticker on
both specimen receptacle and request form, so that safe transfer can be made to the
laboratory and staff are aware of the danger associated with the specimen. This is because
some dangerous pathogens are handled differently in the laboratory.
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12.2

Flow chart for collection of specimens.
Collect specimen in appropriate container
↓

Label request form and specimen container with patient details
↓

Place sealed specimen container into request form bag
↓

Seal request form bag
↓

A number of request form bags and specimens can go into the transportation
box which should be made of a robust material with absorbent material in case
incidence of spillage
↓

The transport Box to the lab must comply with Local policy and standards.
Samples should always be placed in the correct containers then in a leak-proof bag ready
for transportation.

Urine samples
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Wound swab

Stool specimen pot

12.3 Transportation of specimens
Specimens should be transported in a rigid, leak-proof box and taken to the laboratory as
soon as possible.
Vehicles used for the transportation of specimens must have the following available;
 Appropriate PPE, gloves and aprons
 Spillage kit
 Alcohol gel for hand sanitation
In addition any incident during transportation that may affect the quality of the specimen or
the safety of staff, must be brought to the attention of the Infection control team.
Any spillage must be dealt with using the spillage kit provided

12.4 Getting results back from specimens.
It is important that when a sample is taken the staff member should always check for a
result to see if any treatment is required.

13. Toys
13.1 Cleaning of Toys
Shared toys which are used in child care facilities and premises where children may attend
for appointments are a known source of infection. Toys can become contaminated with
germs from spills of body fluids, contaminated with germs from unwashed hands or by
children putting toys in their mouths. Toys should be selected for communal use with
infection prevention in mind
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 In order to reduce the risk of cross infection, it is important that toys are cleaned on a
regular basis.
 Toys that are visibly soiled with dirt or body fluids should be cleaned after each
session.
 Toys should be chosen that are easy to clean, disinfect and dry.
 There should be cleaning schedules in place for all toys and a designated person
identified who is aware of their responsibilities. Toys should be cleaned thoroughly
on a regular basis at least weekly. This should also include toys that are not currently
in use.
 Toys should be washed in a neutral detergent and hot water, using a brush to get
into crevices. The toys should be rinsed adequately and thoroughly dried. Care
should be taken to ensure crevices are dried thoroughly.
 In some instances it may be necessary to disinfect toys i.e during outbreaks of viral
illness, or other outbreaks of communicable disease common in young children. It is
recommended that toys are disinfected using a chlorine based disinfectant at a
concentration of 1,000 parts per million.
 Soft toys should not be available for communal use.
 Children should be discouraged from putting shared toys in their mouths.

13.2

Sand and Water play

 Children should be encouraged to wash their hand before playing in communal sand,
water and play doh.
 Water play equipment should be drained, cleaned and dried at the end of the
session and stored dry until next session
 Sand should be changed regularly (e.g. monthly for indoor sandpits)
 Outdoor Sandpits should be covered with a tight fitting lid to prevent contamination
by animals such as cats, birds and rodents.

13.3

Additional precautions to be taken in the case of outbreaks of gastro
intestinal illness.

 All toys should be washed with a neutral detergent and hot water and then
disinfected using a chlorine based disinfected at a concentration of 1,000 parts per
million. i.e. sterilising fluid.
 Toys should be cleaned daily during the outbreak period.
 The use of communal sand and water play should be suspended. All sand in sand
pits and water should be disposed of and containers washed thoroughly.
 The use of communal Play Doh should be suspended.
 All toys used for sand and water play should be washed and dried thoroughly.
 Toys that are put into the mouth i.e. musical instruments should be suspended and
washed thoroughly.
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14. Notifiable diseases
Registered medical practitioners (RMPs) have a statutory duty to notify the ‘proper officer’ at
Public Health England of suspected cases of certain infectious diseases.
The purpose of notification is to enable the prompt investigation, risk assessment and
response to cases of infectious disease and contamination that present a significant risk to
human health. Notification has the secondary benefit of providing data for use in the
epidemiological surveillance of infection and contamination.
Complete a notification form (below) 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, securely by:




Phone – telephone 0344 225 0562.
Letter – PHE North West, Suite 3B, The Cunard Building, Water Street, Liverpool L3
1DS
Secure fax machine – 051 236 2488

List of notifiable diseases
Diseases notifiable to local authority proper officers under the Health Protection
(Notification) Regulations 2010:


Acute encephalitis



Malaria



Acute infectious hepatitis



Measles



Acute meningitis



Meningococcal septicaemia



Acute poliomyelitis



Mumps



Anthrax



Plague



Botulism



Rabies



Brucellosis



Rubella



Cholera



Severe Acute Respiratory Syndrome



Diphtheria



Scarlet fever
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Enteric fever (typhoid or paratyphoid fever)



Smallpox



Food poisoning



Tetanus



Haemolytic uraemic syndrome (HUS)



Tuberculosis



Infectious bloody diarrhoea



Typhus



Invasive group A streptococcal disease



Viral haemorrhagic fever (VHF)



Legionnaires’ disease



Whooping cough



Leprosy



Yellow fever

The Medical practitioner should also notify Public Health England of:


Cases of other infections not included in the list below if they present or could cause
significant harm to human health (e.g. emerging or new infections)



Cases of contamination , such as with chemicals or radiation, that may present or
could present significant harm to human health
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Registered medical practitioner notification form template
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 or
contamination

Date of onset of symptoms
Date of diagnosis
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/education address (if
relevant)

Page | 44

Post code
Contact number
Overseas travel, if relevant
(destinations & dates)
Please send completed forms to the proper officer of the local authority or to the local
Health Protection Unit.
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15. Outbreaks and incidents of Infection diseases.
Effective control depends on early recognition and timely intervention. Staff should be aware
of symptoms which may indicate a possible outbreak, for example:
 cough and/or fever may represent influenza
 diarrhoea and/or vomiting may indicate Norovirus or food poisoning. Diarrhoea may
indicate Clostridium difficile
 skin lesions/rash may indicate scabies.
Other infections which need to be recognised and reported include
 Notifiable diseases (see Notifiable disease chapter)
 Episodes of possible transmission of infection, or infections with a significant risk of
transmission of infection.
 Serious and unusual infections, e.g., a single case of Diphtheria, Polio, etc.
Such infections should be notified to your Community infection control nurse or PHE.
15.1 Definition of an outbreak
 An incident in which two or more people experiencing a similar illness that are linked
in time/place
 A greater than expected rate of infection compared with the usual background rate
for the place and time where the outbreak has occurred
 A single case for certain rare diseases such as diphtheria, botulism, rabies, viral
haemorrhagic fever or polio

Suspected outbreaks must be notified to the local Community Infection control nurse at the
earliest opportunity. They can be contacted by telephone on 01925 867707.
The purpose of the initial phase of investigation is to determine:
 whether a problem/outbreak exists
 nature and extent of the incident/outbreak
 immediate control measures that need to be put in place.
 identify those who are ill
 ensure service users receive appropriate care
 control the spread of infection
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The outbreak will be monitored by the community infection control nurses and a visit to the
premises may be undertaken. If there are concerns the incident will be discussed with the
Consultant in Communicable Disease control (CCDC) at Public Health England.
It is the responsibility of the CCDC or deputy to decide if the episode is of sufficient
significance to require special arrangements for investigation and management, e.g., an
outbreak control team or triggering of the major incident plan. It is, therefore, crucial that the
CCDC is informed at the earliest stage that a significant outbreak is suspected
It is neither possible nor appropriate to define the steps of managing an outbreak within this
manual, the aim of this section is to inform staff of the importance of contacting the Infection
control team.
See 3 boroughs Infection Control procedures on” Diarrhoea and vomiting outbreaks
for care homes” and “Isolation of patients with infectious conditions” for further
information. These are both available on the infection control website.
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16. AUDIT AND AUDIT TOOLS
Introduction
The 3 Boroughs Infection Control Service considers involvement in clinical audit to be an
integral component of good clinical practice for individual health care settings. The 3
Boroughs Infection Control Service provides support for all Infection Control audit activity in
the 3 Boroughs and also provides expert advice.

.
Clinical Audit
Definition
The definition of clinical audit is: “Clinical audit is a quality improvement cycle that
involves measurement of the effectiveness of healthcare against agreed and proven
standards for high quality, and taking action to bring practice in line with these
standards so as to improve the quality of care and health outcomes”.
More simply put: clinical audit is “Saying what should happen for patients or service
users. Checking to see if that is what is actually happening. Act on the results.”

The infection control team expect audits to be completed on a variety of topics depending
on the care setting.
Care Homes
 Annual infection control audit
 Mattress audits
 Hand hygiene audit
 Cleanliness audit
 Wheelchair audit
 Aseptic technique audit

GP surgeries
 Annual infection Control audit
 Hand hygiene audit
 Cleanliness audit
 Aseptic technique
Dental Surgeries
 Annual Infection Control audit using IPS dental audit tool
 Hand hygiene

Some care homes/GPs/ Dentists will be audited by a member of the Infection Control Team,
these are either selected at random or if the care setting has had previous poor compliance.
Other care homes/ GPs/ Dentists will be selected for self audit. These audits are expected
to be completed by the nominated person and returned to the infection control team via
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email. The infection control team will then look at the action plan and add any actions or
queries and log the scores onto the data base.

16.1 Use of Databases
All clinical audit activity should be recorded and kept as evidence.
All audits will be stored on a database that will be managed and maintained by the infection
control team. The database will be used to provide information for reports and to review the
quality of audit projects. The database will hold all details relating to each healthcare
premise providing methodology through references, results and action plan. It will be used to
project manage each healthcare site which includes the monitoring of action plans and
scheduling of re-audits. The database will not contain any patient identifiable data.

16.2 Identified Risks
Issues identified from a clinical audit that represent risk to patients/ residents/ clients/
visitors and staff or the organisation should be risk assessed by the relevant manager and
graded accordingly. The procedure to be followed thereafter is in accordance with the Risk
Management Policy for the healthcare organisation.

16.3 Action Plans for Improvement
The main purpose of clinical audit is to deliver improvements in clinical practice and
consequently, by providing evidence based care, achieve the best outcome for the patient/
resident/ client. Where the initial results of a clinical audit indicate sub-optimal practice, an
action plan must be developed and implemented. All action plans will be included on the
clinical audit database.
The action plan should address each area where the standards are less than acceptable.
Actions must be specific, designed to address the root cause and achieve improvement.
Each action must specify a date set for completion.
The action plan should also state whether another cycle of audit is required ie re-audit and
approximately when, dependent on timescales for completion of action plan.
The 3 Boroughs Infection Control team will monitor the action plans to ensure that each
action is completed to the specified timescale and prior to the re-audit.
A proportion of initial clinical audits will require action plans if the topics are identified
correctly. However, not all subsequent clinical audits will require an action plan, e.g. where
an audit shows that standards are being met or guidance followed. For such audits there
should be an explicit statement stating ‘no further action required’ included in the audit
report.

16.4 Re-audit
“The most important part of the audit cycle is making change” 14
Where compliance is not met re-audit is vital to determine whether agreed actions have
been implemented and the associated improvements realised. All audits with an action plan
must be reviewed accordingly.
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16.5 Confidentiality Agreements
There may be occasions when the 3 Boroughs Infection Control team engages individuals in
its clinical audit activities that are not directly employed e.g. staff from other agencies such
as the Quality Assurance team. It is recommended that these individuals adhere to the St
Helen’s CCG confidentiality agreement.

17. IMMUNISATIONS FOR STAFF
Under the Health and Safety at Work Act (HSWA) 1974, employers, employees and the
self-employed have specific duties to protect, so far as reasonably practicable, those at
work and others who may be affected by their work activity, such as contractors, visitors and
patients. Central to health and safety legislation is the need for employers to assess the
risks to staff and others.
The Control of Substances Hazardous to Health (COSHH) Regulations 2002 require
employers to assess the risks from exposure to hazardous substances, including pathogens
(called biological agents in COSHH), and to bring into effect the measures necessary to
protect workers and others from those risks as far as is reasonably practicable.
All new employees should undergo a pre-employment health assessment, which should
include a review of immunisation needs.
Employers need to be able to demonstrate that an effective employee immunisation
programme is in place, and they have an obligation to arrange and pay for this service.

17.1 Immunisation of health and social care staff
Any vaccine-preventable disease that is transmissible from person to person poses a risk to
both health and social care professionals and their patients. Health and social car workers
have a duty of care towards their patients which includes taking reasonable precautions to
protect them from communicable diseases.
Immunisation of health and social care workers may therefore:
 protect the individual and their family from an occupationally-acquired infection
 protect patients and service users, including vulnerable patients who may not
respond well to their own immunisation.
 protect other health and social care staff.
 allow for the efficient running of services without disruption.

17.2 Staff involved in direct patient care
This includes staff who have regular clinical contact with patients and who are directly
involved in patient care. These immunisations should be offered to these staff.
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17.3 Routine vaccination
All staff should be up to date with their routine immunisations, e.g. tetanus, diphtheria, polio
and MMR. The MMR vaccine is especially important in the context of the ability of staff to
transmit measles or rubella infections to vulnerable groups. While healthcare workers may
need MMR vaccination for their own benefit, they should also be immune to measles and
rubella in order to assist in protecting patients. Satisfactory evidence of protection would
include documentation of having received two doses of MMR or having had positive
antibody tests for measles and rubella.
17.4 Hepatitis B
Hepatitis B vaccination is recommended for all health and social care workers who may
have direct contact with patients’ blood or body fluids. It is also recommended for any staff
who are at risk of injury from blood-contaminated sharp instruments, or of being deliberately
injured or bitten by patients The course of vaccines include having 3 Hepatitis B vaccines
and a blood test to confirm antibodies. Arrangements for this will be either though their GP,
occupational health or travel clinic.
17.5 Influenza
Influenza immunisation helps to prevent influenza in staff and can reduce the transmission
of influenza to vulnerable patients. Influenza vaccination is therefore recommended for all
health and social care staff directly involved in patient care. They should be offered
influenza immunisation on an annual basis.
17.6 BCG
BCG vaccine is recommended for healthcare workers who may have close contact with
infectious patients.

Page | 51

18. Single use medical devices
To reuse a single-use device without considering the consequences identified outlined in the
following could expose patients and staff to risks which outweigh the perceived benefits of
re - using the devices.
Key points:
A device designated as ‘single-use’ must not be reused. It should only be used on an
individual patient during a single procedure and then discarded. It is not intended to be
reprocessed and used again, even on the same patient.
Any device bearing the single use icon means that the device has gone through EU
directives for its safety and quality before being introduced onto the open market. The
MHRA are a government body that endorse the safe use of devices used in health care and
therefore would investigate any adverse event related to the re use of a device in which
patient safety is compromised.
The reuse of single-use devices can affect their safety, performance and effectiveness,
exposing patients and staff to unnecessary risk.
 Cross infection
 Degredation of material through decontamination processes
 Chemical corrosion

The reuse of single-use devices has legal implications:
 anyone who reprocesses or reuses a device intended by the manufacturer for use on
a single occasion, bears full responsibility for its safety and effectiveness;
 anyone who reprocesses a single-use device and passes it to a separate legal entity
for use, has the same legal obligations under the Medical Devices Regulations as
the original manufacturer of the device.
Check the packaging or device for the symbol below, to breach this means that liability is
transferred to any organization endorsing the re use of single use medical devices.

Single use devices may not be designed to allow a thorough decontamination process.
Reprocessing a single-use device may alter its characteristics so that it no longer complies
with the original manufacturer’s specifications and performance may be compromised.
. Infection is one of the greatest patient safety concerns associated with reuse. The risk of
cross infection may increase due to the inability of the reprocessing system to completely
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remove viable micro-organisms. This may be due to design e.g. narrow lumens. Viable
micro-organisms may be incompletely removed and be transferred to the next patient
Some materials can absorb certain chemicals which can gradually leach from the material
over time. For e.g. disinfectants may be absorbed by plastics and leach out during use,
resulting in chemical burns or a risk of sensitisation of the patient or user.
Chemicals may cause corrosion or changes to the materials of the device. For example
plastics may soften, crack or become brittle.
The material may experience stress during reuse and may fail, stretch or break.
Inadequately cleaned equipment can carry bacterial endotoxins which remain after bacteria
are killed.
Some items of equipment are identified as suitable for single patient use i.e. urethral
catheters supplied within the community for intermittent use and continence treatment
equipment. A medical device may be used for more than one episode on one patient only;
the device may undergo some form of reprocessing between each use. Advice must be
sought from the manufacturer or the Infection Prevention and Control Service on
appropriate decontamination methods. The packaging on a device should state its intention
for single patient use and decontamination guidelines from the manufacturer should be
supplied or sought before re use. It should also be clear on the number of times that a
device can be re used on a patient.

19. Consultation
Key individuals involved in the development of the document to ensure it is fit for
purpose once approved.

20. Dissemination and Implementation
a. Dissemination
This manual will be disseminated using links with all organisations within the 3
Boroughs.

b. Implementation
Appropriate training, identified by the IPC nurses through audit, incident forms and
staff feedback.
Managers are responsible for raising awareness of this policy as part of their team
meetings.
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Definitions
Antibiotic: A substance which is toxic fir certain microorganisms, that either kills or inhibits
their growth.
Antimicrobial: A substance which is inhibitory or lethal to microorganism.
Antiseptic: A chemical used to kill numbers of surface microbes.
Aseptic technique: A practice / procedure designed to ensure freedom from microbial
contamination, e.g. wounds dressing, catheterisation.
Colonisation: the presence of organisms in or on the body (including wounds), but without
any sign of illness or disease. The body is colonised with many organisms the majority of
which cause no harm and some are actually beneficial.
Cross infection: the transfer of harmful microorganisms. Bacteria and viruses are among
the most common. The spread of infections can occur between people, pieces of
equipment, or within the body.
Communicable Disease: infection which is capable of spreading from person to person.
Infection Prevention and Control: processes to prevent and reduce to an acceptable
minimum the risk of the acquisition of an infection amongst patients, health care workers
and any others in the health care setting
Healthcare Associated Infection: any infection that arises as a result of healthcare,
regardless of the care setting. It includes hospital, primary and community care acquired
infections.
Incubation Period: Period between infection and onset of signs.
Infection: when organisms in or on the body have started to multiply and/or invade a part of
the body where they are not normally found. The body develops a reaction leading to
disease or illness.
Intravenous: The insertion of a catheter or cannula into a vein.
Non pathogenic: A microorganism that will not cause disease
Notifiable: A disease of people or animals that must be reported to the appropriate
authority when it occurs so that control or preventive measures can be taken
Pathogen: A microorganism with the ability to cause disease.
Septicaemia: Bacteria present in the bloodstream accompanied by signs and symptoms of
infection with no other recognised cause.
Spread of Infection
Is usually spread by one of the following means:-
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Direct Spread: Contact with contaminated blood or body secretions particularly by staff
hands that have become contaminated by body to body contact, and by transfusion of
contaminated blood.
Indirect Spread: Contact with contaminated equipment such as razors or needles.
Airborne Spread: Of contaminated skin scales, aerosol spread via droplets from coughing
and sneezing.
Vectors: Third parties such as cockroaches, fleas, flies, mosquitoes, all harbour infectious
agents
Sequence of Spread:
The Organism: The source or causative agent
The Reservoir : The place where the organism normally lives.
Point of Entry : Different organisms have different modes of entry, e.g. Salmonella enters
through the mouth; Tuberculosis enters through the nose and mouth and then into the
lungs.
Point of Exit: Salmonella exits the body in faeces; Tuberculosis exits the same way it
comes in, through the mouth or nose.
Method of Spread: All organisms need a method of getting to the person they will infect or
colonise. Hands play a major part in spreading infection.
Susceptible Host : This is the person who will become ill
Spores: resistant casings that some bacteria use to enclose their cells in adverse
environmental conditions. Spores germinate when conditions improve and the cell
recommences multiplication
Suppression Therapy: Treatment given to reduce the number of colonising
microorganisms.
Transmission: the means by which an infection is spread
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Appendix 1 - 5 Moments
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Appendix 2
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Appendix 3: Management of Spillages using ‘spill kits’.

M

Page | 60

Appendix 4
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Appendix 5 Wound assessment Tool from HTM01-07
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Appendix 6
NON - CLINICAL CLEANING SCHEDULE
Venue………………………………………………………………………………….
Week commencing…………………………………………………………………….
Mon

DAILY
Dust/damp wiped all
areas, skirting, radiators
Damp wipe/disinfect all
kitchen surfaces, mop
floors, wipe down tables.
Carpets vacuumed
All toilets cleaned
Waste bins emptied,
liners replaced(wipe
underside of lid)
Any damaged areas or
furniture need reporting

WEEKLY
As daily duties PLUS:
High level dusting (damp)
completed
* Desks/furniture polished
*Window
ledge/suface/shelving
wiped
Glass partition doors
wiped
Linoleum floors scrubbed
* if requested to, & only if
area cleared

MONTHLY
High level dust/damping
of tops of doors/door &
window frames?
Paintwork wiped down
Window blinds wiped
Microwave, cooker, other
kitchen appliance cleaned
Inside of fridge cleaned

TIME & Signature of
person completing
form
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Tues

Wed

Thurs

Friday

Sat

Sun

Clinical Cleaning Schedule
Venue…………………………………………………………………………………
Week commencing……………………………………………………………………
Mon
Tues
Wed
Thurs Fri
Sat
Daily Duties
Clean/disinfect all sinks, wash basins in
treatment/doctors rooms.
Damp wipe/ disinfect all surfaces, mop
floors, wipe all skirting’s, radiators&
pipes.
Replace paper towels /hand soap/toilet roll
when/if needed.
Clean all toilet areas, disinfect & wipe
bowls, toilet seats (inside & out).
Empty all waste bins/ clinical waste bins*
& replace with new liner.
General dust/damp wipe* of furniture/
window ledges/ shelving in all areas.
*dust/polish/wipe around objects on
desks/ furniture or ask staff to remove
Vacuum all areas with carpeting
Check for any damage, if found report to
supervisor.
Weekly Duties
Low level dusting damp and/or dry
Wipe down skirting’s in corridors/ dining
areas/ kitchens/ offices/toilets.
*Polish desks/ furniture & wipe down
window ledges/ window surfaces/
shelving, wipe glass partition doors.
*dust/polish/wipe around objects on
desks/ furniture or ask staff to remove.
Monthly Duties
High level dusting/ damp wipe of tops of
doors/ door frames/ window frames (if
able to reach). Wipe down paintwork
within reach.
Dust/wipe window blinds, cubicle
tracking in treatment/doctors rooms &
recovery areas.
Inspect cubicle curtain for damage, stains,
blood spillage.
Scrub linoleum flooring especially in
treatment rooms.
TIME & Signature of person
completing form.
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Sun
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CORRECT WASTE STREAMS
Offensive Waste
Soiled pads, and
continence products

Offensive Waste
collection
(Yellow & Black Striped
Bag)

Page | 66

Clinical Waste
Infected dressings and heavily
blood soiled dressings

Clinical Waste
collection
(Orange Bag)

Household Waste
Paper towels, packaging,
newspapers.

Household Waste
collection
(Black Bag)

