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INTRODUCTION: 
 
This document has been developed in accordance with current applicable infection control 
and regulatory guidelines. It is intended for use as a guideline only. At no time should this 
document replace existing documents established by the facility unless written permission 
has been obtained from the responsible facility manager. 
 
The overall goal of infection prevention practices is to eliminate the risk of the transmission of 
pathogens between individual residents and between residents and Care-Home workers/health 
workers.  
Infection control is similar to health and safety in that it will never stop infectious outbreaks but 
with policies, procedures and the use of effective disinfectant/cleaners such as VIRUSOLVE+ 
everything practicable can be done to prevent any infection getting out of hand.  
 
Care/Nursing Homes need to protect their businesses from Infection outbreaks as residents who 
become infected during their stay in the home can under negligence (doing nothing to prevent or 
control an outbreak) claim compensation for infections. For large chains of Care/Nursing homes a 
good reputation can be destroyed through the media and press in weeks. However, homes which 
used VIRUSOLVE+ as part of a infection control policy and routine cleaning of rooms would be 
taking steps to prevent an outbreak, and through a good outbreak planning document, training, 
risk and COSHH assessments a home would be able to demonstrate to a court that everything 
was in place as per best practice to prevent and control any communicable disease 
 
This guideline is intended to provide practical information on the preventive measures of 
communicable diseases for those who work in Residential Care and Nursing Homes. 
 
The guideline is divided into sections for ease of reference, an index of which is given in the next 
section. 
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CLEANING PRODUCTS: 
 
Use dilution: 5% solution of Virusolve+ concentrate in clean water. 
Note: A ready-to-use solution at 5% strength is also available from Amity 
 
Dilution of Virusolve+ 
 
1. Preparation of working solution: Pre-mix and label from a controlled location Virusolve+ at a 

dilution of 5% (1 part chemical to 19 parts water), (equivalent to 1:20 or 1part in 20). Use 
potable tap water at between 18 and 30 °C for this purpose. 

2. Place mixed solution in either a labelled, flip-top 1 Litre bottle or a small hand bucket. 
 
Also Available: 
Virusolve+ RTU 750ml Trigger Spray and 5 Litre RTU are ready-to-use products diluted at 5%. 
 
Application: 
Virusolve+ diluted to 5% is suitable for the disinfection and cleaning of heavily soiled surfaces 
including surface contaminated with body fluids including blood. 
Virusolve+ diluted to 5% is also suitable for use in conjunction with ultrasonic machines. 

 
 
COMMUNICABLE DISEASES 
 

Communicable diseases refer to diseases that can be transmitted and make people ill. They are 
caused by infective agents (pathogens) e.g. bacteria and viruses, which invade the body and 
multiply or release toxins to cause damages to normal body cells and their functions.  
In severe cases, they may lead to death. These infective agents can spread from a source of 
infection (e.g. sick person) to a person through various modes of transmission. 
For an individual to acquire an infection, a number of factors crucial to the spread of 
communicable diseases including the infective agents (pathogens), source of infection (reservoir), 
mode of transmission, and susceptible host must be present. This is called the chain of infection 
 
Pathogens: 
 
The infective agents (pathogens) responsible for infectious disease include bacteria, viruses or 
parasites. These may be part of our own body flora or can be acquired from external sources. 
They do however need to achieve an infective dose before becoming a risk to other people. 
 
Reservoir: 
 
This refers to any object or environment where pathogens can survive and multiply to achieve an 
infectious dose, e.g. humans, inanimate objects, animals, food or water. A human reservoir may 
be a patient or can be a carrier. 
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Mode of Transmission: 
 
Transmission modes may be by contact, droplet, inhalation or ingestion. 
Interruption of the transmission mode is the easiest way to break the chain of infection and hence 
control an outbreak. 
Contact transmission by direct (person to person) or indirect (food, water, fomites, i.e. inanimate 
objects) body contact is the most common mode of transmission. 
Droplet transmission occurs when minute infectious droplets come into contact with the mucous 
membrane (eyes, nose or mouth) of a susceptible person. Droplets arise from sneezes, coughs, 
spitting or just talking but are usually short lived in the air and rarely travel more than a few feet 
from the source. 
Airborne transmission occurs when infectious droplets or contaminated dust particles remain 
suspended in the air for considerable periods and are inhaled by susceptible hosts.  
Common vehicle transmission occurs through contaminated food water or equipment. 
Finally, 
Insect transmission occurs when the pathogen is transmitted by contact or bite of an insect host.  
 
Susceptible Host: 
 
The natural defence mechanisms of the body may be compromised by aging or immaturity or by 
trauma or drug taking whether prescribed or otherwise. Such people will be at a higher risk of 
infection. 
 
 

RISK FACTORS FOR INFECTIONS 
 
Factors that affect a person’s susceptibility to infection include: 
 

• Age (the very young and very old are more susceptible) 
• Immune status 
• Physical well-being 
• Psychological well-being 
• Hygiene 
• Underlying or chronic diseases or medical conditions (e.g. diabetes, chronic chest and 

heart problems or cancer) 
• Other existing infections 
• Medical interventions (e.g. indwelling medical device) 
• Medical therapies (e.g. cancer chemotherapy). 

 
Principles of asepsis 
 
Asepsis is defined as the absence of pathogenic organisms. Aseptic technique is used to 
describe clinical procedures that have been developed to prevent contamination of wounds and 
other susceptible body sites. 
The principles of asepsis/aseptic technique are: 
 

• Keeping the exposure of a susceptible site to a minimum 
• Ensuring appropriate hand decontamination prior to the procedure 
• Using sterile or non-sterile gloves depending on the nature of the susceptible site and the 

nature of the procedure being undertaken 
• Protecting uniform/clothing with a disposable plastic apron 
• Ensuring all fluids and materials used are sterile 
• Checking sterile packs for evidence of damage or moisture penetration 
• Ensuring contaminated/non-sterile items are not placed in the sterile field 
• Not re-using single-use items 
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• Reducing activity in the immediate vicinity of the area in which the procedure is to be 
performed. 

 
The principles of aseptic ‘no-touch technique’ play a vital role in preventing the transmission of 
infection in any environment. It is the responsibility of each staff member to understand the 
meaning of these principles and to incorporate them into their everyday practice. 
 

 
PREVENTATIVE MEASURES 
 

On the occurrence of a communicable disease, staff should in addition to the general hygienic 
practice, also adopt basic infection control measures. 
 
Principles of Prevention & Control 
 
Control measures should be immediately implemented to try to break down the chain of infection. 
Examples of control measures are presented at Table 1. 
 

Chain of Infection Control Measures 
Infective agents Disinfection and killing of all infective agents 
Source of Infection Early detection, Isolation and Treatment of sick.  

Removal of breeding sites. 
Mode of Transmission Maintain good environmental, personal and 

food hygiene. 
Adopt infection control measures appropriate to 
the different modes of transmission. 

Susceptible Host Build up personal immunity by immunization 
and healthy lifestyles 

 
Immunity may be increased by having a well balanced diet, adequate rest and sleep and regular 
exercise. Being a non-smoker also helps improve immunity characteristics. 
 
Personal hygiene practices should be observed as follows: 
 

- Perform hand hygiene frequently using soap and water or an alcohol-based rub (e.g. 
Virusan and Virusan AS) 

- Don’t spit. 
- Cover nose and mouth with tissue paper when sneezing or coughing. Discard the 

tissue into lidded waste bins. 
- If feeling unwell seek medical advice promptly to prevent the spread of infection. 
- Change and wash uniform/work clothes regularly or whenever gross contamination 

has occurred. 
- Do not share personal items such as towels, razors, etc. 
- Cover any wounds with waterproof dressings. 

 
Standard precautions 
 
These should be implemented when contact with blood, body fluids, secretions, non-intact skin 
and mucous membranes. They include the following control measures: 

- Hand hygiene 
- Respiratory hygiene / cough etiquette 
- Environmental hygiene and decontamination 
- Personal protective equipment (PPE) 
- Linen management 

 

Hand hygiene: 
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Hand hygiene is widely acknowledged to be the single most important activity for 
reducing the spread of infection. 
Common hand hygiene practices recommended include hand washing and the use of alcohol-
based hand rub (hand antisepsis) e.g. Virusan or Virusan AS. 
 
Micro-organisms passed from one individual to another during the delivery of care may potentially 
be harmful however, hand hygiene can minimise the risks. 
Organisms found on the skin may be resident, or transient. 
 
Resident organisms live deep within the epidermis that is, in skin crevices, hair follicles, sweat 
glands, and beneath the finger nails. They protect the skin from other, more harmful bacteria that 
are not easily removed, and are therefore rarely associated with cross infection. 
 
Transient organisms are usually located on the surface of the skin and are easily passed 
through direct contact with other people, the environment, equipment, or other body sites for 
example by blowing the nose. The ability to transfer easily means that transient organisms pose a 
significant risk to vulnerable individuals. However, unlike resident organisms, transient organisms 
are easily removed by the application of thorough hand hygiene practices. 
 
Hands should be decontaminated either by washing with liquid soap and water if visibly 
soiled or decontaminated with alcohol hand rub (Virusan or Virusan AS) if visibly clean: 

• After using the toilet 
• Before handling, serving or eating food 
• Between procedures involving handling residents 
• After going to the toilet/helping others to the toilet 
• After cleaning up anything that comes out of the body for example, urine, vomit or 

diarrhoea 
• After removal of gloves 
• After bed making 
• After blowing or wiping noses 
• After handling pets 
• After any procedure that might make the hands dirty such as, handling waste, soiled 

linen or equipment. 
• After smoking 
• Before administering medicines 

 
Hand-washing: 
Health care workers should not: 

1. Wash hands in food preparation areas following delivery of physical care to residents. 
2. Wash hands in a sink where contaminated equipment such as commode pans and 

bedpans are cleaned. 
 
For hand-washing health care workers should: 

• Wet hands under continuous running water 
• Wet the hands up to the wrists before applying cleanser/soap 

• Rub palm to palm to make a lather, then part fingers to wash in between 
• Wash the back of one hand with the palm of the other, then change over, parting the 

fingers to wash in between 
• Hold the fingers of one hand with the fingers of the other, and rub in a half circle 

motion, then change over 
• Wash the thumbs well 
• Wash the wrists 
• Dry the hands thoroughly with a disposable paper towel do not use terry towels in a 

care home setting 
• Use the paper towel to turn off the tap, then dispose of towel into a waste bin 

Refer to Appendix A for guidance on washing technique. 



CLEANING AND DISINFECTION ADVISORY NOTE  
REF NO: 027 

Page 7 of 58                                                        Issue    11 May 2015 

 
For optimum performance of hand hygiene, staff should remove watches, rings and accessories 
on hands prior to washing thoroughly.  
Organisms can also be carried on items of jewellery. Rings, bracelets, wrist watches, earrings, 
body piercings or jewellery can all harbour germs. Some rings with stones, can also be a Health 
and Safety risk, as elderly people have frail skin, which is easily torn. It is therefore recommended 
that jewellery should be kept to an absolute minimum when in work that is, a plain ring. 
 
Alcohol based hand rub products: 
Alcohol based hand rub products should not be used on visibly soiled hands. 
Products with an added emollient (Virusan and Virusan AS) are recommended to decrease the 
likelihood of drying the skin of the user however, it may be necessary to wash the hands 
periodically to remove the build up of emollient on the hands. 
Each application of alcohol hand rub should be sufficient to wet the hands completely and is then 
rubbed into all areas of the hands for approximately 15 seconds or until the product has 
evaporated. 
 
Hand Hygiene Products 
Liquid soap and/or alcohol-based hand rubs or gels should be used for all routine hand 
decontamination in the care home. 
Liquid soap should be in a wall-mounted dispenser, and preferably elbow operated. The 
dispenser should be regularly maintained, and should be cartridge filled, using individual 
cartridges that can be discarded when empty, to avoid cross contamination of the soap. 
Bacteria can grow in bar soap, which can then become a reservoir and source of infection. Bar 
soap may be used by individual residents for their own use but not by healthcare staff. 
The choice and sitting of alcohol based hand products (Virusan and Virusan AS) in the care 
home should be subject to risk assessment that is, it should be user friendly and of no risk to 
vulnerable residents 
 
Antiseptic hand wash using active materials such as chlorhexidine 4% (e.g. Virusan and 
Virusan AS), can provide a residual activity on the hands following hand-washing and is useful 
when an increased level of hand decontamination is necessary. 
 
Moisturising Cream 
Encourage the use of moisturising creams however communal tubes and pots should be avoided 
because of the potential risk of cross infection. Staff should have access to free standing or wall 
mounted dispensers of moisturising cream. 
Any product causing a rash, cracking or soreness of the hands, should be stopped 
immediately, and replaced with an alternative. Seek medical advice if the problem 
continues. 
 
Access to Hand Hygiene Products 
Hand hygiene products should be easily accessible to healthcare staff particularly where direct 
care is provided to residents that is, in residents rooms. 
 
Residential Care/Nursing Home management should ensure all materials for performance of 
hand hygiene are available and lidded disposal receptacles provided. 
Conveniently located dispensers of hand rubs (Virusan or Virusan AS) should also be provided. 
 

Respiratory hygiene / Cough etiquette 
 
This regarded as a source control measure. Staff and Residents may need to be educated to 
perform this when they sneeze or cough. 
 
Cover mouth and nose when coughing or sneezing. Use paper tissue to contain respiratory 
secretions and then dispose promptly n lidded receptacle. Perform hand hygiene. 
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Offer surgical masks to persons with respiratory symptoms, especially during epidemic and 
encourage to segregate from others (> 1 metre / 3 feet). 
  
Residential Care/Nursing Home management should ensure lidded receptacles for tissue 
disposal are provisioned and conveniently located. Surgical masks are available when needed. 
 
 
 
 

Environmental hygiene / Decontamination 
 
It is vital to observe environmental hygiene as infective agents can survive in the environment for 
a period of time. Decontamination measures should be strengthened, particularly during 
outbreaks 
 
General cleaning includes the following: 

- Rooms maintained at reasonable standard of cleanliness 
- Start the cleaning in cleaner areas and work towards the dirtier areas. 
- Clean all surfaces daily with detergent and water with disinfectant e.g. Virusolve+ 

diluted 5% in water. 
- Frequently touched areas such as handrails, elevator controls or door knobs should be 

cleaned more often dependant on frequency of use. 
- After cleaning perform hand hygiene 
- Ensure regular pest control actions are undertaken 
- Supervisors should monitor regularly to ensure hygiene standards are upheld 

 
Handling of spillages should include the following: 

- Disposable gloves should be used if the cleaning may involve contact with body fluids 
- Eye protection should be worn and body protection considered where splashing of 

body fluids is anticipated 
- Highly absorbent materials e.g. Virugel, should be used at first to preliminary clean up 

the contamination 
- Surfaces contaminated with vomit, blood or other body fluids should be disinfected by 

application of 5% Virusolve+ disinfectant/cleaner and allowed to act for 5 to 10 
minutes before rinsing off with clean water. 

 
Floors and floor coverings 

- Carpets, rugs, mats, etc may be vacuumed using a cleaner that does not throw dust 
into the air. If they are soiled with body fluids steam cleaning should be used. 

- Do not hang up and swat carpets, etc as this will create aerosol contaminants 
- Hard floor surfaces should be cleaned using a wet vacuum system or damp mopped 

using a 5% solution of Virusolve+. 
 
Furnishings 

- Curtains, drapes, screens, lampshades and furniture items should be washed or steam 
cleaned at regular intervals 

 
Lift cars and Escalators 

- Wipe lift cars and escalators, paying particular attention to control panels, call buttons 
and handrails, using a 5% solution of Virusolve+. 

- Clean lift ventilation vans regularly 
 
Residential Care/Nursing Home Reception 

- Regularly wash and wipe building entrances, door knobs and handles using 5% 
solution of Virusolve+. 

- Ensure Reception desk surfaces and any foyer tables are regularly damp wiped using 
a disinfectant cleaner such as 5% solution of Virusolve+ or Virusolve+ CIP cleaner. 
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General toilets& Room toilets 
- Clean these using 5% solution of Virusolve+   
- Ensure all washrooms are equipped with liquid soap and paper towels or hand driers 
- Clean Residents room toilets daily (dependant on occupation use). Wipe rim, seat and 

toilet bowl lid using allow a few minutes for disinfection to act then rinse off with clean 
water and wipe dry. 

- Ensure drain pipes have U traps fitted and do not alter without authorisation 
- Clean floor drain outlets at least once per week to prevent putrid air and insects from 

entering the premises. Pour about 500 ml of water into each drain outlet once per 
week to maintain the water lock. 

 
Environment decontamination is particularly crucial when under an outbreak situation. In these 
circumstances regular disinfection of the environment using a 5% solution of Virusolve+ is 
recommended. Allow at least 5 to 10 minutes for the disinfection action to work before rinsing with 
clean water and mopping dry. 
Pay special attention to the disinfection of toilets, kitchens and objects that are frequently 
touched, e.g. light switches, door knobs, handrails, etc. 
 

Personal Protective Equipment (PPE) 
 
This refers to specialised clothing or equipment to protect against infectious materials.  
 
Disposable Gloves 
Since June 1998, examination gloves have been classified as a medical device. This means that 
they must comply with European law, regardless of the material from which they are made, and 
carry a ‘CE’ mark, which demonstrates that safety and product performance have been 
monitored. 
They should conform to BS EN 455 Parts 1, (freedom from holes), 2, (requirements and testing 
for physical properties, and 3, (requirements and testing for biological evaluation). 

• A risk assessment should be carried out prior to glove use, in order to determine the best 
size and type of glove. Gloves must be worn for any contact with blood or body fluids, 
secretions, excretions, non-intact skin, and mucous membranes. 

• Gloves must be assessed for the nature of the task to be undertaken, such as sterile or 
unsterile use. 

• Staff should be instructed in the use of gloves, in terms of putting on, taking off, and 
appropriateness of use. 

• Gloves should be single use, well fitting, and powder free. The glove material of choice 
must be carefully considered: 

 
Natural rubber latex (NRL) is biodegradable, combustible, has good sensitivity, and due to its 
non-permeability, is an excellent barrier against blood borne viruses. 
However, it is also listed under COSHH as being a hazard to health, as it can cause an allergic 
response ranging from mild dermatitis, to severe anaphylactic shock. 
There are many components such as vulcanising agents, accelerators, preservatives, colorants, 
and a host of other processing aids, used in the manufacture of NRL gloves. When these are 
exposed to the naturally occurring proteins found in NRL, allergy and sensitisation can occur. 
Latex allergy is both a serious condition in latex allergic patients and clients, and a significant 
occupational health problem. 
However, if latex gloves are used the following applies: 

1. A risk assessment, regularly reviewed and documented, assessing the potential/actual 
latex sensitivity status and skin condition of the worker, must be carried out. 

2. Similarly, residents should be assessed on admission for potential latex sensitivity 
(previous history, specific IgE testing, etc). 

3. Latex gloves must not be powdered, and must be low protein (less than 50mcg of protein 
per gram of rubber). 
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4. There should be a latex allergy policy within each care home, with clear monitoring and 
reporting systems, information about latex allergy, product lists, and alternative 
protection. 

 
Neoprene and Nitrile gloves are often used as an alternative to NRL, where there is a high risk 
of exposure to blood and body fluids (e.g. dentistry, surgery), or as an alternative for latex allergic 
workers/residents. 
 
Vinyl gloves are generally recommended for low risk areas, where contact with blood and blood 
stained body fluids is unlikely. However, this may change in the near future, as vinyl production 
improves, and stronger components are added. 
 
Plastic/co-polymer gloves whilst often of use in the catering and food industries must NOT be 
used as protective equipment in a healthcare setting. They have welded seams which often split, 
are porous, and poor fitting, compromising dexterity and safety.  
 
Plastic Aprons and Gowns 
Plastic Aprons: 

1. The purpose of wearing a plastic apron is to protect the clothing from contamination by 
micro-organisms, blood or body fluids. 

2. Plastic aprons are recommended for use as a barrier when performing tasks that carry a 
risk of contaminating the uniform of the healthcare worker, such as handling body fluids, 
changing dressings, bed bathing, or handling equipment from any contaminated source. 

3. Plastic aprons are single use and must be discarded after completion of the intended 
task. As already stated for gloves, aprons should be easily accessible to staff, and stored 
in convenient, clean dry areas, but away from sources of contamination. 

 
Gowns: 

1. Sterile gowns are used primarily in hospital or primary care settings, during operative 
procedures. 

2. Within the care home setting, gowns are not necessary, unless exceptional 
circumstances apply. (This would be highly unusual, and would be under the direction of 
the Health  Protection Team). 

 
Masks, visors, eye protection 
In most instances, within the care home setting, the use of masks, visors, and eye protection, is 
not necessary. 

1. Masks should not be worn for routine care procedures. 
2. The routine use of a respirator or mask for conditions such as TB is not necessary. 
3. Visors and eye protection are necessary only for procedures where there is a high risk of 

splashing of blood and body fluids into the mucous membranes. 
 

Sharps Management 
 
Staff should be trained in the safe handling and disposal of sharps. Injections and sampling of 
blood should only be carried out by staff that have been trained and competent in these 
procedures. 
Health care professionals, other health service staff and residents continue to receive sharps 
injuries due to the inappropriate use and disposal of sharps. 
It is the responsibility of the person using the sharp to dispose of it in the correct manner. 
 
Safe use and disposal of sharps 

• Make sure the sharps box is safely and properly assembled. 
• Sharps must not be passed directly from hand to hand and handling should be kept 

to a minimum. 
• Needles must not be bent or broken prior to, or after, use. 
• Always dispose of sharps at the point of use in a suitable container. 
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• Ensure that sharps containers comply with BS 7320 and UN3291 regulations. 
• Needles should not be resheathed. 
• Syringes/cartridges and needles must be disposed of as one unit. 
• Do not fill sharps containers above the manufacturer’s marked line. 
• Lock the sharps container when ready for final disposal in accordance with the 

manufacturer’s instructions. 
• Sharps containers should be disposed of when the manufacturer marked line has 

been reached or at the intervals specified by local procedures. 
• Always carry used sharps containers by the handle. 
• Do not dispose of sharps with other clinical waste. 
• Do not place used sharps containers in yellow bags for disposal. 
• Any damaged used sharps containers must be placed into a larger secure sharps 

container which is properly labelled. 
• Dispose of used sharps containers as advised by the waste collection service. 

 
 
 
Management of Sharps Injuries/Mucous Membrane Injuries 
A sharps injury or needlestick injury is defined as an injury where a needle or other sharp 
contaminated with blood or other high-risk body fluid penetrates the skin. This may also include 
bites from an infected person, which break the skin. 
For the purpose of these guidelines, a mucous membrane injury may be defined as an injury 
where blood or other high risk body fluid penetrates the moist membranes lining the mouth, nose 
and eyes. 
 
Legal Requirements 
The UK Health and Safety at Work Act 1974 states that, “it shall be the duty of every employer to 
ensure, so far as reasonably practicable, the health, safety and welfare at work of all his/her 
employees”. Similar requirements are enshrined within other National Regulations. 
The employer is required to provide appropriate information and instruction with the appropriate 
safety equipment, training and supervision to ensure that their employees are protected at work. 
Employees must comply with any safety policies or procedures put in place to protect their health. 
Employees must also protect their own health and safety by using any protective clothing issued 
to them. Employees also have a duty to make sure that their actions do not harm the health and 
safety of others. 
An incident reporting system must be in place and all staff must be made aware of the procedure 
following a sharps injury/mucous membrane injury. 
 
First Aid 
Anyone sustaining a sharps/mucous membrane injury should undertake basic first measures. 
 
Sharps injury 

• Encourage bleeding of the wound. Do not suck, rub or scrub the wound. 
• Wash thoroughly with soap and running water and dry well. 
• Apply waterproof plaster/dressing. 

 
Mucous membrane injury 

• Rinse blood or body fluid splashed in the mouth or eyes with large amounts of water 
• Leave contact lenses in place initially, irrigate eyes thoroughly, remove lenses and repeat 

irrigation. 
• Ensure contact lenses are cleaned thoroughly with appropriate cleaning fluid and 

sterilising solution before putting back in eyes. 
• Dispose of solution after use. 
 

All sharps/mucous membrane injuries must be reported immediately to the person in 
charge and an incident form completed 
Action by person in charge - based upon a risk assessment 
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Risk Assessment 
1. Is the tissue involved high risk? 

Blood, amniotic fluid, vaginal secretions, breast milk, body cavity fluid, unfixed tissues and 
organs, semen, exudates or other tissue fluid –these are all classed as being high risk. 
Urine, vomit, saliva or faeces are not classed as being high risk unless they are visibly blood 
stained. 
 

2. Is the type of exposure high risk? 
Percutaneous (sharp/needlestick injury), broken skin or mucous membrane are classed as 
high risk. 
 

If the injury involves both a high risk tissue AND a high risk exposure then: 

• Send employee to own GP, A & E Department or Occupational Health Adviser without 
delay. 

• Assist employee to complete accident/incident form. 
• Identify source/resident if possible. 
• The level of risk will be assessed by the doctor and blood specimens taken from the 

casualty. 
• If possible, blood may be required from the source for testing (with their permission). 
• Post Exposure Prophylaxis (PEP) may be offered following a thorough risk assessment 

and advice from microbiologist. 
• A high risk injury from a known or strongly suspected HIV positive source will indicate that 

PEP should be considered following a risk assessment by the medical doctor. 
• Hepatitis B vaccine/immunoglobulin may be offered following an assessment by the 

medical doctor. 
• Tetanus/diphtheria/polio vaccine or tetanus immunoglobulin may be offered following an 

assessment by the medical doctor. 
 

 

CLEANING, DISINFECTION & STERILISATION 

 
Micro-organisms are always present in the environment and all staff in care homes have a 
responsibility to ensure that inanimate objects (e.g. furniture, wheelchairs, re-usable medical 
devices etc.) in the care home environment are decontaminated properly to minimise the risk of 
infection to residents, staff and visitors. 
Decontamination is a general term for the destruction or removal of microbial contamination to 
render an item safe. This will include methods of: 

• Cleaning 
• Disinfection 
• Sterilisation 

 

Cleaning 
 
Cleaning is a process, using general-purpose detergent and hot water (<35°C) (E.g. A 5% 
solution of Virusolve+), to physically remove contaminants, including dust, soil, large numbers of 
micro-organisms (germs) and the organic matter (e.g. faeces, blood) that protects them . 
Cleaning remains the single most effective way of reducing the risk of infection from the 
environment and is usually the first stage before disinfection or sterilisation is attempted. The 
value of cleaning cannot be overemphasised. Without cleaning an item first, it may not be 
possible to disinfect or sterilise it properly. 
 

Disinfection 
 
Environmental Disinfection 
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Disinfection is a process used to reduce the number of micro-organisms, but not usually of 
bacterial spores. The process does not necessarily kill or remove all micro-organisms, but 
reduces their number to a level which is not harmful to health. 
Heat disinfection methods (e.g. dishwashers, washing machines, bedpan washers disinfectors, 
steam cleaners etc.) are more reliable than chemical methods and should be chosen whenever 
practicable. 
 
Chemical Disinfectants 
The recommended primary chemical disinfectant based on a synergistic formula using the latest 
generation of active substances is Virusolve+. This product has superior performance without the 
negative side effects of toxicity, skin sensitivity or corrosiveness than historical disinfectants. 
 
Skin Disinfectants 
Skin disinfectants are often called antiseptics, which are chemical disinfectants that are gentle 
enough to be applied to skin and living tissue. They are intended for skin disinfection only, NOT 
for environmental disinfection. The recommended skin disinfectant, that uses Chlorhexidine and 
an alcohol based formulation is Virusan or Virusan AS  
 
 
 

Sterilisation 
 
Sterilisation is a process that removes or destroys all micro-organisms including spores and 
viruses. All items entering a sterile part of the body e.g. bladder, or coming into contact with 
broken skin/mucous membranes, must be sterile. 
The majority of manufacturers produce single-use medical devices in ‘ready-to-use’ sterile packs 
e.g. urinary catheters, wound care packs etc. However, many re-usable medical devices have to 
be processed (i.e. sterilised) between each patient use e.g. vaginal speculae, which is best done 
by a EU accredited department for sterilisation, such as a Hospital’s Central Sterile Supplies 
Departments (HSSDs). 
 

General Principles 
 

1. Items that have been decontaminated by any of the three processes outlined above MUST 
always be stored dry. 

2. In each situation thorough cleaning, using detergent/disinfectant cleaner and warm water 
(<35°C) (i.e. 5% solution of Virusolve+) must precede any method of disinfection or 
sterilisation of instruments or equipment. Staff undertaking cleaning must always use clean 
equipment and wear suitable personal protective clothing i.e. disposable plastic apron and 
gloves. If there is any risk of splashes into the face when cleaning, then additional face 
protection is also needed e.g. face visor or mask and goggles in addition to the disposable 
plastic aprons and gloves. 

3. Always consult with manufacturers’ instructions for the method of decontamination and the 
compatibility of materials. 

4. The use of other chemical agents/disinfectants may be restricted by many factors: 
a. Their variable effects on different organisms 
b. Incompatibility with various materials 
c. Reduced efficacy in the presence of organic matter, soap, some plastics, dirt and hard 

water 
d. Susceptibility to deterioration with storage 
e. Potential for causing toxic effects 
(Note: Virusolve+ has been demonstrated to be effective under clean and dirty 

conditions and does not suffer from the above effects) 
5. Fresh disinfectants should be used at the correct strength and the recommended minimum 

contact time achieved. 
6. Satisfactory terminal disinfection of the environment can be achieved using 5% solution of 

Virusolve+ in warm water (<35°C) water.  
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7. Thorough rinsing is necessary after use of chemical disinfectants. 
8. Residents and visitors should not have unauthorised access to cleaning/disinfecting 

chemicals. Ensure all chemicals are locked away after use. 
 
Risk Categories for Decontamination 
The choice of method of disinfection or sterilisation depends on a number of factors, which 
include the type of material to be treated, the organisms involved, the time available for 
decontamination, and the risks to staff and patients. The risks to residents from equipment and 
the environment may be classified as Table 2. 
 

TABLE 1 Classification of Risk 

HIGH RISK Definition  Items in close contact with a break in skin or mucous 
membrane or introduced into a normally sterile body area. 

Examples Surgical instruments, syringes, needles, vaginal speculae, 
dressings, urinary and other catheters. 

Suitable method Single use disposable instruments should be used 
whenever possible. 
Reusable instruments must be sent to an EU accredited 
department for sterilisation. 

INTERMEDIATE 
RISK 

Definition Items in contact with mucous membranes or other items 
contaminated with particularly virulent or readily 
transmissible organisms, or items to be used on highly 
susceptible patients. 

Examples Bedpans, commode pans and urinals. 

Suitable method Disinfection required. 

LOW RISK Definition Items in contact with normal and intact skin. 

Examples Washing bowls, chairs, stethoscopes. 

Suitable method Cleaning and drying usually adequate. 

 
FOR DECONTAMINTATION OF THE VARIOUS EQUIPMENT FOUND WITHIN A CARE HOME 
SEE APPENDIX B 
DECONTAMINATION OF HEALTHCARE EQUIPMENT PRIOR TO INSPECTION, SERVICE, 
MAINTENANCE OR REPAIR SEE APPENDIX C 
Anyone who inspects, services, maintains or transports healthcare equipment has a right to 
expect that the equipment has been appropriately decontaminated to remove or reduce the risk 
of infection. 
The care home is responsible in ensuring that appropriate documentation, which indicates 
contamination status of the item, accompanies the healthcare equipment for inspection, service, 
maintenance or repair, as per MHRA DB2003(05) June 2003 (This form can be downloaded from 
http://www.medical-devices.gov.uk/). 
Failure to comply with legislative requirements could leave the care home open to prosecution. 
 
 

CLEANING OF NEBULISING EQUIPMENT 

 
It is important that nebulising equipment is kept clean in order to reduce the likelihood of any 
colonising organisms causing infection in the user. 
An important issue related to nebulising equipment is its reuse. Where nebulisers are labelled by 
the manufacturers as “single use” they may be used only once then discarded. If, however 
equipment is labelled as “single patient use” it can be reused by the same person if cleaned 
adequately after each use. Always follow the manufacturers’ guidance on decontamination and 
replacement of nebulising equipment. 
The following guidance relates to equipment deemed as “single patient use”, that is, it can be 
reused by the same person and has been taken from Recommendations of the Nebuliser Project 
Group of the British Thoracic Society Standards of Care Committee (1997). 
 
Stage I: 
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Cleaning procedure for all types of nebuliser: 
• Disassemble nebuliser and mask/mouthpiece at least daily (or after use if used 

intermittently). 
• Wash in warm water and 5% solution of Virusolve+. 

• Allow to dry completely. 
• Do not store in plastic bag. 

• DO NOT WASH TUBING 

• Run the compressor for a few moments after use to ensure tubing is dry. Moist or dirty 
equipment could cause chest infections. 

• Replace nebuliser chamber every month for short-term chambers or every 12 months for 
long term chambers. The mask/mouthpiece and tubing should be replaced every 3-4 
months or sooner if damaged or if unable to decontaminate adequately. 

• All nebuliser equipment should be single patient use only. 
• Ensure that the compressor unit is not placed on the floor when in use. 

 
Stage II: 
For long-term chambers, in addition to the cleaning process described in Stage I manufacturers 
may recommend further cleaning processes the details of which should be supplied with the 
nebulising chamber. 
 
 

CLEANING OF SUCTION EQUIPMENT 
 
Introduction 
It is important that only staff trained in the correct procedure for suctioning and in the correct use 
of the equipment should undertake suctioning. 
In addition, it is necessary to follow manufacturers’ instructions at all times and that all electrical 
equipment should undergo an electrical safety check at least annually and a written record kept. 
 
Protective Clothing 

• Use disposable gloves and apron when performing suctioning on a resident. 
• Eye and mouth protection may be necessary following a risk assessment. 
• Hands should be washed and dried prior to the donning of gloves and immediately 

following their removal. Used gloves and aprons should be disposed of as clinical waste. 
 
Suction Equipment 
Prior to initial use of suction equipment on a resident, ensure that all disposable items are new 
and clean that is: 

• Connection tubing. 
• Sterile suction catheter/yankauer. 
• Suction bottle liner (only if applicable to suction machine in use). 

 
Ensure the outer casing of the suction machine is also clean: wipe this down using a damp cloth 
whilst the machine is disconnected from the electricity supply. 
Ensure that the suction bottle is clean and dry. 
 
Whilst the equipment is in use on a single resident: 

• Using personal protective equipment, as above (a risk assessment will determine whether 
eye and mouth protection are also necessary), empty the suction bottle at least daily. 

• If a disposable suction bottle liner is used, this should be discarded according to 
manufacturer's instructions or after no longer than 72 hours (more frequently if it becomes 
full) and replaced with a new one. 

• The contents of the suction bottle should be disposed of into a sluice / hopper. 
• Suction bottle liners (if used) should be disposed of as clinical waste. 
• Wash the suction bottle with hot water and a 5% solution of Virusolve+, rinse, and dry 

thoroughly before re-attaching to the suction machine. 
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• For each attempt at suctioning, a new, disposable suction catheter or yankauer should be 
used. 

• Dispose of used suction catheters and yankauers as clinical waste. 
• Change the connection tubing at least weekly (more frequently if necessary). 
• Change the filter of the suction machine as per manufacturer's instructions or at least 

when it becomes moist or discoloured. 
 
When the suction machine is to be used on more than one resident: 
Before the suction machine is used on a different resident, always ensure: 

• The outer casing of the machine is wiped down using a disposable damp cloth whilst the 
machine is disconnected from the electricity supply. 

• A new suction catheter or yankauer is used. 
• A new filter is used (these are single patient use items). 
• New suction tubing is attached to the suction machine. 
• The suction bottle has been washed, rinsed, and dried and a new disposable suction 

bottle liner is used (if applicable). 
• In addition to washing the suction bottle, it should be disinfected with a 5% solution of 

Virusolve+, following being used on one resident and prior to use on a different resident. 
 

Storage of suction equipment when not in use: 

• Always wash and dry the suction bottle before the suction equipment is stored away. 
• In addition to washing the suction bottle, it should be disinfected with a 5% solution of 

Virusolve+, prior to being stored away. 

• Always store the suction bottle dry. DO NOT add any fluid / disinfectant to the bottle (as 
this can be a reservoir for micro-organisms). 

• Always insert a new suction bottle liner (if applicable). 
• Always remove used suction tubing before storage. 
• New suction tubing and a suction catheter need not be attached during storage. These 

can be attached immediately prior to next use of the equipment. 
• Always remove the used filter and replace with new before storage. 

 
 
 

DISPOSAL OF CLINICAL WASTE 

 
Clinical waste generated every day in care homes can present risks to the health and safety of 
residents, staff and visitors in the care home, and the general public if it is not properly 
segregated, handled, transported and disposed of in accordance with the following relevant 
legislation in the UK (for other countries Local Laws and Regulations apply): 

• Health and Safety at Work Act 1974 
• Management of Health and Safety at Work Regulations 1992 (The Management 

Regulations) 
• Control of Substances Hazardous to Health Regulations 1999 (COSHH) 
• Controlled Waste Regulations 1992 
• Environmental Protection Act 1990 
• Environmental Protection (Duty of Care) Regulations 1991 
• Waste Management Licensing Regulations 1994 
• Special Waste Regulations 1996 
• Hazardous Waste (England and Wales) Regulations 2005 
• The Lists of Waste Regulations 2005 

 
There have been significant legislative changes which have implications on the way that 
clinical waste is defined and how it should be disposed of. Guidance for healthcare 
providers generating clinical waste is available online at 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuid 
ance/DH_063274 
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Guidance on local policy should be sought from the Environmental Health Officer (EHO) 
with responsibility for waste management. 
Under health and safety law, care homes or employers generating clinical waste must ensure that 
the risks from it are properly controlled. Remember: You have a legal Duty of Care to: 

• Assess the risk 
• Develop policies 
• Put arrangements in place to manage the risks; and 
• Monitor the way these arrangements work 

 
If you do not comply you may be prosecuted. 
The following guidance aims to ensure the safe handling, segregation, storage and disposal of 
clinical waste generated within the care home environment. 
 
1. Staff training 
Staff working in areas where clinical waste is generated must receive training on its proper 
management and a record of this training kept by the Person in Charge of the care home. It is 
also helpful to staff if posters are displayed at appropriate locations within the care home showing 
the different types of waste. 
 
2. What is clinical waste? 
The Controlled Waste Regulations 1992 define clinical waste as: 

• Any waste which consists wholly or partly of: 
o Human or animal tissue; 
o Blood or other body fluids; 
o Excretions; 
o Drugs or other pharmaceutical products; 
o Swabs or dressings; 
o Syringes, needles or other sharp instruments; 

Which unless rendered safe may prove hazardous to any person coming into contact with it.  
And: 

• Any other waste arising from medical, nursing, dental, veterinary, pharmaceutical or 
similar practice investigation, treatment, care, teaching or research, or the collection of 
blood for transfusion, being waste which may cause infection to any person coming into 
contact with it. 

 
3. Handling clinical waste before disposal 
When handling clinical waste staff must ensure they: 

• Wear the appropriate personal protective clothing as indicated by a risk assessment. 
• Place waste in waste sacks in sack holders or other appropriate containers at the point of 

generation. Sack holders must be foot operated and in good working order. 
• Avoid hand to mouth contact at all times. 
• Replace sacks at least daily or when three-quarters full. 
• Do not transfer loose contents from sack to sack. 
• It is recommended to seal sacks with a plastic tie, closure or heat sealers, purpose-made 

for clinical waste sacks. 
• Do not use staples to seal the sack, as they do not provide a secure closure and may 

puncture the sack. 
• Label sacks to indicate their origin, for example, by coding on the sack itself, by suitable 

permanent marker, by a label showing clearly the name of the care home, or by pre-
printed self-adhesive labels or tape, or by a pre-coded sack tie. 

• Label ‘new’ waste sacks before placing into sack holders unless they are to be sealed with 
a pre-coded sealing sack tie. 

• Do not allow full sacks to come into contact with the body; be thrown, dropped or 
supported by hand from below. 
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• Arrange for collection of waste from clinical areas e.g. sluice rooms, at appropriate 
frequency. Where waste accumulates in small quantities daily, the interval between 
collections ought to be as short as practicable and preferably not less than once a week. 

• Wash (and disinfect using a 5% solution of Virusolve+, if appropriate) sack holders on a 
weekly basis and when visibly soiled. 

 
4. Storage of clinical waste awaiting collection 
Bulk clinical waste storage containers (wheelie bins) or storage areas/rooms should be: 

• Reserved for clinical waste only. Clinical waste for incineration must be separated from 
clinical waste destined for registered landfill by storing in different labelled bulk storage 
containers. 

• Of sufficient capacity to match proposed frequency of collection. 
• Well lit and ventilated. 
• Sited away from food preparation and general storage areas, and from routes used by the 

public. 
• Totally enclosed and secure. 
• Provided with separate storage for sharps containers. 
• Sited on a well-drained, impervious hard standing. 
• Readily accessible but only to authorised people. 
• Kept locked when not in use. 
• Capable of being opened from inside in the event of anybody accidentally shutting 

themselves in. 
• Secure from entry by animals and free from insect or rodent infestations. 
• Provided with wash-down facilities. 
• Provided with washing facilities for staff. 
• Clearly marked with warning signs. 
• Provided with access to first-aid facilities. 
• Collected at appropriate frequency; 
• Equipped with appropriate protective equipment and spillage kit(s). 
• Washed (and disinfected using a 5% solution of Virusolve+, if appropriate) on a weekly 

basis and when visibly soiled. 
 
 

ISOLATION/BARRIER NURSING 

 
Isolation Barrier/Nursing is the use of infection control practices to control the spread of, and 
eradication of pathogenic organisms. Within the care home setting, traditional strict barrier 
nursing is not usually recommended. 
The General Practitioner or Health Protection Team may recommend a modified version for 
clients who develop acute symptoms of possible infectious disease. It is important for staff to 
appreciate that when caring for someone with a known or suspected infectious disease, there is 
the potential for cross infection if basic infection control principles are not followed. 
It must be remembered that blood and body fluids can be a source of infection, therefore 
application of standard infection control precautions are necessary for safe practice. When 
isolation nursing is being considered contact should be made with the Health Protection Team. 
 
Isolation in care homes is the exception rather than the rule. 
The precautions necessary to prevent the spread of disease depends on: 

• The route by which the disease is transmitted e.g. airborne. 
• The condition of the resident e.g. a person with salmonella infection who is continent and 

is able to maintain good hygiene presents a lower risk than the resident with the same 
disease who is confused and incontinent. 

 
Isolation precautions are divided into two types: 

• Source/Standard isolation 
• Protective isolation 
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Source/Standard isolation is designed to prevent the spread of infection from infected residents 
to other residents, staff and visitors. 
Protective isolation protects the resident from his/her environment. These residents are 
susceptible to infection i.e. those with immunodeficiency disease. 
 
For Source/Standard Isolation the following is required: 
 
1. Single Room 
Preferably with own toilet and wash facilities. 
N.B. Where practical, residents should be cared for in a room with hard surface flooring. 
 
2. Hand Hygiene 
See Section: Hand Hygiene. You may in addition wish to consider having alcohol hand rub (e.g. 
Virusan or Virusan AS) within the room. 
 
3. Personal Protective Equipment 
Ensure staff wear: 

• Disposable plastic aprons for all patient care procedures however, aprons are NOT 
necessary when entering room to talk to a resident, deliver mail or meals. 

• Disposable non-sterile gloves for contact with blood/body fluids. 
N.B. Masks are not routinely advocated unless advised by the Health Protection Team 
 
Personal protective equipment should be kept outside the room if possible and be discarded into 
the clinical waste stream after use. 
 
 
4. Linen 
Avoid vigorous bed making which distributes organisms/skin scales around the room. Visibly 
soiled linen should be placed into a water soluble bag at the bed-side. 
 
5. Crockery/cutlery 
Disposable crockery and cutlery are not necessary. Wash crockery and cutlery in a commercial 
dishwasher alternatively, wash in hot soapy water and rinse well. 
 
6. Laboratory specimens/other request forms 
See comments column Appendix D ’Infections requiring isolation/barrier precautions’ 
 
7. Clinical waste 
Discard clinical waste either: 

• Into a foot operated pedal bin in the resident’s own room 
or 
• Into a small bag and disposed of into the nearest clinical waste bin 

 
8. Sanitary Facilities 
Where possible the resident must use his/her own toilet. Provided the resident is continent there 
is no need to disinfect the toilet and normal daily cleaning is sufficient. 
If disposable bedpans/urinals are used, dispose of in a macerator. Keep the plastic bedpan 
holder within the room and disinfect when no longer needed. 
If a commode is used keep it within the room for use by that resident only. Wear gloves and 
apron, when emptying. If non-disposable bedpans/urinals are used, disinfect in bedpan 
washer/disinfector. 
 
9. Cleaning 
The normal routine for domestic cleaning including hovering, dusting, cleaning of hand wash 
basin and toilet etc. should be continued. As far as possible, use designated cleaning equipment 
or disposables for that room. 
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10. Visitors 
Visitors should be advised of the risk of infection and guidance issued on necessary infection 
control precautions to adopt. They should also be asked to decontaminate their hands before 
leaving the room. 
 
11. Last Offices 
See Section: Last Offices. 
 
 

LAST OFFICES 

 
Introduction 
It is vital that dignity, respect and religious preferences are observed when preparing a body for 
transfer to a funeral director/chapel of rest following death. The following guidelines refer only to 
the necessary infection control practices to prevent the risk of transmission of infection and not to 
the broader requirements of last offices e.g. different cultural and religious beliefs. 
It is highly unlikely that a care worker in a care home will be exposed to significant risk of 
acquiring an infectious disease, as a result of the minimal handling required of the last offices 
process. The registered person in the home must be familiar with the relevant Standard(s) 
relating to the resident’s religious, cultural and last wishes in the event of terminal care, or death, 
to be included in the individual plan. 
 
Senior staff should be available to guide and support junior staff through the last offices process. 
 
Confidentiality 
The circumstances of a death may need to remain confidential. Care home staff may be aware 
that the deceased has been suffering from a communicable disease. Registered and professional 
healthcare staff will be aware of their professional codes of conduct to maintain confidentiality. All 
other staff must be aware of relevant guidance relating to confidentiality. 
 
Procedure following death 
The same infection control procedures that were applicable in life continue after death. Staff 
should use standard infection control precautions e.g. disposable gloves and disposable plastic 
aprons when handling any body fluids. Any additional precautions that were being undertaken 
prior to death should be continued. 
Carefully remove all drainage bags and invasive devices, if appropriate. N.B. If there is any 
possibility that the death may be referred to the coroner, all tubes and devices must be left in 
place and should be spigotted/sealed with waterproof dressings. Leakage from other orifices 
should be covered with waterproof pads. 
 
Body Bags 
Body bags are available but would not be for routine use by care homes. Funeral directors will 
arrange for the transportation of the body and should be informed if there is a risk of infection. 
The funeral directors will use body bags as appropriate. 
 
 

MANAGEMENT OF MRSA 
(Methicillin Resistant Staphylococcus Aureus) 
 
Introduction 
MRSA is a strain of Staphylococcus aureus, which is a common bacteria carried harmlessly on 
the skin of about one person in every three. MRSA stands for “methicillin resistant 
Staphylococcus aureus”. This means that the antibiotic “methicillin” or “flucloxacillin” (its 
prescribed equivalent) is not effective in the treatment of infections caused by this type of 
Staphylococcus aureus. 
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Alternative antibiotic therapy in the treatment of MRSA infections is required which may include 
drugs which have significant side effects, have to be administered through an intra-venous drip, 
or are very expensive. Since 1980 there has been a dramatic increase in the occurrence of 
strains resistant to methicillin (and therefore flucloxacillin). 
 
1. Transmission 
The most common route of spread is on the hands of staff. MRSA carried on the hands of staff 
can be transmitted directly to another resident. 
Transmission may also occur by environmental contamination (dust, equipment, etc). It has also 
been suggested that transmission may occur through an airborne route such as shaking 
bedclothes during bed making. 
 
2. Colonisation and Infection 
Colonisation 
MRSA may colonise the skin (i.e. live harmlessly without causing an infection,) therefore, 
colonisation does not usually require treatment or isolation. 
It is unnecessary to treat MRSA colonisation in the community, however in exceptional 
circumstances this may be requested if the resident is undergoing particular procedures in 
hospital. In these circumstances the hospital will liaise with the home to organise treatment for the 
colonisation. 
Infection 
MRSA causes the same types of infections that ordinary strains of Staphylococci cause –skin, 
wound and soft tissue infections, pneumonia, urinary tract infections and septicaemia. 
It is necessary to treat a clinical MRSA infection in a resident in the same way as you would treat 
any other infection i.e. with appropriate antibiotics. 
 
3. Risks 
MRSA increased significantly in hospitals throughout the 1990’s, which led to a working party 
consisting of members of the British Society of Antimicrobial Chemotherapy, the Hospital Infection 
Society, and the Infection Control Nurses Association. This working party produced 
comprehensive guidance for hospitals and the community. 
Certain factors were identified that potentially carried a higher risk of contracting MRSA, which 
include: 

• intravenous devices 
• surgical wounds 
• pressure sores 
• catheters 
• immuno-compromised patients 
• age 

 
Within the community setting, there is little evidence that MRSA is a general hazard to visitors, 
staff or their families, including pregnant women, babies, and young children. 
The working party produced a ‘Risk Category’ table, to assist local policy decisions in relation to 
management of MRSA: 
 
 
HIGH MODERATE LOW MINIMAL 
Intensive care 
Special care baby unit 
Burns unit 
Transplant unit 
Cardio-thoracic 
Orthopaedic 
Trauma 
Vascular 
Regional, National, 
International, Referral 

General surgery 
Urology 
Neonatal 
Gynaecology 
Obstetric 
Dermatology 

Elderly (acute) 
General medical 
Children (not neonate) 

Elderly (long stay) 
Psychiatric 
Psychogeriatric 
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Centres 
 
4. Screening 
It is not necessary to routinely screen staff or residents for the presence of MRSA, in a care home 
setting. 
 
5. Treatment 
Topical creams/ointments used for the treatment of MRSA infections, particularly when applied to 
large broken areas are usually discouraged due to the potential emergence of further resistance, 
which can be a significant problem. 
If treatment is already commenced at the time of admission to the home it should be completed 
according to the prescribed regime. 
 
6. General MRSA management principles within care homes 

• The presence of MRSA does not preclude admission/re-admission to a care home. 
• It is not necessary to isolate residents in care homes because they are colonised/infected 

with MRSA. 
• Department of Health guidelines advise that residents with invasive devices (catheters, 

PEG feeds, etc.) known to be colonised/infected with MRSA should not share a room. 
There may be occasions when it will be difficult to apply this advice, therefore a risk 
assessment should be undertaken. 

• Disposable gloves and disposable plastic apron should be worn when handling blood and 
body fluids as for any other resident. 

• Cuts, sores and wounds in residents and staff administering personal care must be kept 
covered with a waterproof dressing. 

• As with all resident care, (MRSA or not), hand hygiene is the single most important means 
of preventing cross infection. 

• Changing dressings or providing other nursing care for MRSA positive residents should be 
carried out in their own room. 

• Equipment such as commodes and baths should be cleaned thoroughly with 5% solution 
of Virusolve+ in warm water (<35 °C) after use. 

• Linen should be handled as for any other resident. 
• Cutlery, crockery and clinical waste should be dealt with in the normal way. 
• Ensure the general environment is kept scrupulously clean. 

 
7. Movement 
If the resident is to be transferred to another hospital, care home, or has an appointment in a unit 
within the acute hospital e.g. X-Ray, Outpatient Department etc., the receiving hospital/home 
must be informed of the residents’ MRSA status, if known. 
 
8. Transport of residents by ambulance 
The fact that a resident has MRSA must never delay or prevent clinical attention, such as 
investigations, or treatment. 
Residents with MRSA do not present a hazard to ambulance staff or their families. 
If a known MRSA positive resident has to travel by ambulance, the Welsh Ambulance Trust 
should be informed in advance in order to undertake the appropriate risk assessment. 
 
9. Last Offices 
The precautions taken during the laying-out of the deceased are the same as those observed 
during life. Any lesions should be covered with impermeable dressings. A plastic body bag is not 
necessary. 
 
 

MANAGEMENT OF CASES AND OUTBREAKS OF SCABIES 

 
Scabies is an allergic response to the excreta and saliva of the parasitic mite, Sarcoptes scabiei 
that burrows in the skin. Transmission of mites is usually by direct skin-to-skin contact lasting at 
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least a couple of minutes. The environment is not usually a route of transmission as the mites do 
not survive away from the body therefore, normal cleaning of furnishings and carpets is sufficient. 
 
Signs and symptoms of scabies may take several weeks to develop but during this period 
asymptomatic individuals can transmit mites to other people.  
Typical presentations of scabies include an itch, which intensifies at night, and a bi-lateral rash 
affecting fingers, wrists, forearms, axillary folds, around the waist, lower quadrants of the buttocks 
or around the ankles. It may also be possible to observe tracking marks (burrows) between the 
fingers. 
It must be stressed that individuals with scabies do not always present with “typical” signs and 
symptoms and diagnosis is often difficult. 
 
Diagnosis: 
A doctor must make the diagnosis of scabies, the decision to treat any skin-to-skin contacts of the 
case will depend if the diagnosis is a possible or definite (probable) case of scabies and the type 
of contact with the case. 
 
If scabies is diagnosed in your Care Home: 
When a single case of scabies is diagnosed (resident or staff): 
Is the diagnosis possible or definite scabies? 
 

• Possible scabies: 
Treat the case and observe for symptoms in all other skin-to-skin contacts for the next 4-6 
weeks. If further possible or definite cases develop refer to "When more than one case is 
diagnosed (resident and/or staff)". 

 
• Definite scabies: 

Treat the case, make a list of all those who have had skin-to-skin contact with the case 
and advise, if appropriate these individuals to contact their General Practitioner to request 
treatment. If the case is a member of staff treatment should be considered for their 
household contacts. 

 
 
When more than one case of scabies is diagnosed (resident and/or staff): 
If there is more than one person diagnosed as a possible or definite case of scabies in a care 
home setting it is usually necessary to treat further residents and/or staff whether they have 
symptoms or not. 
To assess who requires treatment the following information has to be considered: 

• Are the cases possible or definite? 
• For each case the duration and location of the symptoms on the body. 
• Have any of the cases received treatment for scabies or any other skin condition? 
• Location of affected residents in the care home. 
• Area of work in the care home if a member of staff. 

 

Please contact your Health Protection Team if necessary to assess individuals who should be 
considered for treatment. 
Note: It is necessary to report suspected outbreaks of infectious illness to the relevant 
organisations and individuals, See Section: Infection –Its causes and spread. Notification of 
Infectious Diseases. 
 
Treatment: 
To minimise treatment failure it is necessary to be aware of the following: 
 
Application of Treatment: 

• Everyone should be treated on the same day. 
• Do not have a bath or shower before applying treatment as the skin should be cool and 

dry. 
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• Leave treatment on for the recommended contact time, which will vary from overnight (8-
12 hours) up to 24 hours, depending on treatment prescribed. 

• Current recommendations are that malathion and permethrin treatments are applied 
twice one week apart 

• Apply treatment to the whole body not only where the rash is present. Pay particular 
attention to the webs of the fingers and toes and under the nails.  
Treatment should be applied to the whole body including the scalp, neck, face and 
ears. 

• Staff should wear personal protective equipment when applying treatment for residents. 
• It is important not to wash off treatment during the recommended contact time. Therefore, 

if the hands are washed or incontinence occurs treatment must be reapplied. 
• The day following treatment, used nightclothes and bed linen should be laundered on a 

hot wash, not for any infection control purpose but to ensure all traces of treatment are 
removed from nightclothes/bed linen. All other articles of clothing or bedding should be 
cleaned in the usual manner. 

 
Post Treatment: 

• Following a risk assessment the use of long sleeves, arm protectors or gauntlet style 
gloves by carers may be advisable under particular circumstances. The Health Protection 
Team will advise if this is necessary. 

• It is normal for symptoms (itch and/or rash) to persist for some weeks after successful 
treatment. These may be alleviated with treatments prescribed by the General 
Practitioner. 

• However, any individual with persistent symptoms 6 weeks after the second treatment 
requires medical assessment to exclude treatment failure or re-infection. 

 
Admissions and transfers to and from the Care Home: 
During an outbreak of scabies it is advisable not to admit or transfer residents until treatment is 
successful. If a resident requires hospital admission the Care Home must inform the admitting 
ward of the situation in the care home (this applies to all residents regardless of symptoms). 
 
 

 
MANAGEMENT OF CASES AND OUTBREAKS OF DIARRHOEA AND 
VOMITING 

(See also CADAN 031) 
 
General Information 
1. Diarrhoea in elderly people is common and does not always have an infectious origin. 

Infectious diarrhoea in the elderly can cause considerable morbidity and mortality and spreads 
easily. 

2. All cases must be presumed to be infectious until advised otherwise. 
3. The residents’ General Practitioner should be notified. If infection is suspected, the General 

Practitioner may arrange for faecal specimens to be sent to the laboratory. 
4. If more than two cases which are known or suspected to be infectious occur within a few 

days, the Consultant in Communicable Disease Control (CCDC) must be notified. They in turn 
will notify the Environmental Health Department of the Local Authority. 

5. If admission to hospital is required the staff member in charge should inform the ward or area 
within the hospital of the suspected or definite diagnosis. 

6. Staff must wear disposable gloves and aprons to handle soiled linen which should be placed 
within a laundry bag, preferably water soluble and leak proof, then washed in a washing 
machine on a hot wash. Delicates should be washed separately on a normal wash cycle. After 
placing the washing in the machine staff should remove gloves and apron and wash their 
hands. 

7. Cleaning of hard surfaces, toilets and wash hand basins including door handles and taps must 
be carried out at least daily using a 5% solution of Virusolve+. 
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Care of Residents 
If possible allocate the same staff to either symptomatic residents or asymptomatic residents. All 
staff that may have direct contact with symptomatic residents must be fully informed and follow 
the precautions listed below: 

1. All symptomatic residents should be cared for in their room until asymptomatic for 48 hours. 
If diarrhoea is prolonged it may be unreasonable to keep the resident isolated for an 
extended period and individual circumstances may need to be considered, or advice 
sought. If possible isolate symptomatic residents in a room not shared with another 
resident. If this involves moving the resident to another room consent must be gained. 

2. Single use disposable aprons and gloves must be used by staff administering care to 
symptomatic residents. Aprons and gloves should be disposed of into a clinical waste bag. 

3. Soap dispensers and disposable hand towels must be used in each of the symptomatic 
residents’ rooms and in all communal resident toilets. 

4. Alcohol hand rub (Virusan or Virusan AS) should be used following hand washing by staff 
administering care to symptomatic residents. 

5. Emptying and cleaning of commodes and bed pans from symptomatic residents: 
(a) Sluice facilities available: 

When disposing of excreta disposable gloves and aprons must be worn. Cover the 
bedpan/commode pan and remove to sluice area immediately. If excreta are disposed of 
manually take care to avoid splashing. If the bedpan/commode pan has to be cleaned 
manually it should be washed in hot water and general-purpose detergent and then 
disinfected using a 5% solution of Virusolve+. After cleaning the bedpan/ commode pan 
remove gloves and apron then wash hands thoroughly, but not in the sink in which the 
cleaning of the bedpan/commode pan has been carried out. Return the 
bedpan/commode pan to the residents’ room. 

(b) Sluice facilities not available: 
Designate an area for the disposal of excreta and cleaning of bed pans/commode pans. 
This area should be reserved for this use only and should consist of a toilet and sink as 
minimum requirements. 
Disposal of the faeces should be into the toilet and cleaning/ disinfection of the bed 
pan/commode pan should be carried out in the sink. The sink should be cleaned with hot 
water and general-purpose detergent and disinfected with a 5% solution of Virusolve+. 
Staff must wear disposable gloves and aprons whilst dealing with excreta and cleaning 
the bed pan/commode pan. 
Hand washing must be thorough and should not take place in the sink in which the bed 
pan/commode pan has been cleaned. 

(c) Homes that have minimum toilet facilities: 
Where homes are unable to designate a separate toilet for the disposal of excreta and 
cleaning of the commode pan/bed pan, it is vital that cleaning and disinfection of the 
area is thorough to reduce the risk of cross infection. Immediately after each disposal of 
excreta the toilet sink and surrounding surfaces in the area (including taps) should be 
cleaned with hot water and general-purpose detergent, and then wiped with a 5% 
solution of Virusolve+. The use of protective clothing and hand washing should be 
adhered to as previously discussed. 

 
Staff 

1. Staff with diarrhoea or vomiting should be off work until they have been free of symptoms 
(diarrhoea or vomiting) for 48 hours. 

2. Staff should not cross over from care giving to catering duties during a shift. If a cross over 
from one duty to another is intended then complete change of clothing/uniform is necessary 
and thorough hand hygiene undertaken 

 
Outbreaks 
An outbreak of gastroenteritis is defined as more cases of diarrhoea and vomiting than would 
normally be expected among residents. 

1. Faecal specimens should be obtained from all symptomatic staff or residents. Request 
forms marked clearly “OUTBREAK” ensuring the name of the care home is clearly shown. 
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2. An ongoing record should be kept of all cases including name, date of birth, date of onset, 
symptoms and if a specimen has been obtained. Any investigation will require a list of all 
residents and staff, and these should be prepared in advance if possible. 

3. If food poisoning is suspected, Environmental Health Officers will wish to obtain a food 
history from residents and staff. Diet sheets and menus will be required. 

4. One or more toilets must be designated for the sole use of symptomatic residents. 
5. Admissions to, or transfers from, the care home should be suspended until all cases have 

been asymptomatic (no diarrhoea or vomiting) for 48 hours. This may be varied following 
discussion with the CCDC. 

6. Events, functions and parties serving food and drink to outside visitors should be cancelled 
or postponed until clearance is given by the CCDC. 

7. Consideration should be given to the safety of visitors of residents with infections, 
particularly the elderly and very young visitors. In addition to verbal advice consider the 
provision of written advice on the nature of the infection and how to prevent cross infection 
for relatives of affected residents. 

8. Incidents of vomiting or incontinence in a communal area should be cleaned up immediately 
and the area well ventilated to reduce possible airborne spread of viruses. If carpeted areas 
are contaminated the affected area should be cleaned, shampooed and if available, a 
steam cleaner should also be used. 

 
 

FOOD HYGIENE 
 
Why is food hygiene important? 

• All foods may be potentially hazardous if not handled correctly. 
• Good food practices are essential to minimise the risk of food poisoning. 

 
To minimise the risks, it is important to follow the guidelines below: 

• A dedicated food preparation area, i.e. kitchen which must only be used for the purpose of 
food storage and preparation. 

• Only designated personnel, properly trained in food hygiene should be employed to work 
in the kitchen. 

• Unauthorised, non-designated personnel should not be allowed into the kitchen. In 
exceptional circumstances, e.g. care homes with a small number of residents, other 
persons may be permitted access but only under the proper supervision of trained 
personnel. 

• Food preparation should not, generally, be undertaken by carers but if unavoidable, 
separate, clean protective clothing must be worn and personnel must be aware of 
personal hygiene issues. In particular, thorough hand-washing is essential, see Section: 
Hand Hygiene. 

• It is advisable that staff handling food which may include serving and feeding residents 
should be suitable trained to undertake these tasks safely. 

• Staff or residents affected by diarrhoea and vomiting should under no circumstances, be 
allowed into the kitchen, See Section: Management of Cases and Outbreaks of Diarrhoea 
and Vomiting. 

• All food preparation must be undertaken in accordance with the principles of Hazard 
Analysis and Critical Control Points (HACCP), i.e. ensuring food safety at all times. Further 
specific advice on food safety can be obtained by contacting your local Environmental 
Health Department. 

 
Recommendations 

1. Cover all cuts/grazes with a blue waterproof plaster when working within a food preparation 
area. 

2. Use colour coded aprons in food preparation areas, whilst serving food or feeding a 
resident. 

3. Restrict access of pets to food preparation areas. 
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4. Strict hand hygiene should be adhered to before food preparation and when feeding 
residents. 

5. Perishable food brought in for residents from outside the home should be clearly marked, 
dated and placed in a food refrigerator. If the food is not consumed within twenty four hours 
it should be discarded with the agreement of the resident/family. 

6. Food supplement drinks should be stored as manufacturers’ recommendations. Once 
opened the drinks should be consumed within four hours 

 
 

ENTERAL FEEDING 
 
INTRODUCTION 
The aim of this guidance is to provide practical advice concerning infection control issues related 
to enteral feeding within care home settings. The document “Prevention of healthcare-associated 
infection in primary and community care” (NICE, 2003) has been adapted and should be read in 
conjunction with the following guidance. 
 
EDUCATION OF RESIDENTS, CARERS & HEALTHCARE PERSONNEL 
Only staff, carers and residents who have received education and training in the techniques and 
principles of hand decontamination, enteral feeding and management of the administration 
system, should be preparing and administering enteral feeds. 
Follow-up training will be arranged locally and support is usually available for the duration of 
enteral feeding, from either your hospital nurse specialist, dietician or enteral feed company. 
 
PREPARATION AND STORAGE OF EQUIPMENT & FEEDS 
It is not necessary to wear gloves, however effective hand decontamination must be carried 
out before handling equipment and feeds. 
Where possible, pre-packaged, ready-to-use feeds should be used in preference to feeds 
requiring decanting, reconstitution or dilution. 
When decanting, reconstituting or diluting feeds, a clean working area should be prepared and 
equipment dedicated for enteral feed only, should be used. 
Where ready-to-use feeds are not available, feeds may be prepared in advance and stored in the 
refrigerator and used within 24 hours. All feeds should be administered at room temperature. 
The system selected should require minimal handling to assemble and be compatible with the 
residents’ enteral feeding tube. 
Feeds should be reconstituted with cooled, freshly boiled water or freshly opened sterile water 
using a non-touch technique. 
Feeds should be stored in a clean, dry environment, according to the manufacturer’s instructions 
and adhering to food hygiene legislation. 
Enteral feeding pumps should be regularly maintained, following manufacturer’s instructions. 
 
MOUTH CARE 
It is important that advice is taken when using any product/ water during mouth care, especially if 
the resident has an unsafe swallow. 
Mouth care should be carried out twice daily, using a toothbrush and toothpaste unless advised 
otherwise. 
Artificial saliva sprays can be used to help maintain a moist mouth. Mouthwashes may be used 
for oral hygiene. Some mouthwashes are available in a gel consistency that can be applied 
directly to the gums. 
For further advice contact your Dental Hygienist or Speech and Language Therapist if the 
resident has an unsafe swallow. 
 
ADMINISTRATION OF FEEDS 
It is important to explain to the resident what will happen before enteral feeding starts. The 
resident should be positioned with head and shoulders raised to more than 30 degrees during 
feeding and for least one hour after. 
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Minimal handling and a non-touch technique should be used to connect the administration system 
to the enteral feeding tube. 
Administration sets and feed containers are for single patient use and once opened, must be 
discarded after a maximum of 24 hours. 
Check the feed against the prescribed regime, expiry date and integrity of the feed and its 
container, prior to use. 
Date and time of opening of feed should be clearly recorded. 
When scissors are required, use sterile when available or ensure that non-sterile scissors 
are washed, dried and then wiped with an alcohol wipe, before and after use. 
If a resident has a nasogastric tube, prior to each feed administration, the position of the tube 
should be checked.  
It is acknowledged that pH sticks provide a more accurate acidity test than litmus paper.  
Please note that litmus paper is no longer recommended for nasogastric testing. 
Single use syringes must not be re-used under any circumstances, this includes syringes for 
flushing as well as bolus feeding. There are however, syringes on the market that are designated 
for re-use on the same resident. These 50 ml syringes are acceptable for flushing, giving 
medicines and feed but MUST be used in accordance with manufacturer’s guidelines. 
Any syringe used for flushing should be at least 30ml capacity and if re-usable, washed, dried 
thoroughly and stored in an airtight container until ready for re-use. 
The enteral feeding pump should be kept clean. 
Ideally feeds should not be interrupted once in progress. If during feeding, the pump has to be 
paused, or the resident disconnected from the feed, it is essential that the tube to the resident be 
flushed after disconnection and before reconnecting. Whilst disconnected, a clean end cap 
should be in place on the giving set. 
Hanging time is the total time the opened feed is held at room temperature and this should not 
exceed 24 hours. 
The tube should always be flushed prior to and following administration of feed or medication. If 
more than one medication is to be administered, ensure that they are never mixed and that the 
tube is flushed before and after each medication. In addition, the tube should be flushed every 6-
8 hours when not in use. 
The purpose of giving water flushes for a resident, who is receiving enteral feeding, is not only to 
provide the prescribed amount of fluid but to also keep the feeding tube patent. 
The enteral feeding tube should be flushed with freshly run tap water or cooled freshly boiled 
water, before and after feeding or administering medications. 
Enteral feeding tubes for residents who are immuno-suppressed or where the tip of the feeding 
tube is post pyloric (bypasses the stomach) should be flushed with either cooled freshly boiled 
water or sterile water from a freshly opened container. 
NOTE: Tap water for drinking/enteral feeding should be directly from a mains supply and 
not a cold water tank. Do not use water for drinking or enteral feeding, from an en-suite 
sink, bathroom or toilet area, as this presents a cross infection risk. 
 
TYPES OF FEEDS 
There are three types of enteral feed: 

• Ready-to-use sterile feeds (preferred option) 
• Decanted sterile feeds 
• Reconstituted feeds 

 
Ready-to-use feeds 
Ready to use feeds may be given for a whole administration session, up to a maximum of 24 
hours. 
Do not add any water, medication or other substance directly to the feed unless prescribed for 
this purpose. 
Sterile feeds opened for a bolus feed, can be resealed and stored on the top shelf of the fridge, 
for a maximum of 24 hours, then discarded. If re-sealing is not possible, the feed should be 
discarded. 
 
Decanted feeds 
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When decanting feeds a non-touch technique must be used sterile feeds should be decanted into 
a sterile/ suitably clean single-use container. 
The full feed volume should be decanted for the maximum 24 hour period, do not top up the 
reservoir. 
The sealed container should be taken from the fridge ½ hour prior to use, to allow time for the 
feed to reach ambient temperature. Do not use a microwave to warm up chilled feeds. 
External surfaces on feed packaging which may come into contact with feed whilst decanting, 
should be disinfected with alcohol (70%) prior to use. (E.g. disinfect the ring pull can, etc before 
opening) 
 
Non sterile/reconstituted feeds 
All equipment/utensils used should be sterile or heat disinfected (e.g. dish washer). 
If a special feed or fortification is prescribed, the mixture should be mixed thoroughly, using as far 
as possible an aseptic technique. 
Reconstituted feeds should be administered over a maximum 4 hour period. 
 
CARE OF INSERTION SITE & ENTERAL FEEDING TUBE 
Hygiene 
The stoma should be washed daily with mild soap and water and dried thoroughly as part of the 
daily personal hygiene routine. If there is evidence of over granulation (extra skin) or excoriated 
skin around the stoma site, advice regarding management can be obtained from your Nutritional 
Nurse Specialist. 
 
Post-insertion care 
Percutaneous endoscopic gastrostomy (PEG) tubes should be rotated in the tract daily from day 
1 following insertion. 
2 weeks post PEG placement, the external fixation plate on the PEG should daily, be loosened, 
cleaned, rotated and pushed in/out, as advised by the Nutritional Nurse Specialist and then 
resecured to a comfortable position unless otherwise instructed. 
Radiologically inserted gastrostomy tubes and percutaneous endoscopic jejunostomy (PEJ) tubes 
are to be dried thoroughly and NOT rotated. 
If the resident has a balloon inflated gastrostomy tube, your Nutritional Nurse Specialist will 
provide training regarding the checking of balloon volume. 
 
Blockage 
To prevent blockage all enteral feeding tubes should be flushed with water before and after, 
feeding and administering medications. The purpose of giving water flushes is not only to provide 
the prescribed amount of fluid but to also keep the feeding tube patent. 
When flushing, a push/pause technique is advised to create turbulence and thus assist in 
keeping the tube clear from a build up of feed and/or medications. 
If the enteral feeding tube does become blocked gently instil warm water with a 50ml syringe into 
the tube, if no success, use a 20ml syringe. If warm water has not been successful, gently instil 
soda water using a 20ml syringe. If these actions do not clear the blockage seek advice from your 
Nutritional Nurse Specialist or Dietician. 
The enteral feeding tube should be flushed with freshly run tap water or cooled freshly boiled 
water, before and after feeding or administering medications. Enteral feeding tubes for residents 
who are immuno-suppressed or where the tip of the feeding tube is post pyloric (bypasses the 
stomach) should be flushed with either cooled freshly boiled water or sterile water from a freshly 
opened container. 
NOTE: Tap water for drinking/enteral feeding should be directly from a mains supply and 
not a cold water tank. Do not use water for drinking or enteral feeding, from an en-suite 
sink, bathroom or toilet area, as this presents a cross infection risk. 
 
Medication 
Seek advice from the resident’s Pharmacist or General Practitioner for the most suitable 
preparation for enteral tube administration e.g. liquid, syrup etc. 
Always flush the tube before, after and between each drug administration.  
DO NOT MIX MEDICATIONS, ADMINISTER THEM SEPARATELY. 
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Displacement of tube and replacement 

• Nasogastric tubes 
If a nasogastric tube becomes displaced or is removed, do not reinsert the same tube. 
Staff who are competent to repass another nasogastric tube should check the placement 
of the tube with pH sticks. 

• PEG tubes 
If the tube was inserted less than four weeks previously then contact your specialist nurse 
for advice. 
If the tube has been in place for longer than four weeks it is imperative to insert a tube into 
the stoma immediately to preserve the tract. A similar FR gauge tube such as a Foley or a 
suction catheter is acceptable. Following this, a referral to the Nutritional Nurse Specialist 
or Dietician for further advice or action is essential. 

 

 
LAUNDRY 
 
Laundry Facilities 
What is needed? 

• A designated laundry area, ideally sited so that soiled articles are not carried through 
areas were food is stored, prepared, cooked or eaten. 

• The laundry floor must be of a smooth, impermeable and easily cleaned material. The 
walls must be in sound condition and easily cleaned. 

• A commercial/industrial washing machine with both a sluice and hot water cycle, 
professionally installed and serviced. A service agreement which supports prompt repair or 
replacement of the machine is advisable. 

• A designated area for soiled laundry, separate from where clean laundry is handled and 
stored.  

• Hand-washing facilities for staff. 
• Supply of protective clothing for staff use. 
• Washing powders and other substances must be kept in a locked storage cupboard. 

Material safety data sheets for hazardous substances must be obtained and be available 
for reference. 

• Domestic staff should have a programme for cleaning the laundry environment. 
 
Laundry Practices 

• Staff should always wear gloves and a disposable apron whilst handling laundry. 
• Linen should be removed from beds with care to avoid creating dust and placed in 

appropriate container at bedside. 
• Soiled linen must be removed to the designated laundry area for processing as soon as 

possible. 
• Laundry contaminated with blood or body fluids should be contained in a water soluble or 

soluble stitched bag* prior to being placed in a normal linen bag - this allows contaminated 
laundry to be placed straight into the washing machine on a sluice cycle, therefore 
reducing the risk of contamination. 

• After removal of protective clothing, staff should wash and dry their hands thoroughly. 
 
* These bags will only operate in an industrial/commercial type washing machine. If in 
doubt, contact the washing machine manufacturer. 
 
Linen can be divided into three categories and treated accordingly: 
Used Linen   All linen used except foul/infected linen should be placed in a WHITE bag. 
 
Foul/Infected Linen Placed in a water soluble bag immediately after removal and then placed in 

a RED bag. * check your type of washing machine first. 
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Heat Liable Fabrics Should be washed at the highest temperature possible according to the 
items fabric care instructions. 

 

Laundering of Linen and Clothing 
1. Used Linen Temperature maintained at 65°C for no less than 10 minutes or 71°C for no 

less than 3 minutes 
2. Foul/Infected A sluice cycle is necessary for foul linen. Linen should be Linen transferred 

in its water soluble bag into the washer without opening.  
NB: Hand sluicing of foul/infected linen is not advisable but if unavoidable, should be 
undertaken as below: 
• In an appropriate area e.g., sluice room 
• In a deep sink to avoid splashing 
• Wear personal protective clothing 

 
Remove sluiced linen in a suitable container directly to the laundry room 

 
Storage of Linen 

• There should be separate areas for drying, ironing and storage of linen, well away from 
used linen to prevent cross contamination. 

• Linen should be stored in a dry, raised area not in bathrooms or sluices. 
 
Sending laundry to commercial laundry 

• A private laundry company may stipulate a colour coding system. All staff must be aware 
of this and comply fully. 

 
Staff Uniform 

• Staff who contaminate their clothes with blood/body fluids should always change as soon 
as possible. 

• Clothes for work purposes should be washed as soon as possible on as hot a wash as the 
fabric will allow. 

• Shoes should be cleaned immediately if contaminated with body fluids using a 5% solution 
of Virusolve+. Always wear personal protective clothing. 

 
Routine laundering of mattresses, duvets and pillow cases 
Mattresses 

• There is evidence that mattresses, duvets, and pillow cases can all harbour micro-
organisms that can be implicated in cross infection. It is therefore important that all 
mattresses are covered with a suitable fluid-repellent cover at all times. The mattress 
cover should be routinely washed down with hot water and general-purpose detergent on 
a monthly basis, and always following any contamination with blood or body fluids. 

• If contamination with blood or body fluids has occurred, additional disinfection with a 5% 
solution of Virusolve+ is also required. It should be noted, however, that some pressure 
relieving mattresses can only be cleaned with certain cleaning agents, so the 
manufacturer’s instructions should be followed. Covered mattresses should also be 
washed down with hot water and general-purpose detergent before being used for a 
different resident. 

• The mattress cover should be dried thoroughly after washing, in order to reduce the 
potential for multiplication of organisms and this is best achieved using disposable paper 
towels. The condition of the mattress cover should be checked periodically, so that covers 
that have become damaged or their integrity is compromised in any way can be replaced. 

• Damaged mattress covers should not be used. Mattresses that become soiled should be 
disposed of 

 
Summary: 

1. Wash the mattress cover: 
• If soiled 
• Before use by another resident 
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• Monthly as a routine measure 
 

2. Dispose of damaged mattress covers 
3. Dispose of mattress if it becomes soiled 

 
Duvets 

• Some care homes use duvets as well as, or instead of sheets and blankets. Homes using 
duvets should only do so if they have appropriate facilities/arrangements for laundering 
them. 

• Where duvets are used, a suitable duvet cover should be used at all times. The covers 
used on duvets are not usually a fluid-repellent type as this would be uncomfortable for 
the resident, therefore the cover as well as the duvet inside is prone to soiling. 

• The duvet and the cover should be laundered in the same way as other bed linen because 
the risk of soiling and cross infection is the same as for other bed linen. Duvets should 
always be laundered before being used for a different resident, prior to being put away for 
storage, and if it becomes soiled. Routine laundering is also recommended at least 
annually. Follow the manufacturer’s instructions for laundering. 

 
Summary: 
Wash the duvet and cover: 

• If soiled 
• Before use by another resident 
• Annually as a routine measure 

 
Pillows and pillow cases 

• Since pillow cases can also easily become contaminated they should be laundered in the 
same way as other bed linen. 

• Unless a pillow is covered with a fluid-repellent cover, there is also potential for the pillow 
inside to become contaminated. Where this is the case, the pillow will also require 
laundering in the routine manner, following manufacturer’s instructions. As for duvets, 
pillows should also be routinely laundered at least annually. Fluid-repellent pillow covers 
should be washed down in the same way as mattress covers. 

 
Summary: 
Wash the pillow: 

• If soiled 
• Before use by another resident 

• Annually as a routine measure 
 
 
 

 
 
CARE OF URINARY CATHETER 

 
Introduction 
Urinary catheters are necessary for a number of reasons however, infection is an inevitable 
consequence of long term catheterisation and septicaemia is a significant risk. 
Therefore, the correct management of urinary catheters by all carers is essential in reducing the 
severity and consequence of urinary tract infection in those residents with a urinary catheter. 
 
The most common catheter drainage system is: The closed urinary drainage system 
 
Management 
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• All catheterised residents other than those who are permanently confined to bed should 
wear a leg bag during the day which is well supported by straps or sleeve holder to the 
leg. 

• Ensure that the resident has an effective bowel regime to prevent constipation occurring. 
 
Position 

• It is essential to ensure that effective drainage is maintained. The catheter and tubing 
must not be constricted by the residents' clothing or direct pressure. Drainage bags must 
be emptied before becoming overfull, however, regular opening should be avoided unless 
essential. 

• Position the catheter bag lower than the level of the residents' bladder and avoid twisting 
or kinking of the tubing. 

• Keep the outlet off the floor at all times and support the night drainage bag on a urinary 
catheter bag stand. 

 
Hygiene 

• Wash the genital area daily with mild soap and warm water. If bathing, empty the drainage 
bag beforehand but do not disconnect the bag from the catheter. 

• If the resident uses a leg bag during the day link this to an overnight drainage bag at night 
therefore avoiding any break in the closed circuit. 

 
Emptying the Drainage Bag 

• Decontaminate your hands. 
• Wearing well fitting disposable gloves empty the drainage bag into a container. The 

container should preferably be disposable or if not, then an appropriate and effective 
method of decontaminating the container between residents is required. 

• Wipe the drainage tap with an alcohol wipe after emptying. 
• Remove your gloves and decontaminate your hands before undertaking the next task. 

 
Avoid urine bag "rounds" to reduce the potential of cross infection between residents with a 
catheter. 
Do not go from one resident to another using the same container for drained urine without 
adequately disinfecting between residents. 
Ensure the catheter stand is decontaminated on a regular basis and when visibly soiled. 
 
Changing the Drainage Bag 

• Urinary drainage bags should be changed when clinically indicated and/or in line with 
manufacturer’s instructions. The 2Litre single-use link bag used at night should be 
changed daily. 

• When changing the catheter bag wear well fitting disposable gloves and take care not to 
contaminate the sterile end of the new bag as it is inserted into the catheter. 

• Empty urine into the toilet/sluice hopper and dispose of empty drainage bag into a clinical 
waste bag. 

• Remove disposable gloves, and decontaminate your hands. 
 
 
Changing the Catheter 

• A record of the date the catheter needs to be replaced must be kept and this is dependent 
on the type of catheter used and patient tolerance. 

• If it is practical to discontinue urinary catheterisation and the resident is agreeable to this 
then risk of urinary tract infection can be greatly reduced. Advice can be obtained from 
your continence advisor. 

 
Signs of Infection 
Observe the resident for signs of urinary tract infection. One or more of the following may indicate 
current infection: 

• Cloudy offensive smelling urine 
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• Blood in the urine 
• Pain/discomfort in urinary tract 
• Raised temperature 
• Nausea/vomiting 
• General malaise 

 
Action 

• Obtain a specimen of urine for testing (as below). 
• Ensure that the resident drinks at least 1-2 litres of fluid daily, unless contraindicated. 
• Seek medical advice if a resident displays any of the symptoms listed above 

 
Obtaining a Catheter Specimen of Urine (CSU) 

• Decontaminate your hands. Wear well fitting disposable gloves and apron. 
• Always take the specimen from the sample port on the drainage bag tubing. 
• Wipe the sample port with an alcohol wipe and allow to dry. 
• Insert a needle into the sample port and aspirate the urine sample into the syringe. 
• After obtaining sample dispose of needle and syringe safely, remove gloves and 

decontaminate your hands. 
 
Suprapubic Catheters 
Suprapubic catheters are inserted into the bladder through an incision in the abdominal wall and 
are managed in the same way as a urethral catheter. 
The same principles apply as to a urethral catheter, but in addition the skin around the entry site 
should be cleansed with cooled boiled water or its equivalent, twice a day. There is usually no 
need for a dressing. 
 
Urosheaths 
Urosheaths are attached to the penis and are not invasive. They do not create the same risk of 
infection as urinary catheterisation. 
If urosheaths are used, follow manufacturer’s guidance as to frequency of change and general 
management. 
 
Intermittent Catheterisation 
There are advantages to intermittent catheterisation including improved quality of life and 
reduction of urinary tract infections. The resident may undertake intermittent self catheterisation 
or intermittent catheterisation may be undertaken by a relative or carer: 
Intermittent self catheterisation 

• The resident intermittently passes a catheter into the bladder to assist in the drainage of 
urine where normal voiding is not possible. This is a clinically clean technique undertaken 
by the resident. 

Intermittent catheterisation 
• The relative or carer intermittently catheterises the resident to assist in the drainage of 

urine where normal voiding is not possible. This is a clinically clean procedure. The 
relative / carer should obtain full consent from the resident prior to undertaking intermittent 
catheterisation. 

 
 
Types of catheter 

• There are two types of catheter available: coated and uncoated (plastic) however, choice 
of catheter should be guided by your continence advisor and resident choice: 

o Coated: a pre-lubricated plastic catheter, which needs soaking in tepid water to 
activate the lubricant. This is for single use only (one procedure). 

o Uncoated: plain plastic catheter, can be reused (number of uses may depend on 
manufacturer), cleaned and stored as manufacturer’s guidelines 

• The Procedure 
o To undertake intermittent catheterisation the resident will need to be assessed by a 

continence advisor. 
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o For intermittent self catheterisation, the resident would normally undertake this 
procedure entirely independently after sufficient teaching, supervision and support 
from the relevant continence advisor. 

o Intermittent catheterisation is not performed under aseptic conditions but requires: 
§ Thorough decontaminating of hands before and after the procedure. 
§ Carers and relatives to wear well fitting disposable gloves and apron. 
§ Voiding of urine either directly into the toilet or into a clean container. 
§ The frequency is dependent upon the resident’s needs. 

 
 

 
COLLECTION OF SPECIMENS FOR LABORATORY EXAMINATION 

 
Objectives 

1. To collect an adequate amount of tissue or fluid, uncontaminated by organisms from any 
outside source, but preserving any organisms that may be present. 

2. To ensure that the specimen is correctly identified by labelling, and sent to the laboratory 
with an accurately completed request form. 

3. To transport the specimen from the resident to the laboratory safely and with the minimum 
delay. 

 
Guidelines for Specimen Collection 

• As a general rule the more material sent for examination the greater the chance of 
isolating the causative organism. 

• If a non sterile container is being used to obtain a specimen, then the container should be 
as physically clean as possible, to reduce the risk of contaminating the specimen. 

• Ideally, samples should be collected before the commencement of antibiotic therapy or 
before applying an antiseptic to a wound. When it is necessary to collect a specimen 
during antibiotic therapy, the specimen should be collected just before the dose is given. 
Similarly if an antiseptic is in use for a wound the specimen should be collected before 
application. 

 
Urine Specimens 
Catheter specimens should be obtained from the self sealing collection port using a sterile needle 
and syringe. The port should be wiped with an alcohol swab and allowed to dry. Insert the needle 
at a 45 degree angle to prevent penetration of the far wall. Samples should never be obtained by 
breaking the closed drainage system. Specimens should not be collected as a routine measure 
but to investigate a suspected infection. 
Before collecting a mid-stream specimen (MSU) the genital area should be washed with soap and 
water (no antiseptics should be used) from the front to the back. In addition, the labia should be 
separated in women and the foreskin retracted in men before the urine flow commences. The first 
part of the stream is passed into the toilet and the middle into a clean container. The urine must 
be collected in an appropriate specimen bottle containing boric acid. 
 
Sputum Specimens 
Care needs to be taken that the specimen is sputum and not saliva. An early morning specimen is 
preferable and specimen containers need to be sterile. 
 
Faeces Specimens 
It is important to avoid contaminating the outside of the specimen container when collecting stool 
samples. A universal sample container two thirds full is adequate. If virology examination is 
requested then prompt dispatch to the laboratory is required. 
 
Wound Swabs 
If the wound is dry immerse the swab in sterile normal saline or water before swabbing. Swab the 
wound before antiseptics are applied and before commencing wound dressing. 

• Collection of pus is appropriate from abscesses but not as much use from superficial sites. 
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• Swabbing of recent or acute wounds should include the areas showing signs of infection. 
• Swabs taken from chronic wounds should be taken from, for example, the ulcer base and 

not the eschar (dead tissue). 
• Avoid swabbing areas that are “clean”. 
• Rotate the swab gently around the wound margins. 

 
Laboratory Request Form and Specimen Labelling 
Although the initial request for laboratory investigation is usually made by medical staff, and 
should be signed by them, specimens are frequently collected by care staff. It is important to 
ensure that information on the specimen container is consistent with the request form. 
 
Information accompanying specimens must be accurate and relevant and should consist of: 

• Relevant resident details 
• Name of General Practitioner 
• Current or intended antibiotic therapy 
• Relevant clinical details 

 
Specimen Transport 
Specimens should be sent to the laboratory with the minimum of delay to ensure a greater 
chance of any organisms present surviving and being identified. If a delay in transportation to the 
laboratory is anticipated please contact your local laboratory for advice on appropriate storage. 
Any specimen may contain potentially pathogenic material. To avoid presenting a hazard to 
anyone in contact with the specimen it is most important to avoid contaminating the outside of the 
container and to ensure that it is securely closed and handled. Specimens should be sealed in a 
specimen transport bag. 
Specimens should not be stored in a refrigerator which is routinely used for storing food or 
medicines. 
 
 

CARE OF PETS 

 
Introduction 
Pets can often enhance the quality of life for the ageing and the ill. However, animals can harbour 
many infectious micro-organisms which can cause infection in humans e.g. toxoplasmosis. 
Sensible infection control precautions can reduce this risk to an acceptable level. 
The Person in Charge of the home must ensure that a named, knowledgeable person is 
responsible for resident animals (pets) in the home. The handler of any animal visitors brought to 
the home must acknowledge the authority of the Person in Charge of the home and comply 
immediately with any instructions given. 
 
Resident Animals (PETS) 
If appropriate, the named person should ensure that all pets are: 

• Fully vaccinated. Veterinary certificates regarding appropriate vaccinations should be kept 
in a safe place within the home. 

• Treated with a broad-spectrum helminthicide (i.e. ‘wormed’) every three months. 
• In a ‘healthy’ condition. If pets become ill e.g. with diarrhoea, they must be excluded from 

resident contact and the advice of a vet sought. 
• Regularly groomed and checked for signs of infection e.g. fleas (ectoparasites). If fleas 

are found the pet is to be treated with an approved insecticide. 
• Fed using designated stainless steel or earthenware bowls and in designated areas only. 

At the end of feeding, bowls should be removed, washed and stored dry. 
• Not allowed into food preparation/consumption areas, clinical rooms (e.g. treatment room, 

sluice room) or the laundry room. 
• Prevented from visiting residents who are ill with diarrhoea and vomiting. 
• The named person is responsible in ensuring that animal excreta are removed from cat 

litter trays on a daily basis. 
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ANIMAL VISITORS TO THE HOME 

• Animal visits to the home, whether initiated by staff or residents themselves, must be by 
prior arrangement with the Person in Charge of the Home. The potential visit should be 
discussed and assessed by the Person in Charge. In addition, pets must be in a ‘healthy’ 
condition and free from illness. 

• The first arranged visit must take place in the presence of the Person in Charge. The 
handler must report to the Person in Charge on arrival at and departure from the Home. 

• Visiting dogs must be brought into the Home on a lead. Cats must be brought to the Home 
in a cat box. 

 
The resident’s bedding should be protected with a plastic sheet and draw sheet or incontinence 
pad if the animal visitor is to be placed on the bed and these removed immediately when the visit 
is over. 
 
The following advice must be given to handlers:- 
Animal visitors must not visit: 

• Residents who are ill with diarrhoea and vomiting. 
 
The pet should not be allowed to approach any resident(s) without the handler first 
ascertaining: 

• Whether the resident is likely to be allergic to the animal’s fur/hair. 
• Whether the resident wishes to be visited. 
• Following the visit, the hands and forearms of all those having had contact with the animal 

must be thoroughly washed. 
 
GENERAL HYGIENE MEASURES 

• Any member of staff handling the animal must wear a disposable plastic apron. 
Immediately afterwards the apron must be removed and the hands and forearms 
thoroughly washed. 

• After touching the pet or visiting animal all concerned (patients, staff, visitors) must wash 
their hands and forearms thoroughly. 

 
 

EXCLUSION OF STAFF FROM WORK 

 
The following table gives guidance on the minimum period of exclusions from work for staff 
members suffering from or in contact with a case of infectious disease in their own home. 
The table is not exhaustive, therefore if further information is required, advice may be sought from 
the Local Health Protection Team in your area. In addition, refer to your Occupational Health 
Policies. 
 
 
Condition Infective Period Minimum exclusion 

Case 
Minimum exclusion 
Home Contact 

Chicken Pox For about 1 -2 days 
before the onset of 
symptoms until about 
6 days after rash 
appears or lesions 
crusted (if longer) 

6 days from onset of 
rash 

None –pregnant women 
who have not had chicken 
pox to contact GP 

Diarrhoea and 
Vomiting 

As long as the 
organism is present in 
the stool 

Until clinically well 
and 48hrs 
asymptomatic. 
CCDC/EHO will advise 
on longer exclusion 

CCDC/EHO will advise on 
local policy 
 

Glandular When symptomatic Until clinically well None 
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Fever 
Hand Foot 
and Mouth 

As long as active 
ulcers present 

1 week or until open 
lesions are healed 

None 

Hepatitis A 2 weeks before until 1 
week after jaundice 
develops 

1 week after onset 
of jaundice 

None –immunity may be 
recommended by CCDC/GP 

Hepatitis B/C As long as circulating 
virus in the blood 

None unless 
bleeding likely 

None –immunisation 
(Hepatitis B)/ Infection control 
precautions to be 
recommended by 
HPN/CCDC/GP 

Human Immuno 
Deficiency 
virus (HIV) 

Life long None None 

Impetigo Until lesions crusted 
or following antibiotic 
treatment 

Until lesions crusted 
or if reliably covered 

None 

Influenza 1 day before until 3-5 
days after onset 

Until clinically 
recovered 

None 

Measles Up to 4 days before 
to 4 days after onset 
of rash 

4 days from onset of 
rash 

None 

Meningitis Varies with organism Until clinical recovery None –antibiotics may be 
prescribed for contacts 

Mumps 7 days before onset 
(normally 2 days) of 
symptoms to 4 days 
after 

4 days after onset of 
rash 

None 

Ringworm Until lesions healed If lesion adequately 
covered, none 

None 

Rubella 
(German Measles) 

1 week before to 
about 5 day after 
onset of rash 

About 4 days from 
onset of rash 

None 

Scabies Until treated Until treated Treat all household contacts 
Shingles Until lesions crusted 

or healed 
Until crusted or healed 
or if covered 
adequately 

None 

Slapped Cheek 
(Fifth Disease 

4 days before to 4 
days after onset of 
rash 

Until clinically well Pregnant women having 
close contact with a case 
seek advice from GP 

Streptococcal 
Sore Throat 
and scarlet fever 

Until 48hrs after start 
of antibiotic treatment 

Until clinically improved 
–usually after 48hrs of 
antibiotic treatment 

None 

Threadworm As long as eggs 
present on perianal 
skin 

None but requires 
treatment 

Household contacts require 
treatment 

Tuberculosis Depends on location 
of TB. 
Patients with “open” 
tuberculosis usually 
non-infectious after 2 
weeks of treatment 

For “open” tuberculosis 
exclusion until TB 
Specialist recommends 
return to work 

None –household contacts 
will require follow up 

Whooping 
cough 

1 week before until 3 
weeks after onset of 
cough or five days 
after start of antibiotic 
treatment 

Until clinically well 
however, infectivity 
may persist up to 6 
weeks. Check with 
GP/CCDC 

None –household contacts 
may require treatment 
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IMMUNISATION 
 
Immunisation in the Care Home 
Issues relating to the immunisation of residents are covered in the following guidance however, 
immunisation of care home staff is not within the scope of the guidance. 
 
What is immunisation? 
Immunisation is the induction of artificial immunity through the administration of a vaccine or 
immunoglobulin (antibodies). The term is commonly used interchangeably with vaccination. 
Vaccination is the administration of one or more doses of vaccine. As a result of this and if 
vaccination is successful the vaccinee is immunised (acquires immunity) against a specific 
infectious disease and becomes immune to that disease. 
 
 
Why is immunisation important to the community? 
Herd immunity refers to the fact that a high level of immunity in the community protects individuals 
who have not been immunised and is the basis on which all immunisation programmes are 
designed. 
Not everyone in a population needs to be immunised in order to protect that population. As long 
as sufficient numbers of children or adults are immunised against a specific disease, the 
protection can extend to everyone. In the case of measles, in order to create herd immunity it is 
estimated that the uptake of vaccine must be about 95%. 
If less immunisations are given and the percentage of cover drops, the infectious disease can 
start circulating again in the community –e.g. measles is expected to begin circulating again as 
parents refuse MMR vaccine. 
 
Storage of vaccines in the Care Home 
Vaccines must be stored in a vaccine refrigerator allowing air to circulate around the packages. 
They should not be stored in the refrigerator door. A maximum /minimum thermometer must be 
used and temperatures monitored and recorded daily. 
Vaccines must not be kept at temperatures lower that 0°C as freezing can cause deterioration of 
the vaccine. 
 
Which vaccines are offered to adults in Care Homes? 
Influenza Vaccination 
Influenza (flu) is a highly infectious disease caused by influenza viruses. There are three types of 
influenza virus: A, B and C and these cause virtually all of the clinical illness which occurs every 
year mainly during the winter months. The flu virus attacks the respiratory tract. The virus is 
spread mainly by respiratory droplets in the air produced by coughing or sneezing. The incubation 
period before the onset of symptoms is between three days and one week. Flu generally lasts up 
to a week but cough and malaise may persist for up to a few weeks. 
Influenza infection is different from having a cold - the symptoms of flu come on suddenly and 
include fever, headache, extreme tiredness and an aching body. A dry sore throat and stuffy 
nose are other common symptoms of the infection. 

 
For the elderly flu carries an increased risk of serious illness such as bronchitis or pneumonia 
which often result in admission to hospital.  
Therefore influenza vaccine is offered annually between September and December to those living 
in long stay residential care homes or other long stay care facilities where rapid spread is likely to 
follow introduction of infection and cause high morbidity or mortality. 
 
What is in the flu vaccine? 
Because of their changing nature, the World Health Organisation (WHO) monitors influenza 
viruses throughout the world. Each year the WHO makes recommendations about the strains to 
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be included in vaccines for the forthcoming winter. Flu vaccine contains components of two types 
of influenza A and one type of influenza B viruses. Because the flu virus is continually changing 
and different types circulate each winter, a new flu vaccine has to be produced each year which 
means that it is necessary to be vaccinated with flu vaccine every year. 
 
What protection against flu will immunisation give? 
In general influenza vaccines provide 70-80% protection against infection with prevailing 
influenza strains. Protection lasts for about one year. In the elderly, protection against infection 
may be less but immunisation has been shown to reduce the incidence of bronchopneumonia, 
hospital admissions and mortality. 
After immunisation, antibody levels may take up to 10-14 days to reach protective levels. While 
influenza activity is not usually significant before the middle of November, the influenza season 
can start early and therefore the ideal time for immunisation is between September and early 
November. 
 
Will flu vaccine cause flu? 
INFLUENZA VACCINE CANNOT CAUSE INFLUENZA. It contains inactivated virus and it is 
impossible to acquire influenza from an inactivated vaccine. Many people will express concerns 
about annual influenza vaccination as they may mistakenly believe that a previous dose of the 
vaccine gave them flu. They should be advised that many other organisms cause respiratory 
infections similar to flu during the winter months which flu vaccine will not prevent. Some people 
may experience mild flu like symptoms for up to 48 hours after immunisation as their immune 
system responds to the vaccine but this is not flu. 
 
Are there any contraindications to influenza vaccine? 
There are very few individuals who cannot receive influenza vaccine. The vaccine should not be 
given to those who have had: 

• A confirmed anaphylactic reaction to a previous dose of the vaccine. 
• A confirmed anaphylactic reaction to any component of the vaccine. 
• The vaccines are prepared in hen’s eggs and should not be given to individuals with 

known anaphylactic hypersensitivity to egg products. 
 
Confirmed anaphylaxis is rare. Other allergic conditions such as rashes may occur more 
commonly and are not contraindications to further immunisation. 
 
Minor illnesses without fever or systemic upset are not valid reasons to postpone immunisation. If 
an individual is acutely unwell, immunisation may be postponed until they have fully recovered. 
 
Are there any adverse reactions to flu vaccine? 
Pain, swelling or redness at the injection site, low grade fever, malaise, shivering, fatigue, 
headache, myalgia and arthralgia are among the commonly reported symptoms. A small painless 
nodule (induration) may also form at the injection site. These reactions usually disappear within 
one to two days without treatment. 
Immediate reactions such as urticaria, angio-oedema, broncho-spasm and anaphylaxis can 
occur, most are likely due to hypersensitivity to residual egg protein. 
 
Pneumococcal Vaccination 
Pneumococcal disease is the term used to describe infections caused by a bacterium called 
Streptococcus pneumoniae. Pneumococcal infection causes a broad range of disease in older 
people. It is the most common cause of serious pneumonia. As well as infecting the lungs, 
pneumococcal bacteria can infect the blood stream causing invasive pneumococcal disease. It is 
responsible for causing the more serious consequences of pneumococcal infection such as 
septicaemia, meningitis or a more serious form of pneumonia all of which are more likely to lead 
to death than non invasive infections. 
Streptococcus pneumoniae is becoming increasingly more resistant to antibiotics and as it 
becomes harder to treat prevention by immunisation is increasingly more important. 
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Old people are at risk from infection particularly if they are already ill, have no spleen or have a 
weakened immune system. The increased risk of pneumococcal disease begins in those over 45 
years and rises sharply in those over 75 years of age. It has been estimated that there may be 
more than 18,000 admissions and over 3,400 deaths due to pneumococcal pneumonia each year 
in those people over 65 years of age. This is likely to be an underestimate. 
 
What is pneumococcal vaccine? 
There are two types of pneumococcal vaccine: 

• 23-valent polysaccharide vaccine which can be used for adults over the age of 65 years 
and adults and children over the age of five years old in at risk groups. The 
polysaccharide vaccine stimulates the body to produce antibodies that help to protect 
against 23 of the 90 types of pneumococcal bacteria –these 23 types cause about 96% of 
all pneumococcal disease in the UK. 

• 7-valent conjugate vaccine currently only licensed for use in children in at risk groups who 
are under five years old, its effectiveness in preventing disease in adults is not currently 
known. 

 
What protection against pneumococcal disease will the vaccine provide? 
A number of studies have shown that pneumococcal polysaccharide vaccine gives substantial but 
not complete protection against the serious forms of pneumococcal infection such as 
septicaemia. 
The effectiveness of the vaccine against invasive pneumococcal disease is likely to be around 
50-70% in older age groups. 
 
Who should have pneumococcal vaccine? 
It is recommended that all those aged 65 years and over be offered pneumococcal vaccine as 
pneumococcal infection is likely to be more common and/or serious in this age group. 
 
Are there any contraindications to pneumococcal vaccination? 
There are very few contraindications to pneumococcal vaccination. The vaccines should not be 
given to those who have had: 

• a confirmed anaphylactic reaction to a previous dose of the vaccines 
• a confirmed anaphylactic reaction to any component of the vaccines 

Confirmed anaphylaxis is rare and a careful history of the event will often distinguish between 
true anaphylaxis and other events that are either not due to the vaccine or are not life 
threatening. 
 
Are there any adverse reactions to pneumococcal vaccination? 
Local reactions such as mild soreness, redness and induration (hardening) at the site of injection 
may occur lasting no longer than 1-3 days. Occasionally a mild fever or muscle pain may occur. 
There is no risk of pneumococcal vaccine causing pneumococcal disease or infection as it does 
not contain live bacteria. 
 
UPTAKE OF ANNUAL INFLUENZA VACCINE AND PNEUMOCOCCAL VACCINE CARE HOME 
RECORD FORM 

• Make out a form that records Name of Recipient, Date of Birth, Date Given. 
• Record Influenza and Pneumococcal vaccines separately. 
• Keep the form in a place which will help you remember to fill it in e.g. diary, drugs 

cupboards, notice board. 
• Each time a resident is given flu vaccine, enter the details on the form. This should only 

take a few moments for each resident. 
 
 

CLOSTRIDIUM DIFFICILE 
 
What is Clostridium Difficile? 
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Clostridium difficile is a spore forming bacteria found in the bowel of a small percentage of the 
adult population, and in these people is part of their normal bowel flora causing no harm. 
Note: If a stool specimen identifies the presence of C.difficile and the individual has no diarrhoea, 
in these circumstances the C.difficile is of no significance. 
 
When Does Clostridium Difficile Cause a Problem? 
When the normal bowel flora is disturbed most commonly following treatment with antibiotics, 
C.difficile has the opportunity to multiply producing a toxin that causes colitis. 
 
What are the Symptoms of the Illness? 
The illnesses range from mild diarrhoea and colitis to life threatening pseudo membranous colitis. 
The symptoms of the milder forms of this illness are usually diarrhoea, abdominal pain and 
sometimes dehydration. More severe forms of the illness will require hospital admission. 
 
Is Clostridium Difficile a Cross Infection Problem? 
YES - Outbreaks of cross infection have been reported from symptomatic individuals, that is, 
those who have C.difficile and have associated diarrhoea. 
Transmission to other susceptible individuals is likely to occur from two sources, firstly on the 
hands of health care workers and secondly from a heavily contaminated environment. 
 
WHAT IS THE TREATMENT? 
Medical Management: 
In mild cases treatment may not be required or may be restricted to withdrawal of any current 
antibiotic therapy which the doctor will assess. 
The drugs of choice are usually ORAL metronidazole initially then if the individual does not 
respond ORAL vancomycin. 
 
Nursing Management: 
Careful hand decontamination is required to prevent transmission of C.difficile spores. Ensure all 
staff wear gloves and aprons if handling infected material. 
Symptomatic residents should be nursed in a single room if practical. Ensure thorough 
environmental cleaning is undertaken at least on a daily basis. 
 
It is important to know the NORMAL bowel pattern before the illness - if the normal pattern 
is loose stools once a day, then the aim is not to eliminate loose stools.  
Accurate recording of number of times resident has their bowels opened in 24 hours is important 
to assess the progress of the illness. 
Precautionary measures may be lifted when the resident has had a normal bowel pattern for 48 
hours. 
If the resident requires antibiotics in the future for an infection such as a chest infection, urinary 
tract infection etc., it may be useful to inform the prescribing doctor of any previous episodes of 
Clostridium difficile diarrhoea the resident has had. 
 
Testing of stool specimens for presence of C.difficile after recovery is not indicted. 
 
Relapse: 
Relapse in a significant proportion of cases will occur within one week of completion of treatment. 
It is therefore important to monitor the bowel pattern of the individual during this time. 
 
 

BLOOD BORNE VIRUSES 
 
HEPATITIS B - What is Hepatitis B? 
It is a virus that affects the liver and may cause liver damage 
 
What are the symptoms? 
The symptoms of an acute illness may include: - 
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• A flu like illness 
• Nausea and vomiting 
• Fatigue 
• Jaundice (yellow discolouration of the skin and eyes) 

 
Some people may not develop any symptoms at all and may never know they have been 
infected. 
The majority of people (over 90%), if infected with the Hepatitis B virus in adolescence or 
adulthood will recover completely without any medical intervention. Only a few (less that 10%) will 
become long-term carriers of the virus and a small percentage of these will develop significant 
liver damage. 
 
How is the virus transmitted? 

• Blood to blood contact with an infected person. This can include using dirty/shared 
needles or equipment for injecting drug use, sharps injuries, blood splashes to the mucous 
membranes e.g. eyes and very rarely through biting. 

• Unprotected sexual intercourse with an infected person. 
• An infected mother can pass the virus to her unborn baby. 
• The sharing of toothbrushes/razors. 
• You cannot get hepatitis B from normal social contact e.g. hugging, kissing, sharing cups, 

crockery, cutlery etc. 
 
Vaccination 
There is a vaccination available against Hepatitis B. A risk assessment is always carried out prior 
to vaccination as the vaccine is only offered to certain at risk groups, including workers who are 
classed as being at a high risk of acquiring Hepatitis B occupationally.  
Hepatitis B vaccination is not a substitute for good infection control practices. 
 
 
HEPATITIS C - What is Hepatitis C? 
It is a virus that affects the liver and may cause liver damage 
 
What are the symptoms? 
Acute infection is usually mild, if symptoms occur they may include: 

• Nausea and vomiting 
• Fatigue 
• Weight loss 
• Mild jaundice - though this is uncommon 

 
The majority of people (between 50-80%) with Hepatitis C will become long-term carriers and of 
these around half will develop liver damage. Approximately 20% of infected people will recover 
completely without significant medical intervention. 
 
How is the virus transmitted? 

• Blood to blood contact with an infected person. This can include using dirty/shared 
needles or equipment for injecting drug use, accidents with used needles/blood stained 
sharp objects, blood splashes to the mucous membranes e.g. eyes and very rarely 
through biting. 

• The main group of people affected are intra venous drug users who share injecting 
equipment e.g. needles, syringes, filters, water, tourniquets etc. 

• People who had a blood transfusion before 1991 are possibly at risk of acquiring hepatitis 
C. The virus was identified for the first time in 1989 and blood has been screened in the 
United Kingdom from 1991. 

• The virus has been found in sexual fluids, but it is not thought to be a significant method 
of transmission. 

• An infected mother can pass the virus to her unborn baby – thought to be a low risk 
(approximately 6%). 
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Vaccination 
There is no vaccination available against Hepatitis C 
 
 
 
HUMAN IMMUNODEFICIENCY VIRUS (HIV) - What is HIV? 
It is a virus that affects the immune system. An individual diagnosed with HIV can live a healthy 
and symptom-free life for many years. A diagnosis of AIDS (auto-immune deficiency syndrome) 
may be made only if the individual is suffering from one or more of a predetermined list of 
illnesses e.g. tuberculosis, Kaposi’s sarcoma, Pneumocystis carinii pneumonia. 
 
What are the symptoms? 
Approximately three weeks after exposure to the virus, the individual may develop sero-
conversion illness.  
The symptoms may include: 

• A mild flu like illness 
• Fatigue 
• Diarrhoea 
• Painful joints and muscles 
• Loss of weight 

 
How is the virus transmitted? 

• Blood to blood contact with an infected person. This can include using dirty/shared 
needles or equipment for injecting drug use, accidents with used needles/blood stained 
sharp objects, blood splashes to the mucous membranes e.g. eyes, and very rarely 
through biting. 

• Unprotected sexual intercourse with an infected person. 
• Mother to baby before, during or after birth (approximately 14%). 

 
Vaccination 
There is no vaccination available against HIV. 
 

SHINGLES (Herpes Zoster) 

 
Shingles is caused by the same virus which causes chicken pox, the varicella zoster virus. Only 
those individuals who have previously had chicken pox can develop shingles. 
After infection with chicken pox the virus remains dormant in the body causing no harm but may 
be reactivated at a later date (up to many years) resulting in shingles. It is not known what causes 
the virus to reactivate but reactivation is usually associated with conditions that depress the 
immune system, such as old age, stress, and immuno-suppression. Shingles can affect any age 
group but it is most commonly found in the elderly. 
People with shingles are contagious to those who have not had chicken pox. There is a risk of 
contracting chicken pox from contact (direct or indirect) with the blister fluid of the shingles rash. 
 
Therefore, carers who have not had chicken pox (or been immunised against it) should be 
excluded from caring for a resident with shingles. A risk assessment should be undertaken 
for residents with shingles sharing a room with others. Please seek advice if you are 
concerned. 
N.B. It is not possible to get shingles from a person who has chicken pox. 
 
What are the Signs and Symptoms of Shingles? 
The first sign of shingles is usually pain in the affected area. A rash of fluid-filled blisters then 
appears which is usually present for about 7 days but the pain may persist for longer. Persistent 
pain is more common in the elderly and is termed “post-herpetic neuralgia”. 
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What is the Treatment for Shingles? 
The aim of treatment is to lessen tissue damage, reduce pain and resolve the rash. 
Treatment if given in the early stages of the illness (as soon as possible after the rash has 
appeared), can reduce the severity of the illness and prevent further blisters erupting. In addition 
to topical cream/ointments oral medication is usually prescribed. 
 
Therefore it is important to contact the General Practitioner as soon as possible if you 
suspect a resident may have shingles. 
 
Pain associated with shingles is often severe therefore, pain relief will be required. If dressings 
have to be used to cover affected areas due to their location then non-adherent dressings must 
be used to reduce discomfort. 
 
Are there any Complications Associated with Shingles? 
The shingles blisters may become infected therefore, it is important to keep the affected areas as 
clean as possible i.e. avoid unnecessary touching. 
 
Additional information 
The Department of Health now recommends varicella immunisation for non-immune healthcare 
workers who work in primary care and hospitals and who have direct patient contact. 
NB Staff who have previously had chicken pox are deemed to be immune. 
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APPENDIX B 

DECONTAMINATION OF EQUIPMENT 
 
EQUIPMENT OR SITE  

 
ROUTINE OR PREFERRED 
METHOD 

ACCEPTABLE ALTERNATIVE OR 
ADDITIONAL RECOMMENDATION 

Ambubags/Ambumasks Consider: 
1. Disposable, single use 
or 
2. Single patient (resident) use 
or 
Re-usables to be sent to a EU 
accredited Sterilising Department 
after each use 

 

Baths, Showers & Bidets 
N.B. For hydrotherapy 
and Jacuzzi type baths 
refer to manufacturers’ 
instructions 

After each resident use, wash using 
disposable cloths and hand hot water 
and general-purpose detergent. 
Rinse well and allow to dry. 

Use a combined detergent/disinfectant 
product such as Virusolve+. 
For residents with open wounds ensure 
surfaces of bath is cleaned and 
disinfected before and after use. 

Bath mats 
(for use outside the bath) 

The use of bath / shower mats is not 
advocated but if they are they should 
be cleaned between each resident 
use. 

Disposable paper bath mats be used 
instead of bath mat. 

Bed frames and cradles 
(metal) 

Between residents, wash with hand 
hot  5% solution of Virusolve+ and 
dry. 

If contaminated with blood clean with 
hand hot water and general-purpose 
detergent, rinse and dry.  
Wipe with a 5% solution of Virusolve+, 
rinse and dry. 

Bedpans, Urinals & 
Commode pans 

Residents to have their own 
individual (preferably labelled) 
bedpan/urinal/commode pan. 
Use: 
1. Bed-pan washer disinfectant  
or 
2. Place single-use disposables and 
their contents into macerator 
N.B. Operate equipment according 
to the manufacturer’s 
recommendations. 

If no Bed-pan washer disinfector/ 
macerator in home OR machine is 
out of order  
empty contents of bedpans/ urinals/ 
commode pans into sluice hopper or 
toilet (avoiding splashes) then: 
1. Place disposables in a yellow plastic 
bag for incineration or registered 
landfill. 
2. Clean re-usable bedpan holders/ 
urinals/commode pans with hand hot 
water and general purpose detergent, 
rinse and dry. 
Return to resident’s room. 
Residents with diarrhoea and vomiting 
to have their own bedpan/urinal/ 
commode pan: 
1. Cleaned with hand hot water and 
general purpose detergent, rinsed and 
dry. 
2. Disinfect surfaces by wiping with 5% 
solution of Virusolve+, rinse and allow 
to air dry. 

 
Bedpan Washer 
Disinfector/Macerator 

Clean outer casing of machines with 
hand hot water and general-purpose 
detergent on a weekly basis and 
immediately when visibly soiled. 

 

Engineer to check machine and seals 
annually and a logbook kept. 

Bowls - Washing If bowls are necessary for the 
bedbound, 
They must be labelled with the 
resident’s name. After use, wash with 
hand hot water and general purpose 
detergent, rinse and dry. 
Store inverted in the resident’s own 
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EQUIPMENT OR SITE  

 
ROUTINE OR PREFERRED 
METHOD 

ACCEPTABLE ALTERNATIVE OR 
ADDITIONAL RECOMMENDATION 

room. 

 
Bins (domestic and 
clinical) 

Wash weekly and when visibly soiled 
with hand hot water and general 
purpose detergent in designated 
area. 

If contaminated with blood, wash with 
hand hot water and general purpose 
detergent followed by disinfecting with 
5% solution of Virusolve+, rinse and 
dry. 

Blood Pressure 
Sphygmanometer & Cuff 

Refer to manufacturer’s cleaning 
instructions. 
Single resident use (disposable) 
cuffs are available. 

 

BRUSHES: 
Lavatory brushes 
 
 
 
 
Nail brushes 
 
Shaving Brush 
 
Tooth Brushes 

 
After every use, rinse in running 
water (in toilet pan), and store dry. 
Disinfect and replace on a regular 
basis. 
 
Do not use routinely. 
 
Single resident use only. 
 
Single resident use only. 

 

 
 
 
 
 
Single use, disposable nail brushes are 
available for aseptic procedures 
 
Use brushless cream or shaving foam. 

Carpets and Rugs Vacuum daily. Wash periodically 
using carpet compatible detergent 
solution and hot water extraction. 

For contaminated spills clean with 
carpet compatible detergent solution 
and water extraction system. Disinfect 
carpet only if capable of withstanding 
disinfection. Alternatively, consider 
steam cleaning. 
Alternative floor coverings are available 
instead of carpets for use in areas 
where frequent spillage anticipated. 
Virusolve+ does not affect most 
fabrics. 

Cleaning equipment Use correct colour coded cleaning 
equipment for different areas in 
home 
e.g.       Toilet areas. 
              Kitchen areas. 
              General use. 
               Barrier nursing. 

 

CLOTHS: 
Disposable 
 
 
Non disposable 

 
Discard at the end of each shift and 
when otherwise indicated. 
 
Wash after use with hot water and 
general-purpose detergent. 
Send to laundry for heat disinfection 
in washing machine at the end of 
each shift. 

 

Commode Frames Treat removable container and lid as 
for “Bedpans”. Wash frame and seat 
with hot water and general-purpose 
detergent solution on a daily basis 
and when visibly soiled. 

After use by infectious residents clean 
surfaces with general-purpose detergent 
solution, rinse and dry. 
Disinfect surfaces by wiping with 5% 
solution of Virusolve+, rinse and dry. 

Crockery and cutlery, 
water-jugs and glasses 

Wash (and heat disinfect) in 
dishwasher suitable for commercial 
purposes. Allow to dry in dishwasher. 

If no dishwasher available: 
Wash using hand hot water and 
general-purpose detergent, rinse and 
allow to air dry using racking system  
or  
dry using disposable paper towels/ 
kitchen roll. Avoid the use of tea towels. 
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EQUIPMENT OR SITE  

 
ROUTINE OR PREFERRED 
METHOD 

ACCEPTABLE ALTERNATIVE OR 
ADDITIONAL RECOMMENDATION 

Curtains Launder or dry clean at least 
annually. 

Change after some episodes of isolation 
(barrier nursing). Check with Local 
Health Protection Team. 

 
THERMOMETERS: 
Electronic Clinical 
Thermometers 
 
Tympanic thermometers 
 
Single-use disposable 
thermometers 

 
Use disposable sleeve. Disinfect unit 
with 70% alcohol swab after use. 
 
Individual disposable earpiece. 
 
Single-use disposable thermometers. 

 
Do not use without sleeve for oral or 
rectal temperatures. 

Duvets Launder duvet and cover in the 
same 
way as other bed linen: 

• If soiled 
• Between residents 
• Annually as a routine measure 

Follow manufacturer’s instructions 
for laundering. See Section: Laundry 

 

Floors (dry) (1) Vacuum clean daily 
or 
(2) Dust –attracting dry mop 

Do not use brooms in resident areas. 

Floors (wet cleaning of 
hard floors) 

Wash daily or as appropriate with hot 
general-purpose detergent solution. 
Disinfection is not routinely required. 

For known contaminated area wash first 
with general-purpose detergent 
solution, followed by disinfecting with 
5% solution of Virusolve+ and then 
allow to dry. 

Flower vases When changing water/flowers, 
dispose of water into sluice hopper or 
toilet, wash vases with general 
purpose detergent solution before 
refilling with clean water. 
After use, wash vases with general 
purpose detergent solution and store 
dry and inverted 

Perform thorough hand 
decontamination after dealing with 
flowers. 

Furniture and fittings Damp dusting with hand hot water 
and general purpose detergent. 
 

 

Hand washing See Section: Hand Hygiene. 
 

 

Hair combs Single resident use only. 
Wash regularly. 
 

 

Hair curlers Wash after use with hand hot water 
and general-purpose detergent and 
allow to air dry. 
 

Residents with scalp conditions should 
have their own hair curlers. 

Hoists Wash daily when in use and when 
visibly soiled with hand hot water and 
general-purpose detergent. Allow to 
dry. 

Pay particular attention to connecting 
parts. 

Hoist slings (material) Single-resident slings to be sent to 
laundry on a weekly basis and when 
visibly soiled. 
Shared slings for clothed residents to 
be sent to laundry on a regular basis 
and when visibly soiled. 
Disposable slings are available. 
 

Refer to manufacturer’s instructions 
with regard to washing temperatures. 

Mattresses and Mattress 
Covers 

Incontinent residents to have fluid 
impermeable (i.e. waterproof) covers 

Always refer to manufacturer’s 
instructions. 
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EQUIPMENT OR SITE  

 
ROUTINE OR PREFERRED 
METHOD 

ACCEPTABLE ALTERNATIVE OR 
ADDITIONAL RECOMMENDATION 

 
N.B. For pressure relieving 
mattresses always refer to 
manufacturer’s 
instructions. 
Mattresses and Mattress 
Covers (Cont) 
 

on mattresses. Covers to be: 
1. Washed with general-purpose 
detergent solution and dried using 
disposable cloths or paper towels 
or 
2. If capable of being laundered, 
send to laundry as appropriate Check 
condition and integrity of mattresses 
on a weekly basis. 
Mattresses that become soiled or 
damaged should be replaced. 

 

MOPS: 
Dry, dust-attracting Mops 
 
Wet Mops 
 
 
 
 
 
Mop bucket 
 
 

 
Return to laundry daily. 
 
Wash with hot general-purpose 
detergent solution, rinse, wring and 
store dry and inverted between uses. 
 
 
 
Wash with hot water and general 
purpose detergent. Store dry in 
inverted position at the end of each 
shift. 

 
 
 
If disinfection is required either heat 
disinfect (laundry) OR soak in 5% 
solution of Virusolve+, rinse well and 
dry. 

Medicine Pots Treat as Crockery and Cutlery 
(above) 

 

Nebulisers See Guidelines on Nebulisers  
Oxygen masks and 
tubing 

Single resident use only (dispose of 
after each resident). Wash masks in 
hand hot water and 5% solution of 
Virusolve+ on a weekly basis and 
when visibly soiled. 

Follow manufacturer’s instructions. 
Retain in manufacturer’s wrapping until 
required. 

Pillows 
(Waterproof covers) 

Launder pillow and cover in the 
same 
way as other bed linen: 

• If soiled 
• Before use by another resident 
• Annually as a routine measure 

Follow manufacturer’s instructions 
for laundering. See Section: Laundry 

 

RAZORS: 
Wet Shaving 
 
 
Electric 
 

 
Single resident use. Rinse in hot 
water after use. 
 
Single resident use. 

 
N.B. No sharing of razors. 

Rooms Daily cleaning of resident’s room. 
Use hand hot water and general  
purpose detergent and allow to dry 

 

Receivers 
(Non-sterile, reusable) 

Wash with hand hot water and 
general-purpose detergent and dry 
with paper towel. 

 

Scissors 
(non-sterile) 

If not single use should be cleaned 
with hand hot general-purpose 
detergent solution, dried and wiped 
with 70% alcohol wipe. 

 

Soap Dishes Do not use in staff areas. Residents’ 
own should be washed and dried on 
a daily basis. 

 

Spenco, sheepskin, foam 
pads 

1. Single resident use. 
2. Send to laundry between each 

resident use or if soiled. 
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EQUIPMENT OR SITE  

 
ROUTINE OR PREFERRED 
METHOD 

ACCEPTABLE ALTERNATIVE OR 
ADDITIONAL RECOMMENDATION 

3. Discard if damaged. 
Stands for drips, PEG 
feeds etc. 

Wash with general-purpose 
detergent and hot water between 
resident use and when soiled. 

If contaminated with blood, wash with 
hand hot water and general-purpose 
detergent followed by disinfecting with 
5% solution of Virusolve+, rinse well 
and allow to dry. 

Stethoscopes 
Ear pieces/Bell 

Follow manufacturer’s instructions. 
N.B. Staff with ear infections should 
not use stethoscopes. 

Wipe with 70% alcohol or 5% solution 
of Virusolve+. 
 

Suction Equipment 
(Respiratory) 

See Section: Cleaning and Storage 
of Suction Equipment 

 

Toilet seats Wash with hand hot water and 
general-purpose detergent and dry 
daily and when visibly soiled. 

If grossly contaminated, hand hot water 
and general-purpose detergent, dry 
using disposable cloths or paper towels 
followed by wiping with a 5% solution of 
Virusolve+, followed by rinse well and 
dry. 

Toys Wash weekly or when visibly soiled 
with hand hot water and general 
purpose detergent. Use washing 
machine for soft toys. 

When grossly contaminated, wash with 
hand hot water and general-purpose 
detergent, dry using disposable paper 
towels followed by wiping with a 5% 
solution of Virusolve+. Rinse well and 
dry. 
N.B. Heavily contaminated soft toys 
may have to be destroyed. 

Trolleys Wash shelves and frame with hand 
hot water and general-purpose 
detergent and dry before and after 
use. 

 

Urinary catheter 
bag holder/stand 

See Section: Care of the Urinary 
Catheter Guidance. 

 

Urine measuring jug See Section: Care of the Urinary 
Catheter Guidance. 

 

Uniform 
(clothing) 

In the event of a laundry system 
not being available in the work 
setting: 
Wash separately on 65ºC for not less 
than 10 minutes or 71ºC for not less 
than 3 minutes in domestic washing 
machine, followed by drying and 
ironing with as hot an iron as 
possible. 

It is recommended that a spare uniform 
is available to staff at all times. 

Vacutainer Barrels Single-use, disposable  
Vacuum cleaners Cleaned and maintained in 

accordance with manufacturer’s 
instructions. 

 

Walking Aids 
(Zimmer frames, walking 
stick etc) 

Between residents and when visibly 
soiled, wash with hand hot water and 
general-purpose detergent and dry. 

 

Wash Hand Basins Clean with general-purpose 
detergent or cream cleaner on a 
daily basis. 
Disinfection not normally required. 
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Appendix C 
 

HANDLING OF EQUIPMENT PRIOR TO INSPECTION, SERVICE, REPAIR, RETURN TO 
LENDING ORGANISATION OR INVESTIGATION OF ADVERSE INCIDENT 

Note: it is illegal to send contaminated items through the post 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Can the equipment be 
decontaminated without 
removing evidence 
important to a repair or 
an investigation 

YES 

NO 

Decontaminate item 
• Label with contamination status 
• Note fault/defect 
• Off Site: pack and despatch for 

service/repair/investigation 
• On Site: store in preparation for 

service/repair/investigation 

Inform repair 
organisation or 
investigating body 

Repair organisation or 
investigating body 
agrees despatch 

YES 

NO 

• Label with contamination status 
• Note fault/defect 
• Pack and despatch for 

service/repair/investigation 

Arrange visit by service/repair 
organisation or investigating body 
 

• Label with contamination status 
• Note fault/defect 
• Quarantine in preparation for 

service/repair/investigation 
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Appendix D 
 

Infections requiring Isolation/barrier precautions 
 

**Diseases notifiable to Health Protection Team. 
Additional advice is available from the Health Protection Team. 
 
Disease / Organism Infective Material Precautions Until / Comments 

Acquired immune 
deficiency syndrome or 
HIV antibody positive 

Blood and high 
risk body fluids 

Single room if bleeding or symptoms of 
opportunistic infections. 
“Danger of Infection” stickers on request 
forms and specimens. 

Campylobacter ** 
Gastroenteritis 

Faeces Until asymptomatic - normal bowel habit for 
48 hours. 

Cellulitis  
If draining 

Pus Until haemolytic streptococcus as a cause is 
excluded or 
patient has received 48 hours of Penicillin 

Clostridium difficile Faeces Until asymptomatic. NB residents with 
diarrhoea can cause widespread 
environmental contamination (spores). 
Thorough domestic cleaning is important. 

Diarrhoea 
Cause unknown. 
NB. If food poisoning is 
suspected, notify. 

Faeces Until asymptomatic - normal bowel habit for 
48 hours. 

Escherichia Coli 0157** Faeces Until asymptomatic - normal bowel habit for 
48 hours. 

Giardia lamblia** Faeces Until asymptomatic - normal bowel habit for 
48 hours. 

Hepatitis** 
a) Suspected while 

awaiting serological 
results. 

 
b) Type A and E 

(infectious hepatitis). 
 
 
c) Hepatitis B and D 

(serum hepatitis) 
 
 

d) Hepatitis C 
 
 

 
Blood/body fluids, 
faces 
 
 
Faeces and 
occasionally urine 
 
 
Blood/Body fluids 
 
 
 
Blood/Body fluids 

 
Until diagnosed (then see below) 
Use “Danger of Infection” stickers on request 
forms and specimens. 
 
Until 1 week after onset of jaundice. 
Hepatitis A - refer to Health Protection Team 
for advice. 
 
Until patient is hepatitis B surface antigen 
negative. 
Single room if bleeding or likely to bleed. 
 
Period of infectivity is uncertain. 
Single room if bleeding or likely to bleed. 

Carrier Status B/C Blood/Body fluids Single room if bleeding or likely to bleed. 
 

Herpes zoster 
(Shingles) 

Secretions from 
lesions 

Until all lesions are crusted. Staff who have 
not had chicken pox must be excluded. 
Visitors must be warned of risk. 

Impetigo Secretions from 
lesions 

Until lesions crusted 

Influenza 
(Adult/children) 

Respiratory 
secretions 

Duration of illness - resident recovered from 
infection or organism no longer isolated. 

Norovirus 
(Viral Gastroenteritis) 

Faeces, vomit Until asymptomatic - normal bowel habit for 
48 hours. 
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Rotavirus 
(Viral gastroenteritis) 

Faeces, vomit Until asymptomatic - normal bowel habit for 
48 hours. 

Salmonella** 
Gastroenteritis 

Faeces Until asymptomatic - normal bowel habit for 
48 hours. 

Scabies  Until effectively treated. Other members of  
family and close contacts may need 
treatment. 

Shigella** 
Gastroenteritis/dysentery 

Faeces Until asymptomatic - normal bowel habit for 
48 hours. 

Streptococcal Disease 
(Group A 
Streptococcus) 
Skin, wound or burn. 

Pus/exudate Until organism no longer isolated and not 
less than 3 days from start of treatment. 

Tuberculosis** 
Open (includes 
pulmonary 
urinary and draining 
lesions) 

Sputum in 
pulmonary, urine in 
urinary, exudate 
from wounds or 
sinuses 

Seek Health Protection Team advice. 

 
 
 
 
 
 
 
 



CLEANING AND DISINFECTION ADVISORY NOTE  
REF NO: 027 

Page 58 of 58                                                        Issue    11 May 2015 

TEMS Disinfectant Procedure 

CONTACT DETAILS: 
 
For UK and Rest of the World:                                 For North America:  
 

Amity International,      Amity International, 
Libra House, West Street     PO Box 5254,  
Worsbrough Dale,        1704 Denver Road,  
BARNSLEY       ANDERSON,  
S YORKS, S70 5PG,      SOUTH CAROLINA,  
ENGLAND       SC29623, USA. 
 
Tel:  +44 (0) 1226 770787     Tel:  864 622 2233 
Fax: +44 (0) 1226 770757     Fax:  864 622 2234     
 
E-mail:     sales@amityinternational.com  
Web site:  www.amityinternational.com  
 

For any further information, please contact your distributor or Amity. 
 
In the event of any technical queries, please contact: 
Mr. Ram Singh at the UK/ROW address, above, or by e-mail to: 
 
rsingh@amityinternational.com  
 


