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Prevention and
Control
The policy provides staff with some general information
regarding Healthcare Associated Infections (HCAI) and how
to manage service users or members of staff who are
suspected or known to be infected with / carrier of various
micro-organisms. This includes some information regarding
the most common infections.
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1. Chain of infection
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Staff are
encouraged to read
the whole policy
but I (the Author)
have chosen three
key messages from
the document to
share:
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The information in this policy meets the requirements of the
Health and Social Care Act 2008, revised 2015, Code of
Practice on the prevention and control of infections and
related guidance

Staff to understand the chain of infection – this
identifies how a service user can acquire an infection
from somebody else. The links of the chain show how
organisms are transferred and where staff can put
prevention strategies in place to break the chain and
stop infection spreading.
2. List of diseases
The policy provides a comprehensive list of diseases
with information regarding the mode of
transmission/period of infectivity/isolation procedures
3. Prevention and Management
The policy provides staff with the relevant
management procedures to reduce the risk of
transmission of service users with a suspected
/confirmed infection.
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•

Policy format change

•

Healthcare associated infections data updated

•

Sepsis awareness information has been added

•

Scabies treatment has been updated according to
Public Health England advice.

•

Summary of the different type of cleans
implemented.

•

Notifiable diseases/organisms.

•

Information regarding the following infections has
been added to the policy:-
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significant changes
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version are:
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o Carbapenamase producing enterobacteriacae
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o Extended-spectrum beta-lactamases (ESBLs)
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o Vancomycin-resistant enterococci (VRE)
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PART 1 – Preliminary Issues:
1. Flow Chart
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2. Introduction
Prevention and management of infection is the responsibility of all staff working in
health and social care and is an integral element of patient safety programmes.
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Infection or disease may be caused by micro-organisms such as bacteria fungi,
viruses or prions and can result in a wide variety of infections that include urinary
tract, wound, respiratory, blood, bone and skin infections.
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Individuals receiving health and social care are at risk of developing infection as a
result of their compromised health, underlying medical conditions or as a result of
contact with health interventions such as surgery, diagnostic testing or invasive
devices.
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Also, health and social care settings can provide ideal conditions for microorganisms to be transmitted between those who receive and give care. The
close proximity and contact between each party and the continuous contact in a
shared working and living environment, all contribute to the transmission of
infections.
Health care associated infections (HCAIs) may be caused by a large number of
different micro-organisms, a significant proportion of which are avoidable if
sustainable and robust systems are in place to manage the risks associated with
infection.
HCAI’S are not confined to hospital settings and health and social care workers
who practice in other settings e.g. Mental Health and Learning Disability
establishments have the same responsibilities as staff working in the acute
general hospital settings, to prevent opportunities for infection to occur.
All staff have an important role in the prevention and control of infection which is
an integral quality issue in the care of service users and the health and safety of
staff and visitors.
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All members of staff are required to maintain a high standard of infection control
as a matter of good practice.
If staff becomes suspicious that a service user is infectious, either because of
symptoms or suspected/confirmed laboratory results, the Infection Prevention
and Control Team (IPCT) MUST be notified.
3. Summary
The purpose of this policy is to ensure all health and social care staff working
within Hertfordshire Partnership NHS University Foundation Trust (HPFT) is
provided with the correct information and guidance in relation to preventing and
controlling some of the most common health care associated infections (HCAI).
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4. Objectives
The infection prevention and control precautions identified within this policy will
ensure that the risk of transmission of HCAI is kept to a minimal.
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1. Staff with relevant guidance regarding HCAIs including minimising the
transmission of infection by breaking the chain of infection.
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2. Guidance on the management of individuals who are suspected or
known to be infected with / carriers of various micro-organisms.
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3. Guidance on the most common HCAIs including modes of transmission
and period of communicability.
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5. Scope
This policy will cover the most common HCAIs and the appropriate management
systems that should be carried out by all HPFT staff in all HPFT sites.
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Antimicrobials

Bacteraemia
Cleaning

Colonisation

Decontaminations

Antimicrobials are substances which are used in
the treatment of infection caused by bacteria,
fungi or viruses
The presence of bacteria in the blood
A process that removes dirt, dust, large numbers
of micro-organisms and the organic matter, such
as blood or faeces that protects them. Cleaning is
a prerequisite to disinfection or sterilisation.
Where an organism is present on or within a
person’s body but without signs or symptoms of
disease.
A general term used to describe the destruction
or removal of microbial contamination to render
an item or the environment safe. The term
decontamination includes sterilisation,
disinfection and cleaning.
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Disinfection

This is a process of removing or killing most, but
not all, viable organisms. The aim of disinfection
is to reduce the number of microorganisms to a
level at which they are not harmful. Spores are
not destroyed.
Any infection by any infectious agent acquired as
a consequence of a person’s treatment by the
NHS or which is acquired by a health care worker
in the course of their NHS duties
Where the body is invaded by a harmful
organism (pathogen) which causes disease or
illness
Caused by pathogenic microorganisms, such as
bacteria, viruses, parasites or fungi; the diseases
can be spread, directly or indirectly, from one
person to another. Zoonotic diseases are
infectious diseases of animals that can cause
disease when transmitted to humans.
Standard infection control precautions underpin
routine safe practice, protecting both staff and
service users from micro-organisms that may
cause infection. By applying standard infection
control precautions at all times and to all clients,
best practice becomes second nature and the
risks of infection are minimised.

Healthcare Associated
Infection (HCAI)-

Infection
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Infectious disease
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Standard infection control
precautions
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6. Duties and Responsibilities
The Trust Board and Chief Executive should:• Ensure that systems are in place to help staff implement the
recommended infection prevention and control practices including
education for staff.
• Ensure that sufficient resources are available to achieve infection
prevention and control standards required to minimise the transmission of
HCAIs throughout the organisation.
• These resources include adequate staffing levels within the infection
prevention and control management teams, availability of single rooms,
commodes, personal protective equipment, hand washing facilities, care
equipment, decontamination equipment and chlorine based solutions.
• Ensure effective local surveillance systems are in place that allows timely
collection and feedback of data to key clinical groups.
• Ensure systems are in place to carry out Root Cause Analysis due to any
reportable HCAI e.g. MRSA, Clostridium difficile, outbreak of infection.
The Director of Infection Prevention and Control (DIPC)
• Ensure reporting systems are in place to alert senior management of any
specific HCAI issues.
• Ensure that results of audits and specific infection prevention and control
measures are reviewed at senior management meetings.
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•
•
•

Facilitate and support cross representation between infection prevention
and control and service user access.
Challenge inappropriate clinical practice including inappropriate
antimicrobial prescribing.
Each clinical area has reliable systems in place for training, auditing and
feedback to staff on cleaning, isolation, hand hygiene and protective
clothing. The roles may be undertaken by an infection control link
practitioner.
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Consultants and Junior Doctors should:• Should be aware of major risk factors and symptoms of any HCAI in
service users.
• Investigate all cases of HCAI related deaths of service users in their care
by Root Cause Analysis.
• Ensure that all infection prevention and control information including staff
duties relating to the implementation of infection control policies and
procedures are disseminated to all members of the medical team.
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Infection Prevention and Control Team should:• Support the implementation of this policy. Review and update it as
appropriate.
• Support the implementation of Standard Infection Control Precautions by
all staff through appropriate training.
• Lead on a root cause analysis of all cases of HCAI bacteraemia, outbreak
of infection, notifiable disease with the relevant ward staff and clinicians.
• Undertake and participate in the mandatory national surveillance
programme and reporting of serious infections.
• Implement further investigations and interventions during periods of
increased activity or outbreaks.
• Inform senior management when increased numbers of cases of infections
occur.
• Support clinical staff during root cause analysis of serious infections.
• Produce a quarterly report to the board including the number of alert
organisms reported.
• Provide education on the prevention and control practices required to
prevent and control the risk of infection.
Heads of Nursing
• Support the Modern Matron and Team Leader in ensuring that all their
roles and responsibilities within this policy are implemented.
• Act on any information which prevents the guidance within this policy to
be carried out.
Modern Matrons
• To provide adequate support to the Team Leader to ensure that all their
roles and responsibilities within this policy are implemented.
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Team Leaders
Should ensure that:• All staff follow standard infection control precautions at all times and any
additional infection control measure when a specific HCAI is
suspected/confirmed.
• Infection prevention and control information including staff duties relating
to the implementation of infection control policies and procedures are
disseminated to all unit staff.
• Encourage service users with a HCAI to carry out high standards of
personal hygiene, in particular hand hygiene.
• Service users with diarrhoea (type 5-7) are promptly commenced on a
Bristol Stool Chart.
• Unit staff inform the Infection Prevention and Control Nurses and Modern
Matron about service users suspected of having a communicable infection.
• Senior management are informed about any specific issue that prevents
the implementation of the recommendations in this policy.
• Anti-microbial medications are prescribed following trust guidelines.
• The unit is clean at all times by having a cleaning schedule in place that
complies with national cleaning standards.
• There are adequate supplies of equipment.
• Staff act on feedback from infection prevention and control audits and
implement the actions identified within the action plans.
• Staff are compliant with infection prevention and control training.
• Service users are given information about a specific infection ( Public
Health England)
• Staff advise service users and relatives on how to undertake correct hand
hygiene procedures.
• Staff complete a datix incident form on all positive cases, periods of
increased incidence and outbreaks.
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Infection Control Doctor
• Ensure that laboratory antimicrobial reporting procedures support local
antimicrobial guidelines and stewardship.
• Advice and support clinical staff on testing, interpreting of results and
treatment of HCAIs.
• Provide and interpret laboratory data to inform the infection prevention and
control nurses.
• Support the Infection Prevention and Control Nurses (IPCN) in relation to
specific infection prevention and control issues.
• Support and advise clinical staff on antimicrobial prescribing.
All health and social care professionals should:• Adhere to standard infection control precautions and contact precautions.
• Have the responsibility to be up to date in aspects of prevention and
control, including infection prevention and control training.
Facilities and Estate Managers should:• Ensure adequate resources are in place to maintain equipment and fabric
of building to meet agreed standards.
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•
•
•
•

Ensure that existing and new building, furniture and equipment can be
easily cleaned and withstand decontamination.
Ensure adequate and intact hand hygiene, toilet facilities and available
and macerator/slop hopper are in good working order.
Ensure that systems are in place to respond promptly to defects of
buildings and equipment.
Ensure cleaning schedules comply with national cleaning standards.

Bed Managers
• Decisions relating to the placement of service users and inter ward
transfers must consider the potential risk of infection and must reflect
reference to this policy.
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Healthcare associated infection (HCAI)
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8.1 What is a healthcare associated infection (HCAI)?
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A HCAI is an infection that has resulted from medical care or treatment in a
hospital (in- or out-patient), or any other healthcare establishments including
mental health and learning disabilities, nursing homes, or even the patient's
own home.
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Previously known as 'hospital acquired infection' or 'nosocomial infection' the
current term reflects the fact that a great deal of healthcare is now performed
outside the hospital setting.
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HCAI can affect any part of the body, including the urinary system (urinary
tract infection), the lungs (pneumonia or respiratory tract infection), the skin,
surgical wounds (surgical site infection), the digestive (gastrointestinal)
system and even the bloodstream (bacteraemia).

R

8

Ac

t

Part 2 – What needs to be done and by whom

It is estimated that 300,000 patients a year in England acquire a
healthcare-associated infection as a result of care within the NHS. The
prevalence of healthcare-associated infections in hospitals in England in 2011
was 6.4%. The most common types of healthcare-associated infection are
respiratory infections (including pneumonia and infections of the lower
respiratory tract) (22.8%), urinary tract infections (17.2%) and surgical site
infections (15.7%). Each one of these infections means additional use of NHS
resources, greater patient discomfort and a decrease in patient safety (NICE
guidance 2014).
8.2 Causes of HCAI
Many infections are caused by micro-organisms ('germs') that are already
present in or on the service users own body. Normally harmless, these cause
Page 10

problems only when the body's defences are breached by surgery, or
other medical procedures.
Infections may also be caused by micro-organisms originating from another
individual, either by direct contact or spread via the healthcare environment,
e.g. MRSA.
With treatment, most individuals recover from a HCAI without any
problems. However, these infections can extend a service user’s stay in
hospital, and in severe cases, can cause prolonged illness, disability or even
death
8.3 Sepsis awareness
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SEPSIS, also known as blood poisoning, is the reaction to an infection in
which the body attacks its own organs and tissues.
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The immune system usually works to fight any germs (bacteria, viruses,
fungi), or to prevent infection. If an infection does occur, the immune system
will try to fight it, although it may need help with medication such as
antibiotics, antivirals, antifungals. However, for reasons that are not fully
understood, sometimes the immune system has an overwhelming response
and starts to attack the organs and other tissues.
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SEPSIS could occur as the result of any infection. There is no one sign for
SEPSIS.
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SEPSIS is a serious condition that can initially look like flu, gastroenteritis or a
chest infection. It affects more than 250,000 people each year, in the UK.
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Urgent medical assistance must be called if a service user develops any or
one of the following
Slurred speech or confusion
Extreme shivering or muscle pain
Passing no urine (in a day)
Severe breathlessness
It feels like you’re going to die
Skin mottled or discoloured
Or
If the service user has two or more of the following physical healthcare
observation readings:o Temperature <36 or >38.3oC
o Heart rate > 90 beats per minute
o White cell count (WCC) <4X109/L > 12X109 /L
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o Respiratory Rate > 20 per minute
o Acutely altered mental state
o Glucose >7.7 MMOLS/L (if service user is not diabetic)
(Sepsis Trust – 2017)

8.4 The Chain of Infection

un

de

rF
re

ed

om

of

In

fo

rm

at

io

n

Ac

t

This diagram represents how a service user can acquire an infection from
somebody else. The links of the chain show how organisms are transferred
and where staff can put prevention strategies in place to break the chain and
stop infection spreading.
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8.4.1 Micro-organisms
Some micro-organisms cause illness and some do not. Many microorganisms live in or on some parts of the body (skin, mouth, intestinal tract)
and are known as the body’s skin flora.
Some of these may cause illness if they find their way into other areas of the
body. For example, when micro-organisms that are normally found in the
bowel enter the bladder – this may then cause infection in the bladder.
Normal skin flora is known as “resident” which means it is there all of the time.
It rarely causes infection apart from possible introduction during invasive
procedures, e.g. insertion of an intravenous line or urinary catheter. Resident
skin flora lives naturally on the skin and is difficult to remove by normal hand
hygiene techniques, although the numbers of micro-organisms can be
reduced by this.
Many other micro-organisms are acquired or transmitted on the skin from
other staff or residents or from the environment. These micro-organisms are
known as “transient”. These do not live permanently on the skin and are
readily removed or destroyed by thorough and frequent hand hygiene.
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Those micro-organisms that cause infections are known as pathogens. They
are classified as:
These are classified into different groups and can be
pathogenic. They are susceptible to a greater or lesser
extent to antibiotics e.g. MRSA

Virus

A virus is much smaller than bacteria and can survive out of
the body for a time. Viruses are not susceptible to antibiotics
although anti-viral drugs are available.

Pathogenic
Fungi

Can either be moulds or yeast. Examples include ringworm
and thrush.

Protozoa

Microscopic free living organisms e.g. Giardia lambia which
causes diarrhoea Parasites. Some are pathogenic and
cause infection and are spread from person to person e.g.
scabies.

Prions

Are infectious protein particles, e.g. the prion causing New
Variant Creutzfeldt-Jakob Disease.
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Bacteria
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8.4.2 The Reservoirs
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The reservoirs of micro-organisms may be people, the environment or the
equipment. The human body is the biggest reservoir for potentially harmful
micro-organisms and the most common source of infection.
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Contaminated food may also act as a reservoir of infection. For example, if
food that contains Salmonella is not thoroughly cooked, individuals who eat it
can become infected.
The environment can be contaminated by micro-organisms shed by people
with an infection. This can then become a reservoir for spread to others.
Poorly maintained or incorrectly decontaminated equipment can also act as a
reservoir of micro-organisms. For example, inadequately maintained suction
machines may cause respiratory infections.
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8.4.3 Point of Entry and Exit
Every microorganism requires an entry point into the human body and an exit
point to get out. For example, Salmonella bacteria need to enter the body
through the mouth and are excreted through faeces.
8.4.4 Method of Spread or Mode of Transmission
All micro-organisms need a mode of transmission. There are several methods
of spread which include:Direct contact –organisms can be transmitted directly to susceptible
people via contaminated equipment or by the hands of healthcare workers.
It is essential that hands are decontaminated before and after every
episode of direct patient care. Equipment must be kept clean and dry and
must be correctly decontaminated between each use.

•

Airborne – micro-organisms can be transmitted in dust or skin scales that
are carried by the air during procedures such as bed making or via
respiratory droplets. The chances of acquiring infection from inhaling
organisms are low. More commonly, respiratory secretions such as those
from influenza or colds are acquired by contact with secretions deposited
onto hands/handkerchiefs and surfaces.

•

Faecal-oral transmission- Gastro intestinal infection may result from
ingestion of food and water contaminated with micro-organisms or from
cross infection from individuals already infected e.g. aerosols created
during diarrhoea/vomiting episodes may result in transmitting gastrointestinal infections

•

Blood borne – blood or blood stained material is potentially hazardous
and infection is transmitted via inoculation injuries e.g. needlestick injury,
bite, scratch. Transmission is also possible via existing breaks in the skin,
during sexual activity or across the placenta from mother to baby.

•

Vector borne (insects and parasites) – diseases can be transmitted via
biting insects. This is not a huge problem in the UK; however insects such
as cockroaches can carry harmful micro- organisms on their bodies and in
their digestive tracts. This may infect the healthcare environment, including
food and sterile supplies. Therefore storage of supplies in clean, well
ventilated areas is essential.
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•

8.4.5 Susceptible Host
Once the micro-organisms have reached their “target” the person must be at
risk of infection. Infection is caused by organisms that invade the host’s
immune system. Susceptibility to infection varies from person to person.
Factors that affect a person’s susceptibility to infection include:
• Age (the very young and very old are more susceptible)
• Immune status
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•
•
•
•
•
•
•

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 such as a urinary
catheter)
Medical therapies (e.g. cancer chemotherapy)

8.4.6 Preventing the Spread of Infection

•
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Preventing spread between service users by cleaning hands either with
liquid soap and water or in some cases alcohol hand gel.
Using "personal protective equipment", where necessary e.g.
disposable gloves and aprons to prevent contamination of clothing and
skin.
Ensuring that, through regular cleaning, micro-organisms do not build
up in the environment.
Isolating patients known to be colonised with a resistant microorganism to reduce risk of spread.
Careful use of antibiotics to minimise the spread of resistant strains
and reduce the risk of patients contracting C. difficile infection.
Placing an alert on PARIS will advise all staff of the infection and
necessary infection prevention and control practices that need to be
implemented.
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The links of the chain identify how organisms are transferred and how staff
can put the strategies in place to break the chain and stop infection spreading.
These strategies include:-
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8.5 Prevention and Management
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8.5.1 Isolation

Segregation of service users from others is sometimes necessary to prevent
transmission of an infectious organism from one individual to others, e.g.
Clostridium difficile.
Ideally, to achieve isolation, the infectious person should be segregated in a
single room, preferably with en-suite toilet and washing facilities. Physical
separation of service users significantly reduces the likelihood of infections
spread via the airborne route and the spread of infections by secretions,
blood, excreta and contaminated objects.
However, isolation can be a traumatising experience for any individual. It may
cause feelings of fear, confusion, depression and anxiety. Isolation may
hamper rehabilitation. To reduce these risks, a clear explanation of the nature
of the disease, symptoms, treatment and control methods should always be
given.
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Also, there are a number of micro-organisms that while potentially easily
transmissible, would not pose a significant threat to physically healthy people.
It is therefore essential that where service users of mental health and learning
disability services are concerned, the risk posed by the infectious organism to
others is assessed and where possible, appropriate infection control
precautions without isolation are used.
It is essential when providing information that the individual’s communication
needs are met and this may require the assistance of an advocate, carer or
relative. Visitors, carers and relatives will also need to be kept informed of
isolation procedures. Refer to the Trust Guidance on Communicating with
Diverse Communities for further information on communication needs and the
procedure for accessing the interpreting service.
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Where there are specific cultural/religious practices or obligations which
affect compliance, the service user should be given the opportunity to raise,
discuss and agree adjustments if possible.
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Single room
• Preferably with own toilet and wash facilities.
• Where possible, service users should be cared for in a room with hard
surface flooring.
• In some circumstances (outbreak of diarrhoea and vomiting) service
users may be cohort nursed (individuals with an infection who are
nursed in the same bay but in isolation from the rest of the unit.)
• All unnecessary equipment and furniture should be removed from the
room before the service user is admitted in order to facilitate cleaning
and limit the number of items which may become contaminated.
Medical equipment must be dedicated to the service user until that
individual is discharged or deemed no longer to require isolation. The
equipment must then be appropriately decontaminated before it can be
used on another service user.
• A stop and think sign must be clearly displayed to signify that further
infection control precautions may be required. (Refer to appendix 1).
Care must be taken to maintain service user confidentiality and to
avoid stigmatisation of the isolated service user.
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8.5.2. Nursing a Service User in Isolation

ii.

Hand Hygiene
•

•

It is essential that all staff’s hands are thoroughly decontaminated
when leaving isolation rooms. Hands should be washed and dried
thoroughly or decontaminated with alcohol gel (Hands must be cleaned
with liquid soap and water when dealing with all suspected/confirmed
gastro intestinal illnesses).
Relatives and visitors should also adhere to good hand hygiene, and
need to be advised to wash their hands when leaving the room.
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iii.

Personal Protective Equipment (PPE)

•
•

If possible, PPE should be kept outside the room.
All staff should wear disposable plastic aprons for all patient care
procedures. However, aprons are NOT necessary when entering the
room to talk to a service user, or to deliver mail or meals.

•

All staff should wear non sterile, gloves for contact with blood/body
fluids
Prior to exiting the room, aprons and gloves need to be removed and
placed into an orange hazardous waste bin. Hands must then be
decontaminated.
Masks are rarely necessary and are of doubtful value in protecting
against infection spread by air. Masks should be worn in specific
infections e.g. H1N1 virus/ multi drug resistant Tuberculosis. It is more
important that staff caring for service users with airborne infection such
as chickenpox and measles, are immune to that particular disease.

•

vi.
•
•

•

•
•
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Disposable crockery and cutlery are not necessary.
Crockery and cutlery should be washed in a commercial dishwasher.
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•
•

Crockery/cutlery

Disposal of Faeces and Urine
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v.

All clinical waste must be discarded of into an orange waste bag
The bag must be sealed at the neck using a HPFT label tag.
The bag must then be placed immediately at the designated collection
point.
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Clinical Waste

Wherever possible, the service user should use en-suite facilities and
normal daily cleaning of such facilities is adequate if the service user is
continent.
If disposable bedpans/urinals are used a protective cover must be
applied and they should be taken promptly to the sluice room for
maceration. The plastic bedpan holder must be decontaminated in
between uses.
If non-disposable bed pans are used, a protective cover should be
applied and they should be taken promptly to the sluice room, emptied
as usual and placed immediately into the washer/disinfector ensuring
the temperature reaches 80 degrees Celsius for at least one minute.
If a commode is used, this should be kept within the room for use by
that service user only.
Protective clothing worn in the isolation room may be worn to the sluice
area and discarded into an orange waste bag immediately after
disposal of excreta. Thorough hand hygiene must then be carried out.
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vii.
•
•
•

Visitors
Visitors should be advised of the risk of infection and guidance issued
on any necessary infection control precautions that should be
implemented.
They should also be asked to decontaminate their hands before
leaving the room.
Confidentiality must be maintained at all times.

8.5.3. Transfer of Infected Service Users within and Between Hospitals
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Transfers should only occur if unavoidable and in the service users
best interest. The receiving unit must be informed and the appropriate
infection control arrangements implemented. The Trust Healthcare
Associated Infection Risk Assessment Guidelines (Admission, Transfer
and Discharge) must be followed.
All infected lesions should be covered with a dressing.
If the service user is coughing or sneezing, the service user should be
encouraged to cover their mouth.
Service users should be taken directly to and from other departments
and not left in waiting areas.
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•
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8.5.4. Cleaning
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The nurse in charge will inform the housekeeping staff (if the unit has
one) of the need for Isolation daily clean - refer to table 1 for the
procedure). All cleaning equipment should conform to the appropriate
National Patient Safety Agency (NPSA) correct colour code (yellow).
The mop and bucket should be allocated to a single service user and
should be stored in the service users’ room for the duration of the
isolation. Mop heads must be changed daily.
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el

Single use gloves and aprons must be worn when cleaning isolation
rooms, these should be removed when cleaning is completed and hand
hygiene should be carried out on leaving the room.
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Isolation Room Clean A
These rooms require daily cleaning with detergent and water. Emphasis
should be placed on all horizontal surfaces, sinks and bathing facilities.
Isolation Room Clean B
For any isolation room where the service user is suspected or known to have
Clostridium difficile, MRSA, Carbapenamase Producing Enterobacteriacae
(CPE) or Norovirus. (Please speak to the Infection Prevention and
Control Team for advice on other specific infections).
Following cleaning with detergent and water, all surfaces should be wiped
over with a chlorine releasing agent 1,000 part per million of available chlorine
(p.p.m.av./chl)
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Table 1 Cleaning Procedure
Nursing
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Housekeeper
• Ensure personal protective clothing is worn
(yellow)
• Remove all waste and place for disposal via
clinical waste route.
• Take down curtains and wash as per
manufacturer’s instructions. Contact the
facilities department to arrange for
replacement curtains
Clean A Order of clean
• Clean all furniture and fittings including inside
lockers, wardrobes, bed frames and radiators
with general purpose detergent using
disposable cloths.
• Clean en-suite starting with sinks,
baths/showers then toilets.
• Floors cleaned last.
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• Inform housekeeping of the type of
cleaning required – Type A or B
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• Ensure personal protective clothing
is worn (yellow)
• Remove and dispose of all
unwanted / unused disposable
equipment.
• Remove and decontaminate any
equipment that is not single use.
• If equipment cannot be
decontaminated it must be disposed
of. Clean with detergent and water
and disinfect (for Clostridium difficile
and Norovirus)
• Strip bed and remove linen
according to HPFT laundry
guidance.
• Wash mattress and flat base of the
bed with general purpose detergent.
For B clean and disinfect using a
chlorine-releasing agent, rinse and
dry.
• Dispose protective clothing into
clinical waste bag.

Clean B Order of clean
• As above
• Followed by disinfection using a chlorine
releasing agent.
• Dust control the floor using disposable flat mop
head
• Wash floor with detergent and water using
traditional mop head (for B, clean and disinfect
using chlorine releasing agent.
• Clean and disinfect bucket after use
• Hang clean curtains
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• Hand hygiene.
Dispose protective clothing into clinical waste bag.
Hand hygiene
Please Note:
• Wall washing is not routinely necessary (other than if visibly soiled.)
• The room can be used immediately after the cleaning has been
completed.
8.5.5 When a Service User is No Longer Deemed to be Infectious
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When the service user is no longer deemed to be infectious, dies or is
discharged, the room will require a “terminal /isolation clean”. Please refer
to appendix b for further information on the types of clean provided by the
Trust cleaning provider.
When a unit has had an outbreak of diarrhoea and vomiting, the whole unit
will require to be treated as an isolation room.
The infection control nurses will keep the housekeeping/facilities
department informed via the daily progress report, so that a potential date
for the terminal clean can be arranged.
When a deep clean has taken place, the nurse in charge of the unit must
complete the infection prevention and control outbreak checklist (
appendix c )
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8.6 List of diseases (Please refer to appendix d for a list of Notifiable diseases/illnesses)
Mode of transmission

Period of
communicability

Exclusion /isolation?

Acquired
Immunodeficiency
syndrome (AIDS)

Spread through body fluids such as
blood, semen and breast milk.
Transmitted through unprotected
sexual intercourse, injection or
transfusion of infected blood, through
drug users sharing needles and
syringes and from mother to baby
during delivery or through breast
feeding.
Direct or indirect contact with skin
lesions of infected persons or
contaminated floors, showers, bath
mats and other items used by infected
persons.

From time of
infection.

Only required if the person is at risk of
bleeding OR if the service user is immunocompromised.
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None, but it is recommended that those
affected avoid swimming pools /
hydrotherapy pools until lesions have gone.
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May be transmitted when a nonimmune individual has
direct person to person contact,
through airborne droplet infection or
contact with infected articles such as
clothing and bedding

el

Chickenpox (Varicella
zoster)

As long as skin
lesions are present,
or viable spores
persist on
contaminated
material.
1-2 days before the
appearance of the
rash until all lesions
have crusted over.

R

Athlete’s foot

t

Infectious Disease
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Those affected should be excluded from day
centres until lesions have crusted over.
In in-patient areas, non-immune individuals
should avoid contact with those affected.
This may require the affected person to be
restricted to a particular section of a unit
where he/she will only come into contact with
those who are immune. It is important that
staff know their immune status and have
been vaccinated against chickenpox if
necessary. Non –immune pregnant
staff/service users will be at particular risk

Rarely affects children or healthy
adults. Vulnerable persons are
>65years of age, on antibiotics and
with an underlying disorder). It may
be contracted via faecal-oral
spread from an individual with C.
difficile diarrhoea, or ingestion of
spores from a contaminated
environment or piece of equipment.
Direct contact with the discharge

Whilst diarrhoea
persists.

Required if service user is symptomatic
and if there are many vulnerable service
users in the area. The symptomatic
person should not attend Day Centres
until 48 hours free from symptoms.
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Exclusion /isolation?

Duration of
symptoms
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Persons can
potentially transmit
CRE to others as
long as the
organisms are
present in stool or
other bodily fluids.

The symptomatic person should not
attend day centres until symptoms have
stopped.
Dependant on risks. Refer to risk
assessment in CPE policy.
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Unknown. Possibly through
consumption of contaminated
meat. Indirect via instrument used
for invasive procedures.
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Creutzfeldt Jakob
Disease (CJD)
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Carbapenemase
Direct contact with bodily tissues or
Producing
fluids, particularly stool, or by skin
Enterobacteriacea (CPE) contact.
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Conjunctivitis

Period of
communicability

fo

Clostridium difficile

Mode of transmission

In

Infectious Disease

CNS tissues are
infectious
throughout
symptomatic
illness. Other
tissues and CSF
are sometime
infectious.
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None. Standard Precautions. Single use
items for surgical instruments

Mode of transmission

Period of
communicability

Exclusion /isolation?

Cryptosporidium

Faecal oral spread

Until 48 hours of
being
asymptomatic of
diarrhoea

Single room if incontinent Separate toilet
The symptomatic person should not
attend Day Centres until 48 hours free
from symptoms.

Diarrhoea

Direct and indirect contact with
faeces. Food borne Airborne

Until 48 hours of
being symptom
free of diarrhoea

If possible The symptomatic person
should not attend Day Centres until 48
hours free from symptoms.

E. coli 0157

Food borne and direct contact

Until 48 hours
symptom free or 2
consecutive
negative stool
specimens

Extended spectrum beta
lactamase (ESBL)
producing E coli (Please
refer to appendix d)
Fleas
Please see section 8.7

Direct contact
Droplet spread

Depends on the
site of infection

Single room if possible

Fleas are able to
survive for several
months in the
environment
without feeding.

Side room Requires anti pruritic
treatment

Giadiasis

Direct contact with faeces and
water borne

Single room until 48 hours after diarrhoea
stops. Requires separate toilet

Glandular fever

Contact with saliva

Until 48 hours
symptom free of
diarrhoea
Oropharyngeal
carriage may
persist for months

Single room until 48 hours after diarrhoea
stops. Requires separate toilet.
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Infectious Disease

R
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Contact with infected host or their
fomites
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No. Care with articles soiled with nasal or
throat discharges. Can be transmitted on
hands of staff

t
None unless bleeding is likely. Strict
adherence to standard infection control
precautions
None, unless bleeding is likely. Strict
adherence to standard infection control
precautions.

From one or more
weeks prior to
onset of the first
symptoms. May
persist in most
persons
indefinitely. May
be infectious for
life.
Until 5 days after
the onset of
lesions/until
lesions have
crusted over.

Direct contact with saliva, sexually
transmitted or from mother to baby.

Protective clothing should be worn when
dealing directly with lesions. Individual
should have no contact with newborns,
children with eczema or immunocompromised individuals.
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Herpes Simplex
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Hepatitis C

Ac

Transmission via infected blood
and other body fluids. Sexual
transmission
Transmission via infected blood
and other body fluids. Sexual
transmission
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Hepatitis B

at

Faecal-oral spread

Single room. Enteric precautions. Reduce
person to person contact where possible.
Promote hand hygiene. Requires
separate toilet.
Single room with own toilet facilities.
Enteric precautions.

rm

Hepatitis A

From a few days
before symptoms
until 10-14 days
after onset
The week or two
before the onset of
symptoms until a
few days after the
onset of jaundice.
Variable – but can
be for life

fo

Direct contact with faeces, nasal
and oral secretions.

In

Hand, foot and mouth
disease

HIV
See AIDS
Impetigo
Direct contact with lesions.
(Staphylococcus aureus,
group A Streptococcus)

Duration of
lesions, or until at
least 48 hours
appropriate course
of therapy is
completed.
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Single room until 48 hours after treatment
started. Cover lesions if mixing with other
residents. Exclude from day centres until
lesions have healed or had 48 hours of
appropriate treatment. Exclude service
users with lesions from preparing food.

Mode of transmission

Period of
communicability

Exclusion /isolation?

Influenza

Airborne spread and direct contact
with saliva

3-5 days from
clinical onset in
adults; up to 7
days in young
children

Preferably isolate in an epidemic
situation. Exclude from day centres until
symptoms have ceased. Care with
tissues, hand hygiene. Encourage
service user to cover the mouth when
coughing, sneezing.

Lice
For further information
on Pubic lice, Body lice
and hair lice. Please see
section 8.7

Transmitted through direct head
contact with an infested person and
objects used by them.

As long as lice or
eggs remain alive
on the infested
person or on
fomites. The adult
life span is
approximately one
month.

Legionella

Airborne transmission. Aspiration of Person to person
water
transmission has
not been
documented.

Malaria

Vector borne

No side room required for head or pubic
lice but is required for service users with
body lice. Treatment required as soon as
possible.

None
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Infectious Disease

Varies according
to species
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None Care to be taken when dealing with
blood/ sharps inoculation injuries.

Mode of transmission

Period of
communicability

Exclusion /isolation?

Measles

Airborne via respiratory droplets or
direct contact with secretions.

From 4 days
before the onset of
the rash until four
days after the rash
appearance

Single room. Isolate Exclude all nonimmune staff and immuno-suppressed
service user. Exclude from day centres
until 4 days after the rash appearance
Investigation of contacts required.

Meningitis
(Meningococcal)

Direct contact, including respiratory
droplets from nose and throat of
infected service users.

Until meningococci
(bacteria) are no
longer present in
discharges from
nose and mouthusually within 24
hours after
treatment has
commenced

Isolate until 24 hours of treatment.
Investigation of contacts required

MRSA
Mumps

Refer to MRSA POLICY
Airborne transmission or by droplet
spread and by direct contact with
the saliva of an infected person

Norovirus

Hand to mouth Droplet
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Infectious Disease
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From 6-7 days
before onset of
symptoms to 9
days after the
onset of illness.
Up to 48 hours
after symptoms
resolve
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No
Single room. Isolate where possible.
Care with saliva Exclude from day
centres. Investigation of contacts
required
Single room with en-suite facilities or a
designated toilet. Likely to cause
outbreaks. Exclude from day centres.
Exclude from handling food

Mode of transmission

Period of
communicability

Exclusion /isolation?

Poliomyelitis

Indirect contact – (faecal-oral)
Airborne via respiratory droplets

Enteric precautions required.

Ringworm

Direct or indirect contact with skin
and scalp lesions of infected
people, lesions of animals;
contaminated floors etc.

Rotavirus

Hand to mouth Droplet

As long as the virus
is excreted. Is
present in throat
secretions 36 hours
after exposure to
infection and
persists for one
week. Virus is
present in the
faeces 72 hours
after exposure and
persists for 3-6
weeks. Is most
infectious during
the first few days
before and after the
onset of symptoms
As long as lesions
are present and
viable fungus
persists on
contaminated
materials.
Up to 48 hours
after symptoms
resolve

Rubella (German
Measles)

Airborne by droplet spread, direct
contact with nasal or throat
secretions of infected persons.
Direct contact
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Infectious Disease

From 1 week
before the onset of
the rash to 4 days
after the
appearance of the
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While under treatment, exclude infected
service users from swimming pools and
activities likely to lead to exposure of
others.

Single room with en-suite facilities or a
designated toilet. Likely to cause
outbreaks. Exclude from days centres
Exclude from handling food
All persons who have not had the
disease or who have not been
successfully immunized are susceptible.
Single room. Isolate. Attempts should be
made to prevent exposure of non-

rash.

immune pregnant women. Investigation
of contacts required.

Mode of transmission

Period of
communicability

Exclusion /isolation?

Salmonella

Food Hand to mouth

Single room with own toilet. Enteric
precautions. Exclude from any food
handling.

Scabies

Direct contact with infested skin.

Variable.
Throughout the
course of infection.
Usually several
days to several
weeks.
Until mites and
eggs are destroyed
by treatment,
ordinarily after 1 or
occasionally 2
courses of
treatment, a week
apart.
If untreated
between-10-21
days. If treated, 24
hours after
commencement of
treatment.
Variable, usually
until the infectious
agent is no longer
present in the
faeces which is
within 4 weeks
after the illness.

Single room until 24 hours after
treatment
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Infectious Disease
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For further information
please see section 8.7

Large respiratory droplets or direct
contact

Shigella

Hand to mouth Water or food
contaminated by infected water.
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Scarlet Fever
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Single room until 24 hours after the
commencement of treatment

Single room with own toilet facilities until
48 hours after diarrhoea has stopped.
Enteric precautions. Exclude from day
centres and from handling food.

Infectious Disease

Mode of transmission

Threadworm

Hand to mouth

Until treated

Thrush

Contact with secretions or
excretions of mouth, skin, vagina
and faeces from infected
individuals
Airborne (if pulmonary TB or
laryngeal TB) Extra pulmonary TB
(other than laryngeal ) is generally
not communicable

Whilst lesions are
present

Single room. Isolate. Only staff who have
had a positive history of having
chickenpox can nurse service users with
shingle. Investigation of contacts
required

Exclusion /isolation?

t

Up to 5 days before
the onset of the
rash until the
lesions have
crusted over
(usually about 5
days)
Period of
communicability

Ac

Direct contact with infected vesicle
fluid
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Shingles
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Pulmonary TB-As
long as viable
tubercle bacilli are
being discharged in
the sputum. Is
usually eliminated
after 2 weeks of
treatment
As long as the
bacilli appear in the
excreta, usually
from the first week
throughout
convalescence
(commonly 1-2
weeks for
paratyphoid
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Food and water borne Hand to
mouth

R

Typhoid fever
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Tuberculosis (TB)
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Exclude from day centres until treatment
has been given.
None
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Single room with sputum smear positive.
Investigation of contract required. Only
immunised staff should nurse the sputum
positive service user.

Single room with own toilet facilities
whilst symptomatic with diarrhoea.
Enteric precautions. Exclude service
users from handling food.

Direct contact

Unknown, but
probably at least as
long as visible
lesions persist

None. Avoid direct contact with lesions.
Exclude from swimming pools,
hydrotherapy pools

Infectious Disease

Mode of transmission

Period of
communicability

Exclusion /isolation?

Vomiting

Hand to mouth Direct contact
Airborne

Single room. Enteric precautions.
Exclude from day centres. Exclude from
handling food

Vancomycin resistant
enterococci (VRE)
( Please refer to
appendix e for further
information)
Warts

Direct contact with hands,
environmental surfaces or medical
equipment that has been
contaminated by the faeces of an
infected person
Direct contact

During the acute
stage of disease
and up to 48 hours
after the last
symptom
Potentially, as long
as VRE are shed
from the individual

Whooping cough
(pertussis)

Direct contact with discharges from
respiratory mucous membranes
Airborne
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Unknown but
probably at least as
long as visible
lesions persist
From the early
catarrhal stage to 3
weeks after the
onset of typical
paroxysms. Noninfectious after 5
days of treatment
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IPCT.
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Verrucae
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None.
Avoid direct contact with lesions.
Exclude from swimming pools,
hydrotherapy pools
Single room. Non immunised individuals
must not have contact with the infected
service user. Investigation of close
contacts required.

8.7 Infestations
Please inform the IPCT if you suspect an infestation in any member of staff or
service user/patient.
Treat all rashes as infectious until a diagnosis is confirmed. Staff should wear
disposable gloves and aprons for direct service user/patient contact.
Service users with any persistent rash should be referred to the Dermatology
Department.
8.7.1 FLEAS
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General Information
There are over 1000 species of flea and although they feed on any warm
blooded animal they require a specific host on which to breed. Human fleas
are very rare, as they dislike the warm, dry environment of modern homes.
They are usually only found in association with homeless people. Fleas are
able to survive for several months in the environment without feeding (Ayliffe
et al 2000).
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Most bites by fleas in the UK are due to cat or dog fleas. These lay eggs in
floors, carpets, furnishings and especially pets bedding. They thrive in the
warm dry conditions of modern homes (Wilson 1995)
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Incubation Period
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Cat/dog flea - none as the flea does not remain with the human. Once it has
fed on the human it drops off, on to the floor/pet/bedding.
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Method of Spread
Contact with infested host or their fomites.
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Symptoms
It may be 48 hours after a fleabite before evidence of it is obvious. Cat/dog
fleas bite are usually on ‘uncovered areas’ usually the ankles and legs.
Treatment
Cat/dog flea – anti-pruritic treatment if needed and preventative treatment of
animal and animal environment (contact pest control for residential units).
Control Measures
•
•
•

Service user admitted with fleas
Remove all clothing and bedding, treat linen as infectious and wash on a hot
wash cycle. Staff should wear disposable gloves and apron when handling
this contaminated laundry.
Restrict service user to a side room (where applicable) if human fleas
suspected or if live animal fleas are visible.
In in-patient areas, contact ‘Pest Control via Interserve’ to arrange treatment
of the service user area (Ayliffe et al 2000).
Page 31

Infestation in a hospital / residential unit
▪
▪
▪
▪

Ask Pest Control to identify the type of flea and if possible treat or remove
host.
Heat treat clothing and bedding as described above
Vacuum-clean floors, carpets, upholstery, fabrics etc.
Contact ‘Pest Control’ to treat environment (ducting, hard surfaces and
under fixtures) with residual insecticide.

(Ayliffe et al 2000)
8.7.2 LICE
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General Information
There are 3 species of human lice – head lice, pubic (crab) lice, and body
lice.
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All are blood sucking, all are human host specific. Head lice are very small
insects, about 2-3 mm in length and usually grey brown in colour. The head
louse lays about 10 eggs a day at the base of the hair. These eggs stick to the
hair close to the scalp. On average there may be only 10 lice per head but if
the infestation is left untreated it may be as many as 200 (Cook 1998).
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The life cycle is composed of 3 stages:
• Eggs, which hatch after 7-10 days into nymphs, 7 to 13 days later the
nymphs, become adults (temperature dependant).
• Egg to egg cycle is about 3 weeks.
• Nits are the empty eggshells, which grow out with the hair.
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Method of Spread
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Head lice
Head lice are transmitted by direct head to head contact with an infested
individual. Although head lice can survive for long periods of time away from
the host they are thought to be unable to re-establish themselves back on the
head from fomites (e.g. chairs, beds, clothing) (Lettau 1991,Wilson 1995).
Body lice
Body lice are spread by direct contact with an infected person and objects
used by them e.g. shared clothes, headgear.
Crab lice
Crab lice are most frequently transmitted through sexual contact and are
unlikely to be spread by contact with contaminated objects (except perhaps
shared clothes) (Wilson 1995, Ayliffe et al 2000).
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Symptoms
Lice may cause severe itching or service users may be asymptomatic
The head and crab lice are usually found in specific areas e.g. head or pubic
hair however they can also occur in the axillae, chest, legs, beard and
eyebrows. Head lice are often seen behind the ears and at the nape of the
neck. Unlike dandruff the eggs or nits are shiny and firmly attached to the hair
(Cook 1998). Sometimes adult lice can be seen moving on the scalp. They
can be detected by fine tooth combing the hair when it is very wet over a pale
surface e.g., white paper.
Body lice are found mainly on clothing but also on body surface especially in
the axillae and around the waist.
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Treatment
If crab/head lice or eggs can be seen, please contact the pharmacist for lotion
of choice as their use is rotated to prevent resistance. Apply to hair, and leave
on as per the manufacturer’s instructions. Generally, 2 applications are
required 7 days apart. Fine tooth combing of damp hair should continue for
10 days after treatment for head lice (Cook 1998). Contra-indications include
pregnancy, lactating mothers, asthmatics or infants under 2 years old. Do not
treat contacts if no live lice are seen.
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Service users with body lice do not require specific treatment but should be
bathed and clothing changed.
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Period of Infectivity
As long as the lice or eggs remain alive on the infested person (or in the case
of body lice their clothes). Head and body lice live for 7-10 days and their
eggs for about 10 days away from a host. Crab lice only live 2 days off a host
(Benenson 1995).
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Control Measures
• Check close contacts. If they too have lice, treat with insecticide.
• No side room usually required for head or pubic lice but is preferable for
residential service users with body lice.
• The machine washing/ hot air tumble drying or ironing of lice contaminated
clothing or bedding will kill all lice and nits (Lettau1991). Treat the linen
and clothing of service users with body lice as infectious (Ayliffe 2000).
Wear disposable gloves and aprons when handling infested laundry.
• Whilst head and pubic lice can survive for a time off the body it is believed
that they are rendered non-viable (Lettau 1991). No special precautions for
linen from service users infested with head lice or pubic lice (Wilson 1995).
• Disposable gloves and aprons should be worn when giving direct service
user care to service users with body lice (and pubic lice if touching the
pubic region). Disposable gloves should be worn when applying
insecticide or as part of standard precautions for service users with head
lice.
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•
•

Combs or hairbrushes should be washed with hot water and detergent
after use.
No special terminal cleaning is required after discharge of a service user
with any of the lice, but carpets and soft furnishings should be vacuumed
after service users with body lice.

8.7.3 SCABIES
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General Information
The human scabies mite Sarcoptes scabiei is an obligate parasite (requires a
host to survive). Scabies is an allergic response to the mite. The adult mite
penetrates the host’s skin by dissolving it with secretions that lyse human
cells. Mites can burrow beneath the skin surface in 2.5 minutes (Benenson
1995). Once inside the stratum corneum the adult female mite burrows
forward, laying eggs at a rate of 2-3 per day for up to 2 months. The egg
hatches in 3-4 days. The young larvae leave the burrow and enter hair
follicles or skin folds, becoming adult in 10-14days. The adult female burrows
into the skin and is subsequently fertilised, thus repeating the entire cycle.
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Symptoms
Typical presentation
Clinically, the typical scabies eruption consists of burrows, papules, pustules,
nodules and occasionally urticarial lesions.
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Itching is severe and often worse at night or after a hot bath/shower. The rash
may present on the finger webs, hands wrists, elbows, axillae, areola,
periumbilical region, lower abdomen, genitals and buttocks. The head is not
usually affected except in babies, the elderly and people with a poor immune
system ( PHE, June 2016)
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Burrows are greyish scaly lesions, around 0.5cm in length. They may become
secondarily infected. Burrows are usually found on the hands but may occur
anywhere especially in the elderly or chronically ill. (Haag et al 1993).
Diagnosis
Diagnosis may be established by recovering the mite from its burrow and
identifying it microscopically (punch biopsy or skin scraping).
Atypical (Norwegian or Crusted Scabies)
Presents with crusting of face, scalp, hands, feet and pressure bearing areas.
Itching is often minimal. This type of scabies may be due to reduced host
immune response, the host may thus harbour thousands even millions of
mites (Haag et al 1993).
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Incubation Period
2-6 weeks before onset of itching in people without previous exposure. People
who have been previously infested develop symptoms 1-4 days after
exposure (Benenson (1995).

Method of Spread
Typical Scabies
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Transmission is via prolonged person to person skin contact and hand holding
or service user support for long periods are probably responsible in
hospital/unit acquired scabies (Ayliffe 2000). The mite cannot jump or fly but
can walk up to 2.5 cm per minute on warm skin (Moberg et al 1984). Can be
acquired through sexual contact..
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Atypical Scabies
Direct contact with an infected person, their clothes or their environment
(Lowe 2000). People with atypical scabies are highly contagious because of
the large number of mites that are present in exfoliating skin.
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Treatment
Apply a suitable scabicide (as advised by the Pharmacy Department) to all
areas of the body. A second treatment will be required 7 days apart.
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Manufacturer’s instructions may vary but some principles should be followed:
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a. Treat all the skin of the body (including the back, soles of the feet,
between fingers and toes, under fingernails, scalp, neck, face, ears and
genitals.
b. An adult needs at least 30 g cream or 100 mls of lotion to cover the
whole body.
c. Apply to cream/lotion to cool dry skin ( not directly after a bath
d. Apply the lotion from chin to the soles of the feet.
e. Ensure skin is clean and cool (not directly after a hot bath as this will
make the treatment less effective)
f. The cream or lotion must be kept on for the full recommended amount
of time. Depending on which treatment is used, this may be between
8-24 hours.
g. If the hands or other parts of the body are washed during the treatment
period, the cream or lotion must be reapplied to that area.
h. Directly after treatment is completed, bathe and put on clean clothes
and change the bed linen and towels.
i. Items that cannot be washed should be kept in plastic bags for at least
72 hours to contain the mites until they die. It is not necessary to
fumigate furniture, pets or carpets.
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After treatment it may take up to 4 weeks for the itching to stop, but this does
not mean treatment has failed. Itching is a result of an allergic response to the
dead mites.
All bed partners and close family contacts should also be treated at the same
time.

Service users with atypical/crusted scabies may need several treatments on
consecutive days.

Period of Infectivity
Typical - Until 24 hours after effective treatment
Atypical - Until symptoms have resolved following effective treatment.
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Control Measures
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Typical –for first 24 hours after effective treatment only
a. Diagnose and treat cases promptly
b. Pay careful attention to hand hygiene.
c. A side room is recommended until treatment has taken place.
d. Wear gloves and aprons for prolonged direct contact, handling the
used linen as part of standard precautions. Remove protective clothing
before caring for another service user and wash hands
e. Place all clothing, linen and towels in a red alginate bag and wash on a
hot wash.
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Atypical
As above but a side room is essential, until treatment has been determined to
have been effective (e.g. by dermatologist).
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Outbreaks of scabies

R

Where an outbreak of scabies is suspected in a residential unit, particularly
where staff and service users/patients are affected, the situation will be
investigated and the Infection Prevention and Control Team will liaise with
Public Health England and the Occupational Health Department to decide on
the measures that need to be taken to control the outbreak. This may involve
the prophylactic treatment of all service users/patients and staff. However, this
must not take place before the situation has been thoroughly assessed and
must be coordinated by the outbreak control team to ensure that the timing of
treatment is correct. To assist in a positive diagnosis, if possible, skin
scrapings should be obtained and sent to the laboratory for analysis.
Where service users being cared for at home by Community Nurses are
diagnosed with scabies, individual advice should be sought from the Infection
Prevention and Control Team.
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9. Training
The Management of Infection Prevention & Control Policy sets out the training
requirements for infection prevention and control

Level 1
training - All
admin staff,
contractors,
non-clinical
staff
Level 2
training – All
staff carrying
out clinical
duties

Delivery
Mode
E-learning

Contact Information
Contact the Learning &
Development Team:
Learning@hpft.nhs.uk

t

Infection
Prevention
and
Control
Training

Renewal
Period
Every 2
years
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10 Process for monitoring compliance with this document
How

Who

When

Where

Who

Standard
Infection
Prevention and
Control
Precautions

Audit
Modern
Implementation Matron/Team
Leader/ Link
Practitioner

1-3 monthly
audits of Hand
Hygiene and
Essential
Steps

Infection
Prevention
and
Control
Committee

Infection
Prevention
and
Control
Committee

Condition of the
Environment

Audit
Modern
5 ICNA
Implementation Matrons/Team
environmental
Leaders/Interserve audits to be
completed per
year by the
Infection
Prevention and
Control Team.

Infection
Prevention
and
Control
Committee

Infection
Prevention
and
Control
Committee
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6 monthly
environmental
audits by the
link
practitioners
Weekly
checklist of the
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49 cleaning
standards by
the Team
Leader/Modern
Matron
Monthly audits
by the
Interserve staff
Team
Leader/Modern
Matron/Link
Practitioner

Weekly

Infection
Prevention
and
Control
Committee

Infection
Prevention
and
Control
Committee

t

Decontamination Cleaning
practices of
schedules
medical devices
and other
equipment
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The Facilities Department monitors all cleaning service contracts.
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The Facilities Department together with the Infection Prevention and Control Team
organise further audit of the decontamination process and results.
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Part 3 – Document Control & Standards Information
11. Version Control

29th November
2017

Superseded

Updated to include Infection
Control of Human Infestation

Current

Full review – put into new
Trust template
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V5

Full review – put into new
Trust template
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22nd July 2014

Superseded
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V4

Updated
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12th February
2014
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V3

Comment
New Policy
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March 2011

Status
Superseded
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V2

Author
Lead
Infection
Control Nurse
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Infection
Control Nurse
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Infection
Control Nurse
Lead
Infection
Control Nurse
Consultant
Nurse
Infection
Prevention
and Control
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Date of Issue
March 2008
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12. Relevant Standards
The Health and Social Care Act 2008, revised 2015, Code of Practice on the prevention and
control of infections and related guidance
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13. Associated Documents
This policy should be used in conjunction with other Trust policies, including:• Hand Hygiene policy
• Management of infection prevention and control policy
• Sharps Safety Policy including incidents involving exposure to blood and body fluid
• Dress Code
• Waste
• Linen and Laundry
• Decontamination
• Specimen Collection for Microbiological Analysis
• Learning from Adverse Events
• Standard Infection Control Precautions
• Healthcare Associated Infection Risk Assessment Guidelines (Admission,
Transfer And Discharge)
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Appendix b – Terminology of the type of clean

Type of clean.

Definition.

This clean takes place when a
service user has been
discharged from a bed room /
shared bay including the ensuite. Using a neutral
detergent based product.

To follow own
guidance which
should be in
line with
National
Cleaning
standards.

Responsibility of
the Ward staff.

To check that
cleaning has been
effective at
removing dust,
debris and waste
and is clean ready
for accepting a
new Service user.

t

Discharge clean.

Responsibility
of the
cleaning
team.
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To inform
the nursing
team that the
clean has
taken place.

of

Agreed locally as part of the
unit’s Service level agreement.

ea

Curtain cleaning, kitchens/
cafeteria.

Planned programme
of works.

Annual periodic
deep clean.
Planned programme
of works.

To liaise with
inpatient unit staff
prior to commencing
works.

To inform current
service users of
programme of work.
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6 monthly periodic
clean.
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Periodic cleans.

To follow own
guidance which
should be in line
with National
Cleaning standards.
To adhere to the
local service level
agreement.

To follow own
guidance which
should be in line
with National
Cleaning standards.

Ventilation grills, portable fans,
light fittings, ceiling and wall
washing.
Carpet shampoo (offices and
staff areas).

To liaise with
inpatient unit staff
prior to commencing
works.
To follow own
guidance which
should be in line
with National
Cleaning standards.

To inform current
service users of
programme of work.

Terminal/Isolation
Barrier Clean of a
bedroom or bed
space.

The procedure required to
ensure that an area has been
cleaned and decontaminated
with a chlorine based agent
made up to 1000parts per
million (ppm), e.g. Chlorclean
or Actichlor plus after a patient
with an alert organism or
communicable disease such
as Clostridium difficile has
been cared for in the area, in
order to render it safe for the
next Service user.

To follow own
guidance which
should be in line
with National
Cleaning standards.
To ensure that
the cleaning
products used
are managed
in line with
manufacturers
guidance.
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Following advice from
HPFT Infection
Prevention and
Control Team.

First clean following
refurbishment works to include
removal of dust and debris.

To follow own
guidance which
should be in line
with National
Cleaning standards.

t

This may be
chargeable depending
on the extent of the
works.

As directed by project lead.
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Builders clean.
(capital projects).

To inform the
nursing team
progress of the
clean and
expected
completion
time.

To inspect area
following clean
using the
Terminal clean
checklist.
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Note: This will be
authorised by from
HPFT Infection
Prevention and
Control Team.
Ward Manager to
request via the
Interserve helpdesk.

This procedure takes place at
the end of a suspected or
confirmed outbreak. This
usually involves the whole
ward area including
toilets/shower rooms and all
social spaces. The whole area
requires decontamination with
a chlorine based product such
as Chlorclean or Actichlor.
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Deep clean/post
outbreak cleans.
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This clean will involve
changing curtains and
inspection of radiators.

To ensure that the
clean has been
requested and
radiators have
been inspected
and where relevant
Estates are
informed.

Window curtains and bed
curtains should be changed /
cleaned.
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To
follow
own
guidance
which
should be in line
with
National
Cleaning standards.
To ensure that
the
cleaning
products used
are managed
in line with
manufacturers
guidance.
To contact unit
to
make
access
arrangements
To
inform
the nursing
team
progress of
the
clean
and
expected
completion
time.

The Team leader
should instruct the
ward/unit staff to
clean patient care
equipment.
Ward/unit staff to
prepare all areas
to allow cleaning
staff to carry out
this deep/post
outbreak clean.
Staff member in
charge of ward/unit
to inspect all areas
following clean
using the Terminal
clean checklist.

To liaise with unit
staff prior to
commencing works.
To follow own
guidance which
should be in line
with National
Cleaning standards.

Emergency clean.
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Normally following an
incident.
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Bodily fluids should
be cleaned by Trust
staff in the first
instance. Then recleaned by cleaning
service provider.

Appendix c Infection Prevention and Control Outbreak Checklist

This quick checklist is to be completed by the nurse in charge of the ward/unit
prior to the re-opening of a ward/unit after an outbreak. In the case of a ‘No’,
Please complete the action plan on the reverse, detailing all actions taken to
rectify the situation.

Check list completed by:
Grade:

Ward/Dept:

Date:

Y

Please tick Yes/No
Clinical Environment
All surfaces and clinical rooms are clean, free of dirt and dust and have been restocked ready
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for ward/department use. [This includes clinical room, sluice, kitchen, linen & general store
rooms and nursing office/desk areas.]
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1. Clinical areas are tidy.
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2. Clinical areas are clean [free of dirt & dust, check high levels].
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3. Ward stock levels have been resumed.
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4. There are stocks of PPE – gloves aprons, etc. All are readily available
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1. Bays, rooms and equipment are tidy.

ed

Patient Bays and Rooms
All amenities are clean and in working order ready for use.

de

2. Bays, rooms and equipment are clean [free of dirt & dust, check high levels].

un

3. All beds have been stripped. Mattresses cleaned and beds re-made with clean linen
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4. All lockers, drawers have been emptied of contents and cleaned.

ea

5. All floors have been washed

el

6. Bathroom facilities are in working order.

R

7. Bathroom facilities are clean [free of dirt and dust].
8. Radiators, vents and all light fittings have been cleaned
9. Curtains have been taken down to be washed and replaced.
Hand Hygiene
Hand hygiene facilities are available to promote appropriate hand decontamination.
1. Wall mounted soap/paper hand-towel dispensers are in working order & available at
all clinical hand wash basins.
2. Wall mounted dispensers are clean [free of dirt & dust].
3. Alcohol gel is available in all clinical rooms and staff are wearing the individual toggles
4. Hand Hygiene posters are visible at sinks and by all entrances, bays etc

Management of Waste & Linen
Facilities are available for the safe disposal of ward/departmental waste.
1. There is a sufficient supply of domestic/clinical waste bins and linen skips.
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2. Bins are clean and working
3. There is a stock of appropriately sized sharp bins and safety trays.
4. Linen store has been restocked [the room is dust free & the linen is clean].
5. There are stocks of waste and linen disposal bags (including alginate)
6. Sluice room is clean and operational [macerator is working if unit has one].
7. Commodes are clean and ready for use.
8. Sufficient supply of pulp [appropriately stored off floor].
Ward Kitchen
Facilities are available for the safe handling and preparation of food and drinks.
1. Surfaces are clean, intact and free from debris.
2. The refrigerator is clean and operating at the correct temperature.
3. Dishwasher is clean and in good working order.

t

Cleaning/Decontamination
Appropriate cleaning materials are available to allow decontamination of equipment/surfaces.
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1. Adequate stock of detergent/wipes.
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2. Adequate stock of 70% IMS [alcohol]/wipes.
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3. Adequate stock of sodium dichlorioscyranate (Chlorine releasing agents).
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2. All floor, ceiling and wall tiles intact
3. All electrical sockets intact

fo

Estates Management
1. All walls in good repair, no holes evident

ed

4. Sanitary ware in good repair (check underside of toilet seats)
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5. Sealant around sanitary ware in good repair
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6. All light fittings in working order
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Please note other allied healthcare professionals need to be informed of ward/department
re-opening and given details of when to resume services.

Infection Prevention and Control Outbreak Check list Action Plan
Please complete the following action plan, detailing the problem [check list failure], the action
you have taken to correct the problem, the department and/or person you have reported the
problem too, along with the date that you have arranged/expect the problem to be resolved
by. Please retain this document in the ward/department and send a copy to the Infection
Control Nurses.

Action plan completed by:

Ward/Dept:
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Date:

Person reported too
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Action taken & Date

R

Problem
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Date to be
resolved

Appendix d – Notifiable diseases/illnesses
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Acute encephalitis
Acute infectious hepatitis
Acute meningitis
Acute poliomyelitis
Anthrax
Botulism
Brucellosis
Cholera
Diphtheria
Enteric fever (typhoid or paratyphoid fever
Food poisoning
Haemolytic uraemic syndrome (HUS)
Infectious bloody diarrhoea
Invasive group A streptococcal disease
Legionnaires disease
Leprosy
Malaria
Measles
Meningococcal septicemia
Mumps
Plague
Rabies
Rubella
Severe Acute Respiratory Syndrome (SARS)
Scarlet fever
Smallpox
Tetanus
Tuberculosis
Typhus
Viral Hemorrhagic fever (VHF)
Whooping cough
Yellow fever
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
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Diseases notifiable to local authority proper officers under the Health Protection (Notifiction)
Regulations 2010

List of notifiable organisms (causative agents
• Causative agents notifiable to PHE under the Health Protect (Notification)
Regulations 2010
• Bacillus anthracis
• Bacillus cereus ( only if associated with food poisoning
• Bordetella pertussis
• Borelli app
• Brucella app
• Burkholderia mallei
• Burkholderia pseudomallei
• Campylobacter spp
• Chikungunya
• Chlamydophia psittaci
• Clostridium botulinum
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Clostriudm perfringens ( only if associated with food poioning)
Clostridium tetani
Corynebacterium ulcerans
Coxiella burneti
Crimean-Congo hemorrhagic fever
Dengue virus
Ebola virus
Entamoeba histolytica
Francisella tularensis
Giardia lamblia
Guanarito virus
Haemophilus influenza
Hanta virus
Hepatiisis A,B,C,delta and E
Influenza virus
Junin virus
Kyasanur Forest
Lassa virus
Legionella spp
Leptospira interrogans
Listeria monocytogenes
Machupo virus
Marburg virus
Measles virus
Mumps virus
Mycobacterium tuberculosis
Neisseria meningitidis
Omsk hemorrhagic fever virus
Plasmodium falciparum, vivax,
Polio virus) wild or vaccine types
Rabies virus
Rickettsia spp
Rift Valley fever virus
Rubella virus
Sabia virus
Salmonella spp
SARS coronavirus
Shigella spp
Streptococcus pneumonia
Streptococcus pyogenes
Varicella zoster virus
Variola virus
Verocytotoxigenic Escherichia coli
Vibrio cholerae
West Nile Virus
Yellow fever virus
Yersinia pestis.
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•
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Appendix e – Extended spectrum beta-lactamases (ESBL)

Extended-spectrum beta-lactamases (ESBLs)
Extended-spectrum beta-lactamase (ESBL)-producing E. coli are antibiotic-resistant
strains of E. coli.
E. coli are very common bacteria that normally live harmlessly in the gut. ESBLproducing strains are bacteria that produce an enzyme called an extended-spectrum
beta-lactamase, which makes them more resistant to antibiotics and makes the
infections harder to treat. In many instances, only two oral antibiotics and a very
limited group of intravenous antibiotics remain effective.
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1. What illnesses do ESBL-producing E. coli cause?
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E. coli are one of the most common bacteria causing infections in humans,
particularly urinary tract infections (UTIs). These infections can sometimes progress
to cause more serious infections such as blood poisoning which can be life
threatening. ESBL-producing strains are more difficult to treat because of their
antibiotic resistance.

om

of

2. Are some people more at risk than others?
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Most of the infections have occurred in people with other underlying medical
conditions who are already very sick, and in elderly people. Patients who have been
taking antibiotics or who have been previously hospitalised are mainly affected.

un

3. Is this the type of E. coli that causes severe food poisoning?
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No. There are very specific strains of E. coli including E. coli O157, which cause food
poisoning and sometimes kidney failure when people eat undercooked meat. These
are completely different strains. ESBL-producing E. coli are usually associated with
urinary tract infections (UTIs) rather than food poisoning.
4. Is it treatable?
The important factor is quick diagnosis and recognition that the bacteria causing
infection are resistant to some antibiotics, so that the most appropriate treatment can
be prescribed quickly. There are only two oral antibiotics and few intravenous
antibiotics that are effective against such infections.
5. Which antibiotics are these infections resistant to?
Most ESBL-producing E. coli are resistant to cephalosporins, penicillins,
fluoroquinolones, trimethoprim, tetracycline and some other antibiotics, leaving very
limited options for oral treatment in the community, usually only nitrofurantoin and
fosfomycin.
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6. How can the spread be controlled?
Robust infection control measures are always important to prevent the spread of
infection. These include interventions, such as, hand washing and patient isolation. It
is also important to ensure that antibiotics are prescribed only when needed, in the
right dose, for the right duration, so as to reduce resistance developing in bacteria. If
the service user is symptomatic or has an invasive devise, it is advisable that they
should be nursed in a single room with en suite facilities. The Infection Prevention
and Control Team will be able to provide advice regarding isolation.
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(Public Health England – 1 December 2013)
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Appendix f – Vancomycin-resistant enterococci

Vancomycin-resistant enterococci (VRE)
Enterococci are a group of bacteria that are naturally present in the intestinal tract of
humans and normally cause no harm (colonisation). However, sometimes enterococci
can cause infections in wounds, urine and in more serious infections in blood.
VRE are enterococci that are resistant to an antibiotic called vancomycin. VRE are often
resistant to other types of antibiotics and this can make them more difficult to treat. VRE
will not cause more serious infections than other enterococci.

1. Why are VRE of concern?
•
•

n

rm

at

io

•

Ac

t

•

Colonisation can progress to infection.
VRE can spread within healthcare facilities if standard infection control
precautions (SICPs) are not followed.
Treatment options may be limited if the service user requires antibiotic
therapy.
Treatment options available can be more toxic for service users and may
prolong their hospital admission.
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2. How is VRE spread?
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VRE are most commonly spread through direct contact with the service user for
example contaminated hands of a health care worker or indirectly from the
service user’s care environment, e.g. frequently touched surfaces such as lockers
or bed tables. As enterococci including VRE are found in the bowel and passed
as faeces, particular care is required if the service user has loose stools (type 5 –
7 Bristol Stool chart) or invasive devices (urinary catheter). Consistently applying
SICPs appropriately is required to prevent the spread of VRE.
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Previous use of vancomycin or combinations of other antibiotics.
Surgical procedures.
Invasive medical devices
Inpatient stay within Intensive Care Unit (Acute general hospital).
Individuals with weakened immune system.
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3. The most common risk factors for VRE Infection are:

4. How should service user’s colonised or infected with VRE be
managed?
•
•

•

Consistently apply SICPs
Service user’s that are colonised or infected with VRE and have
symptoms such as loose stools or exudating drains/wounds should be
isolated in a single room, preferably en-suite (unless the Infection Control
Doctor/Microbiologist/ Infection Prevention and Control Team advises).
The Infection Prevention and Control Team will advise the most
appropriate precautions if service user is not symptomatic.
Service users who are colonised do not need to be treated unless advised
by the Infection Control Doctor/Microbiologist. If an infection is confirmed,
the infection control doctor must discuss the most appropriate
antimicrobial treatment.

Page 53

•
•

If the service user needs to be transferred to another ward, unit or
hospital, staff working on the receiving unit must be informed of the VRE
status.
Carers and visitors must be advised to wash their hands before entering
and leaving the service users room. They do not have to wear any
personal protective equipment.
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