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IC-PR-01  

 1.0  BACKGROUND  

 

GENERAL INTRODUCTION  

 
 1.1  Infection Prevention and Control is an integral part of all health and social care. Staff have a  

duty of care to prevent as far as possible the risk of infection to Residents, visitors and  

themselves. Many infections have the capacity to spread within care establishments, where  

large numbers of people, many of whom may be susceptible to infection, share eating and  

living accommodation. Infection is a major cause of illness among care home Residents and  

may result in avoidable admissions to hospital. The use of guidance on the prevention and  

control of infection can minimize the spread of infection in Care Home’s and is cost-  

effective.  

 1.2  Healthcare-associated infections may be serious, and in some cases life threatening. Many  

of these infections can worsen underlying medical conditions and adversely affect recovery.  

Some healthcare-associated infections are resistant to antibiotics and the high media profile  

they often receive can be alarming to Residents, their relatives and caregivers. It is important  

that clear information on the standards of infection prevention and control in a care home  

is available, not only so that these people can make informed choices but also because it  

promotes confidence in the care being provided. Families and carers will want to be assured  

that the care their relatives and dependants are receiving is being provided in a clean and  

safe environment.  

 1.3  Micro-organisms  

There are many types of microorganisms, some of which cause illness and some of which do  

not. Many microorganisms live in or on some parts of the body (skin, mouth, intestinal tract)  

and are known as the body's normal flora. Some of these may cause illness if they find their  

way into other areas of the body e.g. where microorganisms normally found in the bowel  

enter the bladder and may then have the potential to cause infection.  

 

Normal skin flora is known as 'commensal' and is there all the time. It rarely causes infection  

apart from possible introduction during invasive procedures in hospitals, for example during  

surgery.  

 

Commensal skin flora lives naturally on the skin and is difficult to remove by normal hand  

hygiene techniques, although this can reduce the numbers of microorganisms.  

Many other microorganisms are acquired or deposited on the skin from other staff or  

Residents, or from the inanimate environment and are known as 'transient'. These do not live  

permanently on the skin and are readily removed or destroyed by thorough and frequent  

hand hygiene.  
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1.4    The reservoirs  

The reservoirs of microorganisms may be people, the environment or equipment. The  

human body is the biggest and best reservoir for potentially pathogenic microorganisms and  

the most common source of infection. A person with infections such as salmonella,  

tuberculosis or hepatitis B acts as a reservoir of infection to others because the  

microorganisms are present in some of the body fluids and can be passed on to others.  

Contaminated food may also act as a reservoir of infection. A common example of this is the  

presence of Salmonella spp. If this food is not thoroughly cooked, individuals who consume  

it can become infected.  

Microorganisms shed by people with an infection can contaminate the environment. This can then become a reservoir 

for spread to others. Poorly maintained or incorrectly decontaminated equipment can also act as a reservoir of  

microorganisms. For example, inadequately maintained and shared commodes can be  

contaminated with microorganisms that cause diarrhoea.  

 1.5  Point of entry  

Every microorganism needs to have an entry point into the human body; different  

microorganisms have different ways of achieving this. For example salmonella bacteria need  

to enter the body through the mouth. Other microorganisms, such as those that cause  

tuberculosis, enter our bodies through the nose and mouth and then pass into the lungs.  

Hepatitis B virus enters via the bloodstream and is then transported into the liver.  

Organisms capable of causing urinary tract infections may enter during poor catheter care or  

poor hygiene when washing the genital area.  

 1.6  Point of exit  

As well as needing an entry point, microorganisms also need an exit point. Salmonella  

bacteria are excreted through faeces. A tuberculosis bacterium uses the same entry and exit  

point; that is, the lungs, mouth and nose.  

 1.7  Method of spread or mode of transmission  

All microorganisms need a mode of transmission. This varies with different types of  

organisms.  

 

Hands play a big part in spreading infection. Microorganisms may be present in body  

excretions and secretions. If hands come into contact with these the microorganisms may be  

carried from one person to another unless the hands are properly decontaminated. Some  

microorganisms may be spread in the air. The viruses that are responsible for colds and  

influenza are found in saliva and sputum. Coughing or sneezing near another person may  

pass on these viruses in the droplets or aerosol produced. In some circumstances,  

microorganisms are able to spread from one part of the body to another or from an outside  

source to the body.  

Modes of transmission include:  

 Droplet  

 Contact  

 Airborne  

 1.8  Susceptible host  

For infection to occur once microorganisms have reached their 'target' the person must be  

at risk of infection. Infection is caused by organisms that evade the host's immunological  

defense mechanisms, although susceptibility to infection may vary from person to person.  

Care Home’s have a high proportion of Residents who already have a compromised  

immunological defense due to the following:  
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 Age (the very young and very old are more susceptible)  

 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 PEG tubes or  
catheters)  

The removal of at least one of these factors will reduce the risk of infection for Residents,  

relatives, visitors and staff. By following the policies staff can reduce the factors above and  

reduce the incidence of infection.  

Infection prevention and control has also been considered when forming the Resident Care and  

Cleaning policies.  

 2.0  Staff responsibilities'  

Each policy has staff responsibility but Mayflower Care Home recommend that Managers at the care 

home allocate the following roles to a member of staff. Where allocation is not possible then the 

Manager will take on the responsibility of the role.  

 2.1  Internal Purchaser of Equipment with regard to infection prevention and control risks.  

This role will usually be the Manager's role as they have the right to purchase and source  

appropriate equipment for the Care Home. This role needs to look at all equipment  

purchased to ensure it can be cleaned effectively and also not increase risk of cross  

infection.  

 2.2  The Infection Prevention and Control Lead/ Champion  

This role should be allocated to a senior staff member with an interest in infection  

prevention and control that is willing to cascade information and train new staff and update  

all staff. Ideally this role should be done within work hours and if possible the staff member  

should be allowed paid time to train other staff. The lead/ champion should have received  

infection prevention and control training and be a role model for all other staff in good  

infection prevention and control practice.  

 
2.3  

 

Infection Prevention and Control Audit.  

All members of staff including the Manager, infection control lead/ champion etc can do this  

role. Non-clinical members of staff can do it. The audits should be for all areas of the Care  

Home and look at the practice of the staff within the Care Home. Mayflower Care Home will provide  

audit tools if required but local audit tools can be used such as "essential steps" or NHS tools  

if they are appropriate. The Registered Manager will look at all tools before  

use to ensure suitability. The audits are to be done as part of the job role of the allocated  

staff. The results of these audits are to form a basis for action plans and planning future  

training needs. There should also be feedback to the staff in staff meetings. The results  

should also be made available to Residents and relatives if they wish to view them.  
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IC-PR-02  

 1.0 
 POLICY  

 

STANDARD INFECTION CONTROL PRECAUTIONS  

 
 1.1  It is Mayflower Care Home’s policy that all Residents should be given care using standard infection  

control precautions (SICPs). These precautions should be applied regardless of whether the  

Resident has a known infection or not, as not all infections have been diagnosed in Residents. This  

will ensure that all Residents, visitors and staff have their risk of infection reduced. If an  

infection is suspected or known it may be necessary to also add Transmission based  

precautions (TBPs)  

 1.2  The rationale for standard infection control precautions should be carefully explained to  

Residents and visitors so that they do not feel that they are being singled out or that they are  

being treated poorly.  

 2.0  RESPONSIBLITIES  

 2.1  The Registered Manager is responsible for ensuring the infection prevention and policy is  

understood by all staff and for audit of the use of standard infection control precautions at  

least three monthly. Where there is a problem with the implementation of this policy it is  

the Manager's responsibility to resolve the issue or if this is not possible to report the issue  

to the Responsible Individual 

 2.2  Person in charge is also responsible for ensuring that the policy is enforced particularly  

when the Manager is not available and that the standard infection prevention and control  

precautions are used at all times when care is offered. Problems with implementation of this  

policy should be reported to the Manager  

 2.3  All Staff are responsible for understanding the policy and for using standard infection  

prevention and control precautions correctly. They must report all problems with the  

implementation of this policy to the Manager or person in charge. All staff may be allocated  

the opportunity to audit the application of standard infection control precautions and  

transmission based precautions following training in auditing. If a staff member does an  

audit then they are responsible for feeding back to all staff and the Manager who can take  

action on the outcome of the audit.  

 3.0  PROCEDURES  

 3.1  All staff must wash their hands before and after offering personal care, dealing with food,  

dealing with waste, after using the toilet etc. They must follow the policy on hand washing  

IC-PR-03.  

 3.2  All staff must use and dispose of sharps as per policy IC-PR-OS. Single use equipment must  

never be reused.  

 3.3  All staff must use the appropriate disposable apron and gloves when dealing with blood and  

other body fluids. Blood and body fluids must be disposed of as per policy IC-PR-OS. If there  

is a body fluid spillage it must be disinfected as per policy IC-PR- 08  
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 3.4  All staff should any cuts or wounds are covered with an appropriate waterproof plaster.  

 3.5  All domestic non-disposable domestic gloves and disposable aprons must be colour coded  

according to their use:  

 Laundry, Sluices, toilets, showers and bathroom floors- red/pink  

 Kitchens-blue 

Disposable gloves used in food handling should be in blue only.  

Domestic staff should use vinyl/ nitrite gloves for daily cleaning, household gloves  

should be available. If you are allergic to household gloves then on production of a doctor's  

letter alternatives will be researched and sourced.  
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IC-PR-03  

 1.0 
 POLICY  

 

HAND HYGIENE  

 
 1.1  It is Mayflower Care Home’s policy that all staff must use good hand hygiene. It is widely  

acknowledged that it is the most important step in reducing the risk of infection and cross  

infection. Hand hygiene must be performed immediately before each and every episode of  

direct Resident contact and after any activity or contact that could potentially result in hands  

becoming contaminated. Hand hygiene should be considered a standard precaution.  

 1.2  Staff will be trained in the use of liquid soap and water, and alcohol hand rub for hand  

decontamination, and must understand how and when this should be done. Alcohol hand  

rubs should be use at the point of care, when appropriate. Alcohol hand rubs are not  

suitable for use on hands that are contaminated with organic matter (e.g. faeces, secretions)  

or during outbreaks of diarrhoeal illness amongst Residents caused by Clostridium Difficile -  

when washing hands with soap and water is necessary.  

 1.3  Hand hygiene facilities comprising a hand wash basin, supplied with hot and cold water,  

liquid soap, disposable paper towels and a lined foot operated bin, must be available and  

easily accessible and not used for any other purpose other than hand hygiene. A lack of or  

inappropriate facilities must be brought to the attention of the Manager of the care home,  

who has a duty of care to ensure that there are adequate materials and facilities to prevent  

cross infection in the Care Home.  

 1.4  The rationale for hand hygiene should be carefully explained to Residents and visitors so that  

they do not feel that they are being singled out or that they are being treated poorly.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for ensuring there are adequate materials and facilities  

to prevent cross infection in the care home. The Manager is also responsible in overseeing  

the training of the staff in infection prevention and control. The Manager is responsible for  

undertaking and appropriately delegating hand hygiene audits and for acting on the results  

of the audit if required.  

 2.2  Person in charge is responsible for enforcing the policy and checking that there are  

adequate materials to prevent cross infection. The person in charge is also responsible for  

acting as a role model for good hygiene practices.  

 2.3  All staff is responsible for carrying out good hand hygiene practice and reporting any lack of  

materials or facilities in the care home to the Manager or person in charge if the Manager is  

unavailable. All staff members may be asked to do an audit on hand hygiene following  

appropriate training and are responsible for reporting back the results of the audit.  

 2.4  Visitors are responsible for carrying out good hand hygiene when in the care home and  

reporting problems with facilities and materials for hand hygiene. Staff should show visitors  

where appropriate hand hygiene facilities are.  

 2.5  The infection prevention and control lead/ champion is responsible for acting as a role  
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model for good hand hygiene practice and for informal training in the correct procedures for  

good hand hygiene.  

 3.0  PROCEDURES  

 3.1  All staff should take the following steps to ensure they reduce the risk of infection:  

 Remove jewellery before cleaning your hands.  

 Keep fingernails short, as this will make it easier to clean your hands properly.  

 If you have a wound it should be covered with a waterproof dressing (blue for kitchen  

staff).  

 Keep your arms clear below the elbow if possible, i.e. no jewellery to be worn below the  

elbow, except plain wedding band, or no long sleeves to be worn.  

3.2 Types of hand hygiene  

3.2.1 Social Hand Hygiene  

 
Why should Social Hand Hygiene be performed?         

Social  hand  hygiene  is  performed  to  render  the  hands  physically  clean  and  to  remove  

microorganisms picked up during activities considered 'social' activities (*transient-microorganisms)  

When should social hand hygiene be performed?         

BEFORE       AFTER      

•  Starting/leaving work    •  Hands becoming visibly soiled   

•  Using computer keyboard (in a clinical area)  •  Visiting the toilet     

•  Eating/handling of food/drinks (whether  •  Using computer keyboard (in a clinical  

own or 
patient/Residents)  

    area)      

•  Preparing/giving medications    •  Handling laundry/equipment/waste  

•  Entering/leaving clinical areas    •  Blowing/wiping/touching nose   

       •  Touching inanimate objects (e.g.   

       equipment, items around the patient/Resident)  

       and the patient/Resident environment    

       •  Removing gloves      

What solution should be used for performing social hand hygiene?      

•  Plain liquid soap             

•  Alcohol based hand rub should not be used for social hand hygiene (where hands have not  

been soiled).              

How long should it take to perform social hand hygiene?        

•  It should take at least 15 seconds to perform social hand hygiene, however washing your  

hands for excessive lengths of time is not recommended as this may damage the skin leading to  

increased shedding of skin scales or increased harboring of microorganisms      

*Transient microorganisms include different potentially pathogenic microorganisms, primarily bacteria. Hands  

acquire microorganisms from other sites on an individual's body, from other people and from the    

environment. Transient organisms do not normally survive for long periods on individuals' hands and so either  

dies or are passed to objects or others through touch contact. The ease with which these organisms can be  

passed to and from the hands makes them extremely efficient vectors for infection (AAHB Control of Infection  

Manual, 4th Edition).             
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3.2.2 Hygienic Hand Hygiene  

 

Why should hygienic hand hygiene be performed?    

To remove or destroy transient microorganisms. In addition to provide residual effect during times  

when hygiene is particularly important in protecting yourself and others (reduces resident  

Microorganisms)    

When should hygienic hand hygiene be performed?   

BEFORE  AFTER  

•  Clean/aseptic procedures  •  Touching patients/Residents (or their  

•  Contact with immunocompromised  surroundings) being cared for in isolation  

patients/Residents  or having additional (Transmission  

  Based) precautions applied due to the  

  potential for spread of infection to others  

  •  Being in wards/departments/ units  

  during outbreaks of infection  

  •  Blood/body fluid contamination  

What solution should be used for performing hygienic hand hygiene?  

•  An approved antiseptic hand cleanser, e.g. 2-4 chlorhexidine, 5-7.5 povodine iodine, 1  

triclosan, or antimicrobial soap from a dispenser    

•  Alcohol based hand rub (70 alcohol content) can also be used following hand washing or  

when hands are physically clean, for example when performing aseptic techniques, to provide  

further cleansing and residual effect    

How long should it take to perform hygienic hand hygiene?  

•  It should take at least 15 seconds to perform hygienic hand hygiene, however washing your  

hands for excessive lengths of time is not recommended as this may damage the skin leading to  

increased shedding of skin scales or increased harbouring of microorganisms  

 3.3  Staff should request Residents and visitors to wash their hands:  

 After visiting the toilet  

 Before eating food  

 Visitors should wash their hands before and after being with a Resident.  

 Staff should show visitors the hand washing facilities that can be used.  

 3.4  Equipment that should be available is:  

 Hot and cold water  

 Liquid soap in a dispenser  

 Disposable paper towels  

 Lined Pedal bin that has a foot operated lid  

 3.4  Staff should wash their hands as follows:  

 Roll back sleeves to expose wrists and forearms and do not wear a wrist watch in  

personal care  
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 Wet hands under tepid running water BEFORE applying liquid soap  

 Ensure that the liquid soap comes into contact with ALL surfaces of the hands.  

 The hands must be rubbed together vigorously for a MINIMUM of 15-20 seconds paying  

particular attention to the fingertips, thumbs, between the fingers and beneath  

wedding bands  

 Rinse hands thoroughly beneath running tepid water  

 Dry the hands thoroughly with the disposable paper towel and dispose of the hand  

towel into a foot operated waste bin  

 3.5  Staff can use 70% alcohol gel to sanitize hand if the hands are clean of visible dirt or  

contamination.  

 

The correct technique for hand hygiene using alcohol gel involves:  

 Application of 1-2 shots of alcohol gel to dry hands.  

 Follow the same technique as for hand washing to cover all surfaces of the hands by  

rubbing briskly for 15-20 seconds. (Do not use alcohol gel as a soap substitute during  

hand washing).  

 Soap and water must be used after five applications of the alcohol gel as it can build up  

on the hands and become a reservoir for microorganisms.  

Alcohol gels are not effective against C. Difficile or the viruses causing gastroenteritis  

 3.6  Hand cream should be used to keep the skin in a good condition. Cracked skin can act as a  

reservoir. Hand cream should be available in a dispenser or in individual tubes for each  

member of staff. Tubes and pots of hand cream for communal use should not be allowed.  

Hand cream should be applied periodically following hand washing.  

 3.7  Staff who have skin problems should draw this to the attention of the Manager or person in  

charge if the Manager is not available so that action can be taken. Staff should talk to their  

G.P. to ensure that the skin problem is a result of hand hygiene techniques. Where possible  

the Manager will accommodate the needs of a staff member with skin problems e.g.  

individual liquid hand soap.  

 3.8  The Registered Manager must arrange induction training and annual updates on infection  

prevention and control. Staffs are responsible for attending induction training and annual  

updates on prevention and control infection control. Training videos and posters are  

available from the National Patient Safety Agency from the clean your hands campaign  

(www.npsa.nhs.uk(cleanyourhands or www.hps.scot.nhs.uk)  
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IC-PR-04 

 1.0 
 POLICY  

 

USE OF PERSONAL PROTECTIVE EQUIPMENT  

 
1.1  It is Mayflower Care Home’s policy that staff uses personal protective equipment to reduce the risk of  

cross infection for Residents and staff. Staff must wear and dispose of protective equipment as  

stated in the policy. The rationale for the use of protective equipment should be carefully explained to 

Residents and visitors so that they do not feel that they are being singled out or that they are being 

treated poorly.  

1.2  Selection of Personal Protective Equipment (PPE) must be based on an assessment of the  

risk of transmission of microorganisms to the Resident and the risk of contamination of a staffs  

clothing and skin by the Resident's blood, other body fluids, secretions or excretions.  

 
1.3  

 

Disposable gloves and aprons are used to protect both the member of staff and the Resident  

from the risks of cross infection. In certain circumstances it may be necessary to wear other  

PPE, such as a mask and/or goggles/visor. These should be worn when recommended by  

infection control personnel.  

 
 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for ensuring there is adequate protective equipment to  

prevent cross infection in the care home. The Manager is also responsible in overseeing the  

training of the staff in infection control and use of protective equipment.  

 2.2  Person in charge is responsible for enforcing the policy and checking that there is adequate  

protective equipment to prevent cross infection.  

 2.3  All staff are responsible for using protective equipment correctly and reporting any lack of  

protective equipment in the care home to the Manager or person in charge if the Manager  

is unavailable. Staff should assess each Resident and the task they are about to undertake  

before the donning of appropriate personnel protective equipment.  

 3.0  PROCEDURES  

 3.1  ASSESSMENT OF WHAT TO WEAR WHEN  

 
No exposure to blood/  

body fluids anticipated  

No protective  

equipment  

 

Exposure to blood/  

body fluids anticipated  

Low risk of splashing to  

face  

Wear gloves and plastic  

disposable apron  

 

Exposure to blood/  

body fluids anticipated  

High risk of splashing to  

face  

Wear gloves and a  

plastic disposable apron  

and eye/ mouth/ nose  

protection  
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 3.2  Disposable gloves.  

 3.2.1  As with all items of Protective Personal Clothing, the need for gloves and the selection of  

appropriate materials must be subject to careful assessment of the task to be carried out  

and its related risks to the Resident and the member of staff.  

The assessment should include:  

 Who is at risk and whether sterile or non-sterile gloves are required  

 What the risk is, i.e. the potential for exposure to blood, body fluids, secretions or  

excretions  

 Where the risk is, i.e. contact with non-intact skin or mucous membranes during general  

care and any invasive procedures.  

 3.2.2  Gloves are required when contact with blood or body fluids or non-intact skin is anticipated.  

They should be single use and well fitting. Sensitivity to natural rubber latex in Residents and  

staff must be documented, and alternatives to natural rubber latex gloves must be available,  

e.g. nitrile gloves. Gloves should not be put on until in the room where the care will take  

place and should be removed and hands washed before leaving the room. It is not  

acceptable practice to wear vinyl/ nitrite gloves in the corridors unless dealing with blood or  

body fluids.  

 3.2.3  Gloves are not a substitute for hand hygiene. Gloves must be discarded after each care  

activity for which they were worn in order to prevent the transmission of microorganisms to  

other sites in that individual or to other Residents. Washing gloves rather than changing them is  

not safe and therefore must not be done. Hands should always be decontaminated following  

removal of gloves by use of alcohol gel or washing hands with soap and water.  

 3.2.4  Do not use oil-based emollients if wearing latex gloves. Latex disintegrates within minutes of  

contact with petroleum  

 3.3  General-purpose Utility Gloves  

General-purpose utility gloves e.g. rubber household gloves should be used when coming  

into contact with possible contaminated surfaces or items. Colour coding of such gloves  

should be used e.g. blue for the kitchen and red for 'dirty' duties. This will help prevent cross-infection 

from one area of work to another. The gloves should be washed with a general-purpose detergent 

and hot water, and dried between uses. They should be discarded weekly or more frequently if the 

gloves become damaged.  

 3.4  Sterile gloves  

Sterile gloves should be used in when an aseptic technique is required. Hand washing should  

still take place before and after use of sterile gloves.  

 3.5  Risk assessment of gloves in Resident care.  

The use of gloves for the Resident care is to be risk assessed, as not all activities in Resident 

care  

require the use of gloves. The risk of contact with body fluids and blood should be  

considered. Below is a list of procedures and the need for gloves. These lists are not  

exhaustive.  
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Procedures where there is minimum risk of cross infection between Residents and staff  

These procedures do not require gloves. E.g.  

 Basic care procedures without contact with blood or body fluids  

 Transferring food to Residents bedside or table  

 Making uncontaminated beds/ changing or removing uncontaminated clothing.  

 Taking observations such as Blood Pressure or Temperature  

Non-sterile procedures where there is a risk of cross infection between Resident and staff  

These procedures will require gloves to be worn that are not sterile E.g.  

 Oral care  

 Emptying catheter drainage bags  

 Emptying bedpans or urinals and suction jars  

 Handling specimens  

 Clinical cleaning such as cleaning an isolation room  

 Dressing wounds when contact with body fluid or blood is likely  

 Applying creams  

 Touching Residents with an unknown skin rash, shingles, and scabies.  

 Making beds or changing clothing for Residents in isolation.  

 Blood glucose monitoring  

 

3.6  
 

Disposable plastic aprons  

Disposable white plastic aprons should be worn whenever there is a risk of contaminating  

clothing with blood or other body fluids, or when a Resident has a known infection. A  

disposable plastic apron should also be worn during procedures described in the use of  

gloves, or when decontaminating equipment. The apron should be worn as a single-use  

item, for one procedure or episode of Resident care, and then discarded as healthcare or  

special waste as soon as the intended task is completed. Hands should be washed following  

this activity. Blue aprons (disposable) should be worn when handling food or feeding  

Residents. This apron should be disposed of in a black bag bin as normal waste.  

Aprons must be stored so that they do not accumulate dust that can act as a reservoir for  

infection.  
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 3.7  Footwear  

Footwear should be closed toed shoes/ trainers when delivering care. They should be clean,  

dark and safe for moving and handling practice. The use of closed toed shoes/ trainers  

should avoid contamination from blood or other body fluids or potential harm from sharps  

injury.  

 

 3.8  Masks, visors and eye protection  

These should be worn when a procedure is likely to cause splashes with blood or body fluids  

into the eyes, face or mouth or when infection control personnel recommend it when a  

communicable disease (disease which is readily transmitted to others) is suspected. It is rare  

that such protection is necessary in a care home. However, such protective equipment  

should be stored in the Care Home in case of an emergency.  

 3.9  Respiratory Protective Equipment  

When clinically indicated, a particulate filter mask must be used when clinically indicated i.e.  

SARS, Pulmonary Tuberculosis.  

3.9.1   A facemask should be put on before coming into contact with an ill or symptomatic  

                 individual. Hands should be washed thoroughly before handling the face mask and then:  

- secure ties or elastic bands at the middle of the neck and head  

- fit the flexible band to the bridge of the nose  

- fit the mask snugly to the face and below the chin.  

 3.9.2  The facemask should be removed once there is no longer any likelihood of close contact  

with an ill or symptomatic individual. Once removed, the mask should be bagged and may  

be disposed of in domestic waste. Proper hand hygiene should be performed after the mask  

has been removed and discarded:  

- assume that the front of the face mask is contaminated; therefore avoid touching  

this part of the face mask  

- untie or break the bottom ties, followed by the top ties or elastic, and remove the  

facemask by handling the ties only  

- discard appropriately, in line with local advice at the time  

- use proper hand hygiene after disposal of the used mask  

 3.9.3  Surgical facemasks should cover the nose and mouth, not be allowed to dangle around the  

neck after or between each use. They should be worn once only and then discarded. An  

FFP3 mask is required for aerosol-producing procedures such as suction.  
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IC-PR-05  

                    DISPOSAL OF DOMESTIC, HYGIENE AND SPECIAL WASTE AND SHARPS  

 
 1.0  POLICY  

1.1  It is Mayflower Care Home’s policy that all domestic and special waste and sharps should be       

disposed of using the appropriate procedure. Mayflower Care Home takes into consideration the 

health and safety of Residents, visitors and staff and also considers the risk to the general public.  

1.2  Sharps are items that have been used for a clinical procedure and have a sharp point that  

may result in harm to the Resident or others if not disposed of correctly such as needles, razors  

and blades.  

 
1.3  

 

Special waste is waste that is a result of a clinical procedure which involves blood or body  

fluids such as dressings, continence products etc  

  Waste is separated into categories and these are:  

Black coded waste (non special waste) is domestic waste that is to be segregated as per  

local council policy. The waste should be divided into appropriate containers and where  

possible recycling should be encouraged.  

Hygiene waste is Waste produced from human or animal hygiene activities and includes  

items used for feminine hygiene purposes and for human and animal incontinence. The bag  

can be any colour but a yellow bag with a black stripe is frequently used. A healthcare  

professional should ensure a risk assessment is done for incontinence and other human  

hygiene waste that is to go into the Hygiene waste to ensure it is no infection risk; otherwise  

it must be placed in a yellow stream waste bin. Examples of offensive/hygiene waste  

include:  

 Incontinence and other waste produced from human hygiene where there is no  

infection risk;  

 Sanitary waste;  

 Nappies;  

 Gloves and aprons from procedures with no risk of infection  

 Animal faeces and soiled animal bedding.  

Special waste is waste that must be incinerated/treated due to risk of infection or where a  

risk assessment has not taken place and infection may be possible. It is divided into two  

types. Yellow container including sacks special waste which must be incinerated to render  

safe and orange container including sacks special waste which must be treated in some  

other way to render safe.  
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 2.0  RESPONSIBlITIES  

2.1     Care Home Manager is responsible for organising the removal of waste and ensuring provision of the 
containers for special waste and sharps. The Care Home Manager is responsible for staff being trained in the 
policy for disposal of waste and sharps.  

 2.2  Person in charge is responsible for ensuring staff adheres to this policy and informing the  

Manager available of problems with the disposal of wastes and sharps  

 2.3  All Staff are responsible for adhering to the policy and ensuring that correct disposal of  

waste and sharps. Staff must inform the Manager or person in charge if the Manager is not  

available, of problems with the disposal of waste and sharps.  

 3.0  PROCEDURES  

 3.1  Hygiene Waste  

 3.1.1  Waste that is made up of items that are used to dispose of urine, faeces and other bodily  

secretions or excretions should be placed in a small white bag following the act of care that  

created it. This includes used disposable bedpans or bedpan liners, incontinence pads,  

stoma bags and urine containers. This should then be disposed of in a bin that is foot  

operated and has a yellow bag in it. The yellow bag should be labelled appropriately.  

 3.1.2  Hygiene waste bins should be positioned close to where the act of care is going to take place  

e.g. en-suite of Resident's room or in the toilet. If the Resident does not have a hygiene waste bin  

in the area then the staff member should have a yellow bag with a black stripe on the  

trolley, which will take the clothes and linen. It must be in a separate section of the dirty  

linen trolley.  

 3.1.3  Bins for hygiene waste should be:  

 Accessible in clinical and sluice areas  

 Suitable for the size of bag used  

 Fitted with a close fitting lid  

 Foot operated  

 Should be easily cleansable by washing & drying  

 Current good practice states that a rigid holder with foot operated lid is used  

 3.1.4  If the procedure in 3.1.2 is not possible then the hygiene waste must be taken to the closest  

hygiene waste bin in a discrete manner before the staff member removes their protective  

equipment and washes their hands.  

 3.1.5  Bags containing waste should not be filled more than  full to prevent accidental splitting of  

the waste bag.  

 3.1.6  Hygiene waste bins containing waste must be emptied and a new bag placed in at the end of  

every shift or more frequently if required. Care staff only need to consider wearing  

protective clothing i.e. apron and gloves, when emptying bags into the large bin if there is a  

risk of contamination. Waste bags/sharps boxes should always be handled with care and  

held away from the body to avoid contamination. Only handle bags by the neck. Never drag  

or throw waste bags. The hygiene waste is held in a large locked, easily cleaned bin that is  

usually provided by the waste removal company. This large bin must not be overfilled and  

the lid should remain closed at all times when not in use. This will prevent pests such as squirrels 

removing the waste and spreading over the grounds of the care home, which could be a health 

hazard.



20 | P a g e         M a y f l o w e r  C a r e  H o m e  

Reviewed 21.03.2017 

 

 
 
3.2.1  

3.2.2  

 

3.2 Special (Clinical) waste 

Waste which Includes blood, soiled surgical dressings, swabs or waste from a Resident with an  

infectious disease such as Clostridium difficile should be placed in a foot-operated lined bin  

containing a yellow bag.  

Bins for special (clinical) waste should b ..  

 Accessible in clinical areas such s the treatment or clinic room  

 Suitable for the size of bag used  

 Fitted with a close fitting lid  

 Foot operated  

 Should be easily cleanable by washing & drying  

 Current good practice states that a rigid holder with foot operated lid is used  

 
3.2.3  If the waste has been produced by a clinical procedure such as a dressing change then the  

waste must first be placed in a small bag, which is usually provided within the clinical  

procedure pack and then placed in the yeIIow or orange bag. The staff member must do this  

before removing protective clothing and washing their hands.  

 
3.2.4  

3.2.5  

 

The bag containing dressing waste should be changed at least every seven days more if  

required. The bag should not be filled more than full to prevent accidental splitting of the  

waste bag.  

The bag, once removed from the bin should be placed in the large yellow outside bin that  

has been designated for Special (Clinic I) waste. Staff should consider wearing protective  

clothing i.e. apron and gloves, when emptying bags into the large bin only if there is a risk of  

contamination. This large bin must not be overfilled and the lid should remain closed at all  

times when not in use. This will prevent pests, such as squirrels, removing the waste and  

spreading over the grounds of the care home, which could be a health hazard.  

 
 3.3  Sharps Waste  

 3.3.1  Sharps waste is considered to be syringe needles, cartridges, broken glass and any other  

        contaminated disposable sharp instruments or items. It should be dealt with very carefully.  

 3.3.2  Where possible the production of sharps waste should be avoided by using a safe injection  

        system  

3.3.3 Sharps Bins:  

 Bins should conform to BS 7320:1990/ UN 3291  

 Sharps bins must not be placed on the floor, ideally they should be kept in the clinic/  

treatment room  

 Sharps bins must not be overfilled (above the full line as marked), securely locked and  

identified. Attach a coded tag. DO NOT OVERFILL. Leave in clinic/ treatment room for
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                collection  

 3.3.4  If practicable take the sharps bin to the point of use ensuring the aperture is closed (not  

locked). Never carry a used sharp in your hand. Small bins can be obtained for taking to the  

bedside or room for regular injection procedure  

 3.3.5  Used sharps must be placed in a sharps bin immediately after use  

 3.3.6  Do not re-sheath the needle after use, as this is the most common cause of needle stick  

injuries.  

 3.3.7  Report all sharps injuries to your Manager/ supervisor and follow the needle stick injury  

policy IC-PR-07.  

3.3.8   The Manager is responsible for obtaining the sharps box and for organizing the removal of it.  

 3.3.9  Do NOT discard sharp items into yellow clinical waste bags  

 3.4  Administration of hygiene and special waste  

 3.4.1  When hygiene and special waste is removed a transfer notice is given. This should be passed  

to the Manager for filing. This will allow a record of waste produced by the  

Care Home and also record who has disposed of it.  

 3.5  Bulk storage of waste  

 3.5.1  Specific areas must be designated. Storage should be in a well-drained area, with impervious  

hard standing and wash-down facilities. The area should be kept secure from unauthorized  

persons. Storage areas should not be accessible to scavenging animals.  

 3.5.2  Special/ hazardous waste yellow bags must be kept separate from general waste in black  

bags to minimize the risk of accidental cross contamination. All accidental spillages in the  

bulk storage areas must be cleaned up immediately (see 3.6). The area should be fully  

cleansed at least weekly with an appropriate disinfectant; it should not be hosed down as  

this may cause the formation of aerosols.  

 3.6  Spillages of blood or body fluids  

 3.6.1  Each care home should have a spillage kit available that contains a scoop to pick up solids,  

sharp objects including needles and a chlorine-based disinfectant, such as sodium  

dichloroisocyanurate for blood spillages. It should contain:  

 Disposable gloves  

 Disposable Plastic aprons  

 Appropriate waste bags  

 Disinfectant granules, sodium dichloroisocyanurate (NaDCC, e.g. Actichlor® disinfectant  

granules in 500 g packs), or a chlorine based disinfectant solution (1 , 10000 ppm, e.g.  

sodium hypochlorite)  

 Detergent and cleaning equipment (red dustpan and brush etc)to clean the area after  

disinfection  
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All staff should be trained in the use of the spillage kit and the importance of protective  

clothing including gloves and aprons.  

 3.6.2  Where the area is treated with disinfectant granules these should the manufacturer  

recommend left for the period of time.  

 3.6.3  Wearing disposable gloves the granules should then be cleared using a dustpan and brush  

and placed into a clinical waste bag. If the spillage involves contaminated sharps (e.g. broken  

glass) the "sharps/granules" should be disposed of into a "sharps bin" using the dustpan and  

brush without directly handling the sharp object(s).The dustpan and brush can be washed  

with hot soapy water.  

3.6.4   Gloves should then be removed and disposed of as clinical waste and a clean pair put on.  

 3.6.5  If there is any evidence of fluid still being present then the area of contamination should be  

re-treated.  

 3.6.6  After the granules have been removed the site should be cleaned with detergent and water  

and allowed to dry.  

 3.6.7  All gloves and aprons should be disposed of into a clinical waste bag, which should be  

securely tied and sent for incineration.  

 3.6.8  Urine spillages should be contained by use of paper towels  

 3.6.9  In the event of paper towels being used (e.g. for the containment of urine spills) to contain  

the spillage then: -  

 The area should be flooded with a 1 sodium hypochlorite solution (10,000 ppm).  

 The area should then be left for a period of 20 minutes.  

 The paper towels should then be removed and placed into a clinical waste bag while  

wearing a pair of disposable gloves and the area re-treated with fresh disinfectant.  

 The area should be cleaned with a detergent and water solution and allowed to dry.  

 All gloves and aprons should be placed into a clinical waste bag, which should then be  

securely tied, labelled and sent for incineration.  

3.6.10  Gloved hands should not be used to pick up needles or sharp objects.  

       3.6.11   If there is any doubt as to what action should be taken with any given spillage then contact  

the Local Health Protection Team  

 3.7  Bag Breakage and Spillage Procedure  

 3.7.1  On discovering a spillage, a bag breakage or inappropriately situated waste, the person  

discovering it makes arrangements to contain the waste as quickly as possible in order to  

minimise the risk of cross infection.  

 3.7.2  Spilt clinical waste is handled using disposable non-latex gloves, disposable aprons and a  

fresh yellow plastic clinical waste bag and by using the appropriate signage to warn other  
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persons of the spillage.  

 3.7.3  Other persons are kept away from the contamination until it has been cleared up.  

 3.7.4  The person discovering the spillage must identify the substances involved (e.g. clinical,  

domestic etc.) and select the correct equipment and cleaning products to clean and disinfect  

the area.  

3.7.5    Any blood spillages must be considered to be 'contaminated' and treated accordingly.  

 3.7.6  Sanitising powder must be sprinkled over a blood spill, covered with paper towels and  

mopped up with more paper towels after two minutes. The waste must be disposed of as  

clinical waste.  

 3.7.8  Vomit, sputum and excreta must be picked up using disposable non-latex gloves, plastic  

apron and paper towels. Sanitising powder must be used to clean and disinfect the area of  

the spillage. The paper towels etc. are disposed of as clinical waste.  

 3.7.9  Split or damaged clinical waste bags must be placed in another clinical waste bag, which is  

undamaged. The outer bag must be sealed as normal.  

       3.7.10   Any contamination from a split or damaged bag must be cleared up and the area disinfected  

as described previously.  

       3.7.11  The Care Home Manager is informed that the bag breakage or spillage has occurred and has  

been cleared and that the area is safe.  

3.7.12  Disposable non-latex gloves and plastic aprons are removed and disposed of.  

3.7.13  Hand washing is carried out.  

 
4.0  

 

REFERENCES  

Control of Substances Hazardous to Health (COSHH) Regulations 2002.  
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IC-PR-06  

 1.0 
 POLICY  

 

CLEANING OF EQUIPMENT  

 
 1.1  It is Mayflower Care Home’s policy to provide clean and safe equipment for use in the care of  

Residents. Cleaning physically removes contamination but does not necessarily destroy  

microorganisms.  

 1.3  It removes microorganisms and the organic matter on which they thrive. Cleaning is a  

necessary prerequisite to effective disinfection or sterilization. This will be the most  

common choice of decontamination method within the care home setting. An automated  

or mechanical process must always be used in preference to a manual process. However, in  

many instances this is not possible. When using automated methods, for example washing  

machines, this is normally followed by disinfection, which is achieved by high temperatures  

(thermal disinfection) within the wash cycle as opposed to the use of chemicals such as  

bleach.  

 1.4  Certain fabrics or materials can be difficult to decontaminate. It is therefore advisable, prior  

to purchasing equipment, to assess carefully that the recommended decontamination  

methods are practical, safe and reliable. All decisions on how to clean a piece of equipment  

must take in the risk of infection to a person and the ease with which it can be cleaned or, if  

necessary, disinfected.  

There are three stages of decontamination and these are:  

 Cleaning which physically removes contamination but does not necessarily  

destroy microorganisms. It removes microorganisms and the organic matter on  

which they thrive. Cleaning is a necessary prerequisite to effective disinfection  

or sterilization. This will be the most common choice of decontamination  

method within the care home setting.  

 Disinfection, which reduces the number of viable microorganisms but may not  

necessarily, inactivates some microbial agents, such as certain viruses and  

bacteria spores.  

 Sterilization renders an object free from viable microorganisms including viruses  

and bacteria spores.  

 1.5  The choice of decontamination method depends on the risk of infection to the Resident  

coming into contact with equipment or medical devices. Such items can be categorised into  

three risk groups:  

 High-risk items are those used to penetrate skin or mucous membrane; or enter the  

vascular system or sterile spaces. They need to be sterilized if reusable, but single-  

use items are preferred. E.g. stitch cutter  

 Intermediate risk items are those, which come into contact with intact mucous  

membranes or may be contaminated with particularly virulent or readily  

transmittable organisms. Such items require cleaning followed by disinfection or  

sterilization. E.g. ear irrigation equipment  
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 Low risk items are those, which come into contact with intact skin or do not contact  

the Resident. They require cleaning. E.g. commodes  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for organising the cleaning equipment and the provision  

of cleaning equipment. The Care Home Manager is also responsible for staff being trained  

in the policy for cleaning equipment.  

 2.2  Person in charge is responsible for ensuring staff adheres to this policy.  

 2.3  All Staff are responsible for adhering to the policy and ensuring that equipment is cleaned  

correctly. Staff must inform the Manager, or person in charge if the Manager is not  

available, of problems with the cleaning the equipment.  

 
3.0  

 

PROCEDURES  

 
 3.1  Bedpans and urinals if single use item then they should be disposed of as per the policy for  

disposal of special waste. If reusable, heat disinfection must be used by placing the item in  

bedpan washer-disinfector (e.g. 80°C for 1 minute). Store dry.  

 3.2  Washing bowls for washing Residents. Each Resident should have his or her own washing bowl.  

Clean with detergent and water after use. Rinse and dry. Store separately and inverted to  

avoid contamination. Bowls should be named if they are in a shared room.  

 3.3  Combs and brushes. Each Resident should have his or her own comb. Clean with detergent and  

water when necessary. Rinse and dry.  

 3.4  Commodes. Wash with detergent, rinse and dry. The commode pan should be put through  

the bedpan washer-disinfector and never washed in the Resident's room or en-suite. The chair  

frame of commodes should be washed with hot water and detergent. Each Resident should  

have their own commode if they cannot use the toilet.  

 3.5  Curtains. Should be laundered at least six monthly. Washing instructions on the curtains  

should be followed as fire retardant material should usually be dry-cleaned or fire retardant  

spray re-applied after washing in a washing machine.  

 3.6  Drip stands Clean after each use. Use hot water and detergent to clean.  

 3.7  Flower vases Change water regularly. Wash vase in hot water and detergent after use and  

store dry.  

 3.8  Hoist (Resident) Surface clean the hoist frame with hot water and detergent. Examine material  

and clips for wear or damage before each use. Slings should be laundered in hottest wash  

cycle allowable and not shared between Residents.  

 3.9  Glucose-monitoring equipment Clean with hot water and detergent after each Resident use.  

Ideally glucose monitoring equipment should be single patient use.  

 3.10  Mattresses and covers Clean cover regularly as part of a routine and following Resident use.  
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Rinse thoroughly and dry. Mattresses should be enclosed in a water repellent cover (that is  

suitable for Residents at risk of pressure ulcers) and routinely inspected for damage. Discard if  

fluids have penetrated into the mattress fabric.  

 3.11  Bedding. See care of linen policy PR-IC-09  

 3.12  Nebulisers clean all parts thoroughly with detergent and hot water between single Resident's  

uses. Ensure all parts are thoroughly dried. Refill with sterile water only. Do not share  

between Residents. Dispose of on Resident's discharge or return to NHS if on loan following clean.  

 3.13  Scissors Clean following each use with hot water and detergent  

 3.14  Vaginal speculae Dispose of single-use products. Do not use re-useable items  

 3.15  Splints and walking frames Wash and clean with hot water and detergent.  

 3.16  Stethoscope Clean following each use with hot water and detergent.  

 3.17  Thermometers (electronic, oral and rectal) Use a single-use sleeve each time. Mercury  

thermometers should not be used due to the possible health and safety issues with the  

mercury contained in them, which could possibly cause poisoning.  

 3.18  Trolley (dressing, patient) tables Clean with detergent and hot water and dry.  

 3.19  Wheelchairs Clean, rinse and dry  

 3.20  Manufacturers' responsibilities. Manufacturers of reusable medical devices are required by  

the Medical Devices Directive (93/42/EEC) to supply clear written decontamination  

instructions, which should include appropriate cleaning, disinfection or sterilization  

methods. Certain fabrics or materials can be difficult to decontaminate. It is therefore  

advisable, prior to purchasing equipment, to assess carefully that the recommended  

decontamination methods are practical, safe and reliable.  

 3.21  General principles for chemical disinfection. These principles should be followed if  

equipment needs to be disinfected. These are:  

• Chemical agents should only be used where:  

 Sterilization is not required  

 It is impossible to disinfect using heat  

 Cleaning alone is insufficient.  

 Disinfectants should not be used routinely as cleaning agents or deodorants.  

 Disinfectants must not be used for the storage of equipment (e.g. mops).  

 Organic debris (e.g. faeces, secretions) may inactivate some disinfectants. Items  

should be clean prior to chemical disinfection.  

 Disinfectants must be used at the recommended dilution. Label with contents,  

concentration and date and time of activation, if appropriate.  

 Disinfectants must be stored and discarded in accordance with the manufacturers'  

instructions.  
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 3.22  Disinfectants such as domestic disinfectant (Dettol) should not be used for the cleaning of  

equipment.  

 3.23  Sterilisation Items that require sterilisation should be single use items, which can be  

disposed of, or they will require sending out to an accredited sterilising home. Local policy  

with regard to sterilisation of equipment must be followed.  
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IC-PR-07  

 1.0 
 POLICY  

 

ACCIDENTS INVOLVING BLOOD BORNE INFECTIONS  

 
 1.1  It is Mayflower Care Home’s policy that all incidents in which staff is exposed to blood and certain  

body fluids are managed and followed up correctly, with the provision of post-exposure  

prophylaxis if necessary, as there is a risk of blood-borne virus transmission (Human  

Immunodeficiency Virus (HIV), hepatitis B and hepatitis C*). See the flowchart for  

management of an injury or splash involving blood or body fluids.  

 1.2  The risk to care workers of hepatitis B, hepatitis C and HIV infection is proportionate to the  

prevalence of that infection in the population served, the infectious status of the individual  

source patient, which may or may not be known, and the risk of a significant occupational  

exposure occurring during the procedures undertaken. In the healthcare setting,  

occupational blood-borne virus transmission most commonly occurs after percutaneous (i.e.  

through the skin) exposure to a patient's blood by 'sharps' or 'needle stick' injury.  

 1.3  The risk of transmission to a member of staff from an infected Resident following such an injury  

has been shown to be:  

 Around one in three when a source patient is infected with hepatitis B and is 'e'  

antigen positive (a marker of high infectivity)  

 Around one in 30 when the patient is infected with hepatitis C, and  

 Around one in 300 when the patient is infected with HIV.  

Staff who may have direct contact with Residents' blood or bloodstained body fluids should be  

immunized against hepatitis B. There are currently no vaccines to protect against hepatitis C  

or HIV.  

 1.4  Causes of Sharps Injuries  

The needle and syringe is the device that is most often implicated with sharps injuries.  

Injuries are more likely to occur:  

 If needles are re-sheathed after use  

 Not disposed of immediately after use.  

 Risks also increase if sharps bins are not available for disposal at the point of use, or  

if bins are overfilled or not assembled safely.  

Most sharps injuries can be prevented and the main causes of injuries are due to users  

failing to follow safe procedures and policy for handling and disposing of needles and  

syringes.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for the enforcing of this policy and organising the  

training in infection prevention and control. When an incident occurs the Manager must  

complete the health and safety form and notification to inspection and registration agency  

form that is required.  
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2.2          

2.3 

3.0  

3.1  

 

Person in Charge is responsible for enforcing this policy when the Manager is not available. When an 

incident occurs the person in charge, if the Manager is not available must  

complete the health and safety form and notification to inspection and registration agency  

form required.  

All staff is responsible for ensuring they have read this policy and follow the guidelines in  

the case of an incident. Staff must inform their Manager and complete an incident form as  

soon as possible following the incident. It is the individual's responsibility to use and dispose  

of sharps in a safe manner and observe safe working practices.  

PROCEDURES  

SAFE SHARPS PRACTICE  

Before use:  

 Always assemble sharps bins correctly, ensuring that the lid is securely snapped into 

position. Identify with date of assembly and name of person assembling as per  

manufacturer's instructions and label  

 Use rigid BS/UN approved Sharps bins.  

 All products must be CE marked (MDA 2002)  

 Bins must be available in a variety of sizes e.g. 1 litre bins for use at a Resident's bedside.  

 Bins must never be placed on the floor.  

 Always place the bin on a level surface, or wall mounted at waist height. Brackets are  

available from the manufacturers for wall or trolley mounting.  

 Bins must be taken to where they are being used in a well fitting tray for disposal at  

the point of use.  

 Close the temporary closure mechanism between uses if the sharps box has one.  

 Never move an open sharps bin.  

 Do not over fill the sharps bin or fill beyond the fill line.  

 Always carry sharps bins by the handle and away from the body.  

During Use:  

• Where possible safety devices should be used e.g. safer needles supplied with 

injections.  

• Practitioners must be competent in procedures using sharps.  

• Wear appropriate personal protective equipment.  

• Assemble devices with care.  

• Do not disassemble devices.  

• Never pass sharps from hand to hand or rely on others to dispose of your sharps.  

• Do not re-sheath needles .  

• Be vigilant during emergency procedures and get assistance with Residents who are  

confused or potentially aggressive.  

• You use it - you bin it.  

After Use:  

• Dispose of sharps immediately after use at the bedside or elsewhere in the care home. Needles and 

syringes must be disposed of as a single unit.  
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• Never carry exposed used sharps in open cardboard trays through the care home,  

• Always transport used sharps in sharps bins with a compatible trays.  

• Disposal of sharps is the responsibility of the user.  

• Do not leave full sharps boxes for disposal by other staff.  

• Shut, lock and label bin when full for disposal.  

• Never use tape to seal sharps bins.  

• Never dispose of sharps bins in clinical waste bags.  

• Always place a damaged or broken sharps bin into a larger sharps box for safe disposal  

• Never decant contents of community sharps bins into larger bins.  

• Full sharps bins must be stored in a secure locked area away from the public while awaiting collection 

usually the treatment/ clinic room.  

• Used sharps bins must not be stored in clean treatment areas and must never be  

mixed with sterile items in cupboards.  

• Frequency of used bin disposal should follow manufacturer's instructions if not used  

frequently  

Remember it is your duty to protect yourself and others from injury!  

 3.2  Response to sharps injury  

 3.2.1  Immediate first aid:  

 Encourage the wound to bleed gently.  

 Wash area well with warm running water: dry well.  

 If splashes are to the eyes and/or mouth irrigate or rinse with cold water.  

 Cover any cuts or abrasions with a waterproof dressing.  

NB. Dispose of the sharp item in a sharps container, if not available place in a rigid container  

to dispose of in a safe manner.  

 3.2.2  Contact your line Manager immediately if possible and inform them of the incident. If this is  

a weekend or bank holiday and they are not on duty inform them on their return. Complete  

the accident/incident form as soon as possible.  

 3.2.3  If you have never had Hepatitis B vaccination or are a non-responder you must attend A&E  

within 24 hours otherwise you must be seen within 72 hours of the incident.  

 3.2.4  If the incident involved body fluid from a Resident who is known to be HIV Positive or is under  

investigation for such you must attend the Accident and Emergency department at your  

nearest hospital within 1 hour where you will be offered post exposure prophylaxis if this is  

felt to be appropriate.  

 3.2.5  It may be considered necessary to ask the Resident following a risk assessment with the Resident's  

General Practitioner and following informed consent a request for testing for blood borne  

viruses may be considered.  

 3.3  Documentation  

       3.3.1    The following forms should be completed:  

• Accident/ incident form  
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 Notification form for the inspection and registration authority  

 RIDDOR form if required  

 3.3.2  The staff member involved in the incident must complete the accident/ incident form. If it  

was a Resident then the team leader should complete the form.  

 3.3.3  The Manager or person in charge, if the Manager is not available, must complete the  

notification form for the inspection and registration agency and the RIDDOR form.  

 3.4  Follow up action  

 3.4.1  The Manager should read the accident/notification form and decide if further investigation  

is required. If it is then the following should be considered:  

 The cause of the sharps injury  

 Whether the policy was followed correctly  

 If policy was not followed then should counselling/disciplinary action be taken  

 If a Resident was involved have the relatives been informed.  

 Is further action to be taken  

 3.4.2  The Manager should inform the Responsible Individual of the accident/incident and make them  

aware of any action that is required.  

 3.4.3  The Manager should inform the inspection and registration authority should be informed of  

the outcome of any investigation that results in further action.  
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Immediate action following accidental exposure to blood or body fluids  

Immediate action  

Stop what you are doing and attend the injury  

  
Encourage bleeding if puncture wound by applying gentle pressure  

Do not suck wound  

 

If body fluids splash into  

eyes, irrigate with cold  

water  

 

 

 

 

 

 

If body fluids splash into  

mouth, do not swallow,  

rinse out several times with  

cold water  

 
     Wash well under running water  

 
     Dry and apply a waterproof dressing, as necessary  

 

     Report the incident to your Manager  

 

    
   

High/Medium Risk  

Contact nearest A&E  

for advice       

 

 

 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

Report the incident to your 

Manager 

Contact nearest Accident and 

emergency for assessment  

 

High/Medium Risk  

Contact nearest A&E  

for advice  

 

Low Risk Injury  

Follow procedure following 

sharps  

injury or exposure to body 

fluids.  

Consult your doctor on next  

working day  

 
Complete accident                
form  

 

Where possible, note equipment or 
source of injury when known  

 

Initiate investigation as to the 
cause of the incident and risk 
assessment  
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IC-PR-08  

 1.0  POLICY MAINTAINING A CLEAN AND SAFE ENVIRONMENT  

 
 1.1  It is Mayflower Care Home’s policy to keep the care home clean to the highest possible standards  

simply because care home Residents and the public expect, and have a right to, the highest  

standards of cleanliness. Mayflower Care Home is aware that standards of cleanliness are often  

seen as an outward and visible sign of the overall quality of care provided. Individuals are  

likely to have significant concerns about the quality of care available in premises that are not  

kept clean. A key component of providing consistently high quality cleaning is the presence  

of a clear plan setting out all aspects of the cleaning service and defining clearly the roles  

and responsibilities of all those involved, from Managers through care staff to domestics.  

This policy will do that.  

 1.2  Cleanliness Matters: It is everyone's responsibility.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for the strategic organisation of the cleaning of the  

environment. This should include the devising of cleaning plans, audit and organising the  

training of the staff. The Manager must ensure that sufficient materials are available for the  

cleaning of the environment.  

 2.2  Person in charge is responsible for ensuring that staff carries out the policy and auditing the  

environment if the Manager is not available.  

 2.4  Carers are responsible for cleaning and tiding the Residents' room, following an act of  

care. Care assistants should handle the disposal of special waste and blood or body fluid  

spillages. They are also responsible for the cleaning of commodes, baths and other care  

equipment after use. They should report all problems to the Manager or person in charge if  

the Manager is not available.  

 2.5  Domestic staff are responsible for the cleaning of the environment including Residents' rooms  

and reporting any problems that may occur to the person in charge or Manager. When  

carers are unavailable then domestics should handle the disposal of clinical waste and blood  

and body fluids spillages.  

 3.0  PROCEDURES  

 3.1  The domestic staff must follow the cleaning schedules set out by the Manager. The domestic  

duties are set out in policy IC-PR-08 and IC-PR-09 (need to match with housekeeping as well)  

 3.2  All staff must follow the colour coding for all cleaning equipment. It is as follows:  

 Laundry, Sluices, toilets, showers and bathroom floors- red/pink  

 Kitchens-green  

 General areas such as lounges offices-blue  
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 3.3  All staff must report problems with the integrity of the building. It should be recorded in the  

maintenance report book. The book should be a hard back lined notebook that is kept in an  

area that is accessible to all staff. If it is a health and safety matter it should be reported to  

the Manager, or person in charge, if the Manager is not available, as it will require a rapid  

response.  

 3.4  All equipment should be cleaned as described in policy IC-PR-06.  

 3.5  All equipment should be serviced on a regular basis:  

 
Hoist  

Nebuliser  

Feed pumps  

 

6 monthly  

Annually  

As required  

 

Syringe Driver  

Thermometers  

Weighing Scales  

 

Annually  

Annually  

Annually  

 
 3.6  All staff are responsible for keeping the care home tidy and clean. If a member of staff sees  

something, such as a tissue, on the floor then they should pick it up.  

 3.7  Equipment should be stored in such a way that it does not accumulate dust, which acts as a  

reservoir of microorganisms.  

 3.8  Equipment should be stored dry so that it does not encourage growth of microorganisms  

 3.9  Where possible, soft furnishings such as chairs must be purchased with fluid repellent  

upholstery. Any stained or soiled chairs should be steam cleaned, re-upholstered or  

discarded as soon as possible.  

 3.10  Wheelchairs are stored folded when not in use, taking care not to block fire exits.  

 3.11  Residents toiletries are kept together in a suitable container to allow easy transfer to  

bathroom/shower  

 3.12  Towels and flannels for individual Residents are replaced as needed.  

 3.13  Any spillage on bathroom or toilet floors is mopped up and the area dried immediately.  

 3.14  All crockery and cutlery must be returned to the kitchen immediately after use for  

washing.  

 3.15  Bedside tables are wiped clean after use, using a hot water and general detergent.  

 3.16  Floor areas should be clean and free of obstacles  

 3.17  When not in use, commodes are left clean with seat covers in place  

 3.18  Bath hoists are left in the "high" position when not in use  

 3.19  Any spillage of potentially infective body waste, e.g. urine, faeces or vomit must be cleaned  

up immediately. Staff must wear disposable apron and gloves and on completion of the task  

dispose of the cleaning cloth into the clinical waste. Carpets will need to be cleaned again at  
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the first opportunity, using the extraction system available in the Care Home.  
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IC-PR-09  

 1.0 
 POLICY  

 

CARE OF 
LINEN  

 
 1.1  It is Mayflower Care Home’s policy to keep the care home clean to the highest possible standards  

simply because care home Residents and the public expect, and have a right to, the highest  

standards of cleanliness. Mayflower Care Home is aware that standards of cleanliness are often  

seen as an outward and visible sign of the overall quality of care provided. Individuals are  

likely to have significant concerns about the quality of care available in premises that are not  

kept clean. Part of this policy is to ensure that the linen is kept to a good standard.  

 1.2  Cleanliness Matters: It is everyone's responsibility. The health/social care setting, in  

particular, contains a diverse population of microorganisms and this must be considered. It  

has been shown that used linen within these settings can harbour large numbers of  

potentially pathogenic microorganisms. Linen must, therefore be safely managed in order  

that it does not become a hazard leading to the spread of potentially pathogenic  

microorganisms to those receiving care, especially those who are most vulnerable.  

The transfer of microorganisms from linen to patients/Residents, staff and others is primarily  

through contact and all stages of linen management should be considered including storage,  

handling, bagging, transportation and laundering. Therefore, both clean and used supplies of linen 

should be managed safely.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for the strategic organisation of the cleaning of the  

linen. This should include the purchasing of linen and laundry equipment, audit and  

organising the training of the staff. The Manager must ensure that sufficient materials are  

available for the cleaning and maintaining of linen. The Manager is responsible for risk  

assessing linen handling for the risk of infection.  

 2.2  Person in charge is responsible for ensuring that staffs carries out the policy and auditing  

the linen if the Manager is not available and for assessing linen handling for the risk of  

infection.  

 2.4  Carers are responsible for cleaning and changing of the linen in the Residents' room, following  

an act of care. Carers should ensure that soiled linen is placed in the appropriate bag so it is  

easily identifiable by other staff. They should report all problems to the Manager or person  

in charge if the Manager is not available.  

 2.5  Domestic staff is responsible for the cleaning of the linen and assessing the state of the linen  

and reporting any problems that may occur to the person in charge or Manager. The staff  

should ensure that the Manager or person in charge is aware of any deviation from policy regarding 

the bagging and separation of laundry by other staff.  

 3.0  PROCEDURES  

 3.1  General good practice  
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.~  

 

 Effective communication between all members of the care home team is imperative for  

patient safety.  

 Staff should avoid shaking linen as this may result in the dispersal of potentially  

pathogenic microorganisms and/or skin scales into the environment by means of  

aerosols.  

 Do not wrap items of linen together when disposing of them into a receptacle, instead,  

place each individual item into the bag/receptacle.  

 Staff should ensure sharps or other extraneous items are not discarded into linen  

bags/receptacles.  

 All bags should be tied when filled, before transporting. Laundry bags holding used linen  

should not be left unsealed/tied for long periods, e.g. longer than a day.  

 All bags should never be overfilled.  

 Infected linen should be placed in a red soluble or water-soluble membrane bag, and  

then placed into a secondary bag so that it is identifiable to all staff and is not handled.  

 Ensure used linen and linen bags/receptacles are stored within a designated area which  

cannot be accessed by the public and not placed on inappropriate surfaces, e.g. those  

that are touched frequently/used for other purposes. Do not store in corridors.  

 Any incidents where inappropriate handling or disposing of linen has occurred should  

be reported to the Manager.  

 3.2  linen storage  

Clean linen should always be stored in a clean, designated area, preferably a (purpose built)  

cupboard, away from the floor to prevent contamination with dust and/or aerosols.  

Ideally, linen should not be decanted onto different trolleys/shelves or stored in corridors  

when delivered as this may result in contamination.  

 3.3  The use of personal protective equipment when handling linen  

A disposable plastic apron should always be worn when handling used linen (and disposable  

gloves where linen is soiled/foul), e.g. during bed making.  

Always hold used linen away from yourself to avoid contamination of clothing from linen.  

Hand hygiene should be performed following handling of used linen (see Hand Hygiene  

Policy) on removal of apron (and gloves if worn).  

The Local Health Protection Team depending on the situation/risks should provide further  

guidance related to the care of infected linen these points also apply to infected linen,  

however.  

 3.4  Disposal of Used Linen  

       3.4.1  Ensure appropriate, clean bags/receptacles, e.g. linen buggies, are available as close to the  

point of use as possible.  

       3.4.2  Personal protective equipment (PPE) should be worn appropriately to ensure contamination  

from used linen does not occur, e.g. disposable plastic apron and gloves if handling soiled/foul  

linen  

3.4.3  Place used linen immediately into a designated bag/receptacle.  

3.4.4  Do not separate used linen. Place each item directly into the designated bag/receptacle.  
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(However, if linen is soiled/foul, it should be managed separately)  

3.4.5 Never place/drop linen onto the floor or onto other surfaces which may be touched frequently  

as this could lead to contamination, especially during care delivery e.g. a locker/table top.  

3.4.6 Staff should avoid shaking linen as this may result in the dispersal of potentially pathogenic  

microorganisms and/or skin scales into the environment.  

3.4.7 Used linen should not be rehandled, especially not by carers in care settings where central  

laundry facilities are available.  

3.4.8 Used linen bags/receptacles should never be overfilled and should be appropriately tagged for  

identification, particularly when generated in healthcare settings.  

3.4.9 After handling linen, staff should ensure they dispose of any PPE appropriately  

3.4.10 Hand hygiene should be performed following handling of linen (see Hand Hygiene policy)  

and removal of PPE.  

 3.5  Soiled/foul linen  

3.5.1 Soiled/fouled linen contaminated with blood or other body fluids, if categorised as infected  

linen should be placed directly into a water-soluble or water-soluble membrane bag (these  

are often red in colour) The bag should be secured using a necktie.  

A secondary bag (clear plastic or laundry bag) should be used to store/transport the water-  

soluble bag. The clear bag used for this purpose must be appropriately tagged for  

identification and should be disposed of (where disposable) or laundered immediately after  

use. This prevents any further handling and potential contamination, particularly for those  

performing laundering procedures.  

3.5.2 Staff should avoid shaking linen as this may result in the dispersal of potentially pathogenic  

microorganisms and/or skin scales into the environment.  

3.5.3 Soiled/foul linen should not be rinsed or sorted prior to it being laundered. Solid material can  

be removed and placed in the en-suite w.c. if available or an appropriate waste bag for  

disposal.  

3.5.4 Never place/drop linen on the floor or on other surfaces which may be touched frequently as  

this could then lead to contamination especially during care delivery e.g. a locker/table top.  

3.5.5 Bags should never be overfilled. After handling linen, staff should ensure they dispose of PPE  

appropriately (see Safe Disposal of Waste Policy).  

3.5.6 Hand hygiene should be performed following handling of linen (see Hand Hygiene Policy) and  

removal of PPE.  

 3.6 General Points when laundering linen  

3.6.1 Laundry staff should wear personal protective equipment (PPE) as appropriate, e.g. domestic  

gloves, aprons.  
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3.6.2 Linen received in water-soluble bags (e.g. infected) should never be opened or sorted by  

laundry workers; instead the water-soluble bag should be placed directly into the machine.  

3.6.3 When sorting other used linen, laundry workers should ensure that any abrasions or cuts are  

covered and gloves and other PPE (see Personal Protective Equipment Policy) is worn.  

3.6.4 Inappropriate items found during the sorting of linen, e.g. catheter bags, sharps, should be  

reported as per local procedures. (Any sharps injuries sustained by laundry workers should be  

actioned as per Occupational Exposure Management, Including Sharps Policy). Such items  

should then be disposed of immediately into an approved sharps container or other  

appropriate waste receptacle (see Safe Disposal of Waste Policy).  

3.6.5 Laundry staff should perform hand hygiene appropriately (see Hand Hygiene Policy).  

3.6.6 Where a local domestic washing machine is available within a care home for laundering,  

items should be cared for/managed in the same way as described throughout this policy.  

3.6.7 If items are heavily soiled/contaminated, the patient/Resident or their relatives/friends must be  

informed that adequate laundry procedures may damage items, as this may involve washing  

items at a higher temperature than recommended.  

3.6.8 A schedule for the cleaning of non-disposable linen bags/receptacles must be available to  

ensure those used to transport linen are clean and fit for purpose. Laundering of these should  

occur after every use.  

3.6.9 It must be ensured that clean linen is not put into dirty linen bags/receptacles.  

3.6.10Machines should be able to achieve compliance with recommendations and measures should  

be in place locally to monitor them. Liaison with maintenance staff is essential. Appropriate  

records should be kept.  

 3.7  Laundry temperatures/ cycles  

3.7.1 Washing process for used/soiled/foul linen should include a disinfection cycle where the  

temperature should be maintained at 65°C for not less than 10 minutes (or preferably 71°C for  

not less than 3 minutes).  

3.7.2 Machines with low and heavy degrees of loading should add up to 4 and 8 minutes  

respectively for mixing time to ensure heat penetration and disinfection. (See instruction  

manuals)  

3.7.3 An allowance for mixing time should render linen safe.  

3.7.4 Heat labile linen should be washed at a lower temperature only if appropriate. Forty degrees  

Celsius is recommended to avoid shrinkage of items.  

3.7.5 If tumble dryers are used, the temperature must be limited to 60° C.  

3.7.6 Disinfection is possible with chemicals, for example hypochlorite, at low temperatures  



40 | P a g e         M a y f l o w e r  C a r e  H o m e  

Reviewed 21.03.2017 

 

although performance is often restricted by the presence of soiling or detergents in the wash.  

It may be possible to achieve disinfection by adding sodium hypochlorite to the penultimate  

rinse. It should be noted, however, that hypochlorite should not be used with materials  

treated for fire resistance.  

3.7.7 In situations where a particular infection is known, specific advice should be given by NHS  

local infection team staff/local guidance should be followed, as actions may differ in relation  

to laundering where high temperatures cannot be achieved the washing process is still  

competent in removing microorganisms. Further information on this can be sought from  

Infection Control/Health Protection Teams.  

 3.8  Laundering of Clothes by Relatives at Home  

3.8.1 Laundering of personal items should first be agreed with Residents, relatives/friends and 

where possible relatives should be encouraged to leave laundering of items that will get soiled by  

body fluids/ solids to the care home staff.  

3.8.2 If relatives insist on doing the Resident's laundry then staff should provide them with information  

concerning key elements of standard infection control precautions e.g. personal protective equipment 

(PPE), hand hygiene, to relatives/friends prior to them taking linen home to launder.  

3.8.3 Staff should inform relatives of how to dispose of plastic bag(s} used to carry items. Water-  

soluble bags must never be placed within a domestic washing machine.  

3.8.4 Staff should inform relatives that they should remove items from the bag and place them  

directly into the washing machine, if possible, without sorting them. If they have to sort them  

they should wear rubber gloves and wash these with soap and water afterwards.  

3.8.5 Staff should inform relatives that they should wash the clothing separately from other home  

laundry.  

3.8.6 Staff should inform relatives that they should always hold the clothing away from themselves  

to avoid spreading germs.  

       3.8.7 Staff should inform relatives that they should not shake the linen/clothing.  

3.8.8 Staff should inform relatives that they should undertake hand hygiene following the handling  

of items.  

3.8.9 Staff should inform relatives that they should launder items using at as high a temperature as  

possible as per washing instructions on the care label. They should use normal washing  

powder or detergent.  

       3.8.10 Staff should inform relatives that they should Tumble-dry where possible (following  
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manufacturers guidance).  

3.8. 11 Staff should inform relatives that they should iron according to manufacturers' instructions. A  

hot iron with steam is best if possible.  

3.8.12 Staff should inform relatives that where hand rinsing of heavily soiled items is absolutely  

necessary, this should be carried out by fully submersing the items to avoid potential  

aerosolisation splashes while rinsing. Ensure splashing is minimised particularly when  

throwing away used water.  

3.8.13 Generally, personal items do not need to be separated for washing.  
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IC-PR-15  

 1.0 
 POLICY  

 

STAFF 
HEALTH  

 
 1.1  It is Mayflower Care Home’s policy that staff health should be considered and risk assessed so that  

their health is not compromised by working in the care home. Moving and handling is  

handled under other policies. This policy deals with the risk of infection.  

 1.2  Care home staff is not in general at increased risk of acquiring communicable diseases.  

However, it is wise to take some basic precautions. Keep a record of staff immunisation  

histories, to facilitate action should an incident occur and ensure that staff is advised about  

the need for routine vaccinations.  

 2. 0  RESPONSIBLITIES  

 2.1  The Registered Manager is responsible for ensuring staff are aware of this policy. Also the care  

home Manager should ensure that vaccination records for staff are kept  

 2.2  All Staff are responsible for ensuring that they have had all routine vaccinations and for  

following the policy  

 3.0  PROCEDURE  

 3.1  Advise staff to get vaccines that have not completed a primary course of the following  

routine childhood vaccine:  

 Diphtheria  

 Tetanus  

 Polio  

 MMR for those 35 and under (2 doses 3 months apart)  

 Meningitis C vaccine for those 25 and under (1 dose).  

As a general public health measure, regular boosters are NOT required, nor should  

individuals have more than 5 doses of tetanus unless they sustain a high-risk injury.  

 3.2  The care home Manager should undertake a risk assessment of the environment to protect  

the staff and others from Hepatitis B  

 3.3  Staff who handle sharps e.g. needles, cannulae, lancets etc., which may be contaminated  

with the blood of others, should have a full course of Hepatitis B vaccine, including  

measurement of antibody levels. (Blood test 2 months after final dose of vaccine.) If a sharps  

injury occurs then follow policy IC-PR-07)  

 3.4  Manager should keep a record on the staff vaccination status for ease of information if an  

outbreak occurs (form IC 01)  
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INFECTIONS 

 3.5  Influenza  

 3.5.1  Influenza is an acute viral infection of the respiratory tract. There are three types of  

influenza virus: A, Band C. Influenza A and B are responsible for most clinical illness.  

Influenza is highly infectious with an incubation period of between one and three days.  

Influenza immunisation is highly effective in preventing influenza in working-age adults.  

 3.5.2  Influenza immunisation is recommended for staff directly involved in Resident care. Influenza  

immunisation of staff may reduce the transmission of influenza to vulnerable Residents, some  

of who may have impaired immunity and thus reduced protection from any influenza  

vaccine they have received themselves.  

 3.6  Hepatitis B  

 3.6.1  Hepatitis B vaccination is recommended for the following groups considered at increased  

risk:  

 Staff who may have direct contact with a Residents blood or blood-stained body fluids or  

with Residents' tissues; this includes any staff who are at risk of injury from blood-  

contaminated sharp instruments or being deliberately injured or bitten by Residents  

 Staff of care Home’s and other accommodation for those with learning difficulties  

 Individuals receiving regular blood or blood products and their carers  

 Residents with chronic renal failure  

 Residents with chronic liver disease.  

 3.6.2  Staff should be aware of their immunisation status and follow transmission-based  

precautions  

 3.6.3  Staff should inform the Manager of their immunisation status which will be recorded in their  

personnel file  

 3.7  Tuberculosis  

 3.7.1  Tuberculosis and BCG vaccine. Human tuberculosis (TB) is caused by Mycobacterium  

tuberculosis and may affect any part of the body. The most common form of TB is  

pulmonary (lung) TB, which accounts for almost 60 of all TB cases in the UK. The symptoms  

are varied and depend on the site of infection. General symptoms may include fever, loss of  

appetite, weight loss, night sweats and lassitude. Pulmonary TB typically causes a persistent  

productive cough, which may be accompanied by blood-streaked sputum.  

 3.7.2  Staff who has no history of having had the BCG vaccination should not work with Residents  

suspected of being infected with TB  

 3.7.2  Staff should be advised that a BCG vaccine should be obtained if they are unvaccinated  

individuals aged less than 35 years who are found to be tuberculin negative following  

Mantoux testing who will have to care for a Resident with known TB.  
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 3.7.3  Everyone who was born, or has lived in a country other than Western Europe, North  

America, Australia or New Zealand should be considered as potential at risk for TB. A  

detailed list of countries with an incidence of more than 40/100,000 is available from the  

WHO website www.who.int.  

 3.8  Tetanus  

 3.8.1  Tetanus (lockjaw) can be caught through any wound contaminated by soil, including, for  

example, puncture wounds such as those inflicted by a rose thorn contaminated with  

manure. Most staff should have had a primary course of immunisation in childhood and  

adequate booster doses, including one on leaving school. Older staff and Residents, however,  

may not have had either a primary course or adequate booster doses.  

 3.8.2  Cases of tetanus have a high fatality rate, and it is recommended that the immunisation  

status of all staff and Residents is checked and appropriate action taken. I.e. staff should be  

advised to check with their doctor about the need for tetanus vaccination. Residents' status  

should be checked with their doctor  

 3.9  Rubella (German Measles)  

 3.9.1  Rubella (German measles) all sero-negative women of childbearing age should be protected  

against rubella. Although the disease is not much more than a mild fever and rash, it can  

have devastating effects on the developing foetus, especially during the first three months  

of a pregnancy.  

3.9.2   Staff requires satisfactory evidence of protection, which can include documentation of:  

 Having received two doses of a rubella-containing vaccine, or  

 A positive antibody test for rubella.  

 3.9.3  Staff and female Residents of childbearing age who are not immune should be immunised with  

two doses of mumps, measles and rubella (MMR) vaccine, the second dose given one month  

after the first.  

 3.9.4  Staff who has no history of having had the MMR vaccination should not work with Residents  

suspected of being infected with Rubella  

 3.9.5   Measles is caused by a highly infectious virus of the paramyxovirus family that produces a  

rash and fever. It can result in complications such as convulsions, pneumonia, inflammation  

of the brain and even death. Measles is spread by airborne or droplet transmission.  

Individuals are infectious from when the first symptoms occur to four days after the  

appearance of the rash.  

 3.9.6  MMR vaccine can be given to individuals of any age. The decision on whether or not to  

vaccinate adults needs to take into consideration the past vaccination history, the likelihood  

of an individual remaining susceptible and the future risk of exposure and disease.  

Individuals born before 1970 are likely to have had all three natural infections and are less  

likely to be susceptible.  

http://www.who.int./
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 3.9.7  Staff should be advised to consult their doctor as to whether they require a vaccination  

against Measles so that they do not transmit the virus to vulnerable groups.  

3.9.8    Satisfactory evidence of protection would include documentation of:  

 Having received two doses of MMR vaccine, or  

 Positive antibody tests for measles.  

 3.9.9  Staff who has no history of having had the MMR vaccination should not work with Residents  

suspected of being infected with Measles  

 3.10  Polio  

3.10.1   Poliomyelitis is an acute illness that follows invasion through the gastrointestinal tract by  

one of three serotypes of polio virus (serotypes 1, 2 and 3). Transmission is through contact  

with the faeces or pharyngeal secretions of an infected person.  

3.10.2   Staff should be advised to consult with their doctor for the need for polio vaccination if they  

are unsure of their polio status.  

3.10.3   Staff who has no history of having had the polio vaccination should not work with Residents  

suspected of being infected with Polio  

 3.11  Chickenpox (Varicella)  

3.11.1   Varicella (chickenpox) is an acute, highly infectious disease caused by the varicella zoster  

virus. The illness usually starts with one to two days of fever and malaise although this may  

be absent, particularly in young children. Vesicles begin to appear on the face and scalp,  

spreading to the trunk and abdomen and eventually to the limbs. After three or four days,  

vesicles dry with a granular scab and are usually followed by further crops. Vesicles may be  

so few as to be missed or so numerous that they become confluent, covering most of the  

body.  

3.11.2   Staff should be advised to consult with their doctor if they have no history of having had  

chickenpox.  

3.11.3   Staff with no history of chickenpox should not work with Residents who have or are suspected  

to have shingles.  

 3.12  HIV/ AIDS  

3.12.1   HIV/ AIDs is what is known as a slow virus, which can take many years to develop from HIV  

to AIDs with clinical symptoms. There is no risk of infection where there is no direct contact  

with the blood, semen or other body fluids of infected individuals. The virus is not spread by  

sneezing, coughing, sharing eating or drinking utensils, from food, towels, lavatories,  

telephones, swimming pools or clothes or furniture or belongings of infected individuals  

3.12.2   Staff must inform the Manager if they have been diagnosed as or under investigation for  

HIV.  
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3.12.3   The Manager must ensure that the information concerning a staff member's HIV status is  

kept confidential. The information must be kept in the staff file and this must be kept in a  

locked filing cabinet.  

3.12.4   Staff with an HIV diagnosis must not perform duties that could lead to the staff member's  

blood contaminating a Resident's open tissues. They can provide personal care to Residents.  

 

3.12.5   Advice must be sought from the local Infection Control Team if the Manager is unsure about  

what a staff member can or cannot do.  

3.12.6   Blood and body fluids from all Residents pose a potential risk of infection from blood borne  

viruses and appropriate precautions must be taken. Staff who have or believe they have  

been potentially exposed to the blood or body fluids of a potential or known HIV / AIDS  

Resident by either a needle stick injury, other blood to blood transmission or exposure to  

mucus membranes, eyes, mouth or broken skin should follow the policy for accidents with  

blood borne infections IC-PR-07.  

3.12.7   Staff should care for a Resident with HIV/ AIDS as per policy IC-PR-38. Standard infection  

control precautions are important in the care of all Residents but especially if they have HIV /  

AIDS  

 3.13  Pneumococcal Infections  

3.13.1   Pneumococcal infections Streptococcus pneumonia (also called pneumococcus) can cause  

severe chest infection, blood poisoning and meningitis, especially in the very young, elderly  

people, or in anyone with reduced immunity.  

3.13.2   Pneumococcal immunisation is recommended for all those 65 years and over and those  

under 65 years of age who are at an increased risk from pneumococcal infection.  

3.13.3   Staff do not require pneumococcal immunisation unless they are in the at risk group and it is  

recommended by the member of staffs doctor  
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IC-PR-16  

 1.0 
 POLICY  

 
WOUND 
CARE  

 
 1.1  It is Mayflower Care Home’s policy to provide care of wounds that will prevent the introduction of  

infection to areas where skin is damaged and to prevent further deterioration of tissue and  

provide an ideal environment for wound healing. To do this staff must follow this policy and  

procedure closely. Where possible a Resident must be nursed in a single room so that the risk of  

cross infection is reduced.  

 1.2  In the care home that provides only personal care District Nurses will undertake the  

wound care. When this happens the staff in the care home are only responsible for ensuring  

there is minimum risk of cross infection in the day-to-day life of the Resident. Guidance will be  

given by the District Nurses as to infection control measures that are required for each individual Resident.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manger is responsible ensuring staff are aware of this policy and for organising  

the training of staff who deal with wounds. They must also ensure that appropriate  

materials and equipment is available and in good condition. Wound care audit is also the  

Manager's responsibility.  

 2.2  Person in charge is responsible for ensuring that staff adhere to the policy and in the  

Manager's absence audit wound care. They should report any issues with equipment or  

materials required for wound care to the Manager.  

 2.3  Carers are responsible for adhering to the policy and reporting any issues with equipment or  

materials required for wound care to the Manager.  

 2.4  District/ Practice nurses have their own responsibilities set by their organisation. However  

they should ensure that they follow good infection control practice when giving care in the  

care home so that they do not put care home staff or Residents at risk unnecessarily. Where it  

is appropriate they should educate the carers in the care of the Resident with a wound so that  

they can reduce risk of infection to the Resident and others.  

 3.0  PROCEDURES  

 3.1  Where a break in a Residents' skin is identified, assessment is undertaken and findings recorded  

on Care-FR-16. Special care must be taken to measure the wound and indicate its position.  

A date for evaluation is specified according to professional judgment.  

 3.2  An appropriate primary/ secondary dressing is identified and along with a regime for change  

of dressings are detailed on Care-FR-18  

 3.3  All dates of change of dressing are recorded on Care-FR-18.  

 3.4  Any break in a Residents skin must be covered with an appropriate dressing to prevent infection  

and provide the optimum environment for healing, i.e. moisture and warmth. It is therefore  

important that wounds are also not left uncovered, for example after bathing or if the  

dressing falls off, and that dressings are replaced immediately. In a care home offering  

personal care only the District/ Practice Nurse should be contacted immediately.  
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 3.5  Disposable apron and gloves should be worn if necessary whilst undertaking wound  

dressings to prevent contamination from clothing and hands. Scrupulous hand washing is  

essential before and after completing the dressing.  

 3.6  Use of forceps is not essential and cotton wool and gauze should be avoided in wound  

cleansing to prevent the introduction of fibres and consequent infection.  

 3.7  Cleansing of wounds by irrigation with normal saline in the first 24 hours is usually adequate  

BUT this must be warmed to prevent changes in blood flow and therefore slowing of the  

healing process. Care should be taken when using normal saline under pressure e.g. Iriclens  

or use of a syringe, so as not to damage the wound bed. Normal water can then be used  

after 24 hours.  

 3.8  Bathing in moderation may not influence wound healing, but bacteria readily contaminate  

bath water and therefore showering is preferred. The wound should be redressed  

immediately after the shower so that microorganisms do not have time to multiply in the  

warm wet dressing.  

 3.9  Contamination of wounds from the environment can be reduced by not undertaking tasks  

such as bed making immediately prior to carrying out dressing changes. However, the most  

important factor is the level of cleanliness in the Resident area where the dressing is  

undertaken.  

 3.10  Wounds may require treatment by antimicrobial medication and staff should encourage  

Residents to complete the course of treatment so that the bacteria do not become resistant  

 3.11  The relationship between wound healing and nutrition cannot be overlooked and therefore  

diet and supplements should be considered.  

 3.12  Aseptic technique should be used for the dressing change for certain Residents e.g. if the Resident  

is immuno-compromised. If staff is unsure about whether to use asepsis or clean technique  

then they should contact the local Infection Control Team.  

 3.13  Waste produced by the dressing procedure should be disposed of into an appropriate waste  

bag as per policy IC-PR-05. This is dependent on whether the dressing is infected or not.  

 3.14  All registered nurses, being accountable for their actions, have the responsibility to ensure  

wound care is not harmful to the Resident. Therefore the importance of research-based wound  

management knowledge cannot be over emphasised.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

IC-PR-17  
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 1.0 
 POLICY  

 
PRINCIPLES OF 
ASEPSIS  

 

 1.1  It is Mayflower Care Home’s policy that where appropriate asepsis technique should be used to  

reduce the risk of cross infection. The principles of aseptic 'no-touch technique' playa 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.  

 1.2  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.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manger is responsible ensuring staff are aware of this policy and for organising  

the training of staff who deal with wounds. They must also ensure that appropriate  

materials and equipment is available and in good condition. Wound care audit is also the  

Manager's responsibility.  

 2.2  Person in charge is responsible for ensuring that staff adhere to the policy and in the  

Manager's absence audit wound care. They should report any issues with equipment or  

materials required for wound care to the Manager.  

 2.3  Carers are responsible for adhering to the policy and reporting any issues with equipment or  

materials required for wound care to the Manager.  

 2.4  District/Practice nurses have their own responsibilities set by their organisation. However  

they should ensure that they follow good infection control practice when giving care in the  

care Home so that they do not put care Home staff or Residents at risk unnecessarily. Where it  

is appropriate they should educate the carers in the care of the Resident with a wound so that  

they can reduce risk of infection to the Resident and others.  

 3.0  PROCEDURES  

 3.1  The principles of asepsis/aseptic technique are to be used for appropriate clinical  

procedures. It should be considered carefully and where a member of staff is unsure then  

they should contact the local NHS Infection Control Team/ Health Protection Team  

 3.2  Asepsis requires that the member of staff should keep the exposure of a susceptible site to a  

minimum  

 3.3  Staff should ensure appropriate hand decontamination prior to the procedure and setting  

out of the equipment  

 3.4  Staff should consider the use of sterile or non-sterile gloves depending on the nature of the  

susceptible site and the nature of the procedure being undertaken  
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 3.5  Staff should protect uniform/clothing with a disposable plastic apron  

 3.6  Staff should ensure all fluids and materials used are sterile  

 3.7  Staff must check the sterile packs for evidence of damage or moisture penetration and if  

evident then they must be discarded and the Medical Devices Agency informed if  

appropriate.  

 3.8  When doing an aseptic procedure staff should ensure that contaminated/non-sterile items  

are not placed in the sterile field.  

 3.9  On no account should single-use items be reused.  

 3.10  Staff should reduce the activity in the immediate vicinity of the area in which the procedure  

is to be performed to reduce the stirring up of dust.  

 3.11  Waste produced from the procedure should be disposed of appropriately according to policy  

IC-PR-OS  
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IC-PR-18  

 1.0  POLICY  

 
COLLECTION OF SPECIMENS  

 

 1.1  It is Mayflower Care Home’s policy that when specimens are required then they must be collected in  

such a way that it will prevent contamination of specimens collected for laboratory examination and protect 

staff from infection whilst collecting specimens  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manger is responsible ensuring staff are aware of this policy and for organising  

the training of staff collect specimens. They must also ensure that appropriate materials and  

equipment is available and in good condition.  

 2.2  Person in charge is responsible for ensuring that staff adheres to the policy. They should  

report any issues with equipment or materials required for wound care to the Manager.  

 2.3  Carers are responsible for adhering to the policy and reporting any issues with  

equipment or materials required for wound care to the Manager.  

 2.4  District/Practice nurses have their own responsibilities set by their organisation. However  

they should ensure that they follow good infection control practice when giving care in the  

care Home so that they do not put care Home staff or Residents at risk unnecessarily. Where it  

is appropriate they should educate the carers in the collection of specimens so that they can  

reduce risk of infection to the Resident and others.  

 3.0  PROCEDURES  

 3.1  Clinical specimens include any substance, solid or liquid, removed from the Residents or Staff  

for the purpose of analysis.  

 3.2  Care must be taken when obtaining specimens. The use of protective clothing and good  

Hand Washing is required to prevent any contamination or cross contamination.  

 3.3  Hands should be washed before and after the collection of the specimen. Equipment used to  

acquire the sample should be single use and caps etc can be discarded in the normal waste  

bin.  

 3.4  When a urine sample was obtained with use of a single use bedpan or urinal then these  

should be discarded as per waste policy.  

 3.5  All specimens must be put into a suitably approved container usually provided by the local  

NHS team and stored in a cool place.  

 3.6  The collector must ensure that all Resident's or Staff Members details are entered on the  

specimen request form. The sample must then be dispatched to the laboratory as soon as  

possible.  
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 3.7  All specimens must be safely contained in an approved leak proof container. This must be  

enclosed in another container, commonly a sealable polythene bag. The request form  

should be placed in the side pocket of the polythene bag and must not be secured with clips  

or staples, as these may puncture the bag.  

 3.8  Care should be taken to ensure the outside of the container and bag remains free from  

contamination with blood and other body fluids.  

 3.9  The request form must be completed fully. This includes the Resident identifier, the test  

required and relevant clinical details. Specimens to be sent by post must be in an approved  

Post Office container surrounded by absorbent material. The specimen must be sent by first  

class post.  

 3.10  Guidance on specimen collection and supplies of containers, plus confirmation of transport  

requirements, should be obtained from the local laboratory supplying the diagnostic service.  

 3.11  Residents should be treated with sensitivity and care when a sample is being obtained. It  

should be explained why the procedure is being done and how the results will be dealt with.  

It should be emphasised that the results will be dealt with in a confidential way. This is  

especially important when the specimen is being obtained to test for diseases that have a  

social taboo.  

 3.12  If a specimen is being required for a notifiable disease, such as HIV / AIDS, local NHS policies  

should be followed as there is a requirement for pre-testing counselling and follow up  

contact tracing. Appropriately trained NHS staff should do this.  
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IC-PR-19  

 1.0 
 POLICY  

 
MANAGEMENT OF DEAD 
BODIES  

 

 1-1  It is Mayflower Care Home’s policy that all staff in a care Home handles the body of a Resident who 

has  

died with sensitivity and respect. The body should be handled in such a way that it minimises the risk of the 

spread of infection. The after care of a Resident's body is laid out in policy Care-PR-34 and Care-PR-35 and 

this policy refers to the infection control part of after death care.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority of the death. If the Resident who died had  

an infectious disease the Manager should also report this to the appropriate authorities.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the death to the Inspection and Regulation Authority. If the  

Resident who died had an infectious disease the Person in Charge should also report this to the  

appropriate authorities.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident's body is  

handled with sensitivity and respect.  

 3.0  PROCEDURES  

 3.1  In the case of deaths due to notifiable infection or disease or suspected notifiable infection  

or disease the Manager of the care Home should inform the local health protection unit by  

telephone at the earliest opportunity. A death, even if anticipated, may give rise to  

enquiries, which it is easier for the health protection unit to deal with if they have already  

received information about the death from the care Home Manager. If a death has to be  

referred to the coroner or Procurator Fiscal his or her instructions or those of the coroner's/  

Procurator Fiscal officer should be followed.  

 3.2  Last offices - hygienic management of dead bodies  

 3.2.1  Dead bodies should be treated with due respect and dignity and in a manner appropriate to  

the religious and cultural background of the deceased. Last offices vary according to religion  

and cultural practices and may, on occasions, be compromised by the need for specific  

measures to be taken if a notifiable infection or disease (or suspected) was associated with  

the death (see below). Problems not covered in this policy should be discussed with the  

Local Health Protection Unit, who may wish to consult the appropriate priest or religious  

authority.  

 3.2.2  Though most bodies are not infectious, sensible precautions should be taken; disposable  

gloves and aprons should be worn when washing and preparing the body. If a family wishes  

to help with the washing and preparation of the body this should normally be allowed.  

3.2.3 The body continues to secrete fluids after death but packing is not normally required.  
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 3.2.4  Special disinfection measures are not necessary after death. Washing the body with soap  

and water is adequate.  

 3.2.5  Dressings, drainage tubes, etc. cannot be removed.  

 3.2.6  Clean dressings should be applied to any wounds, secured with tape or loose bandage to  

prevent any further leakage from the wound site. The use of pins should be avoided since  

they pose a potential health hazard to staff.  

 3.2.7  The body should be removed to a cool environment as soon as possible. Decomposition  

occurs rapidly, particularly in hot weather and in overheated rooms, and may create a  

bacterial hazard and unpleasantness for those handling the body. This process is delayed if  

the body is cooled.  

 3.3  Last offices for a person suffering from a notifiable infection or disease (or suspected)  

 3.3.1  The precautions used for handling Residents with a notifiable infection or disease (or  

suspected) remain necessary following the person's death. The body of a person who has  

been suffering from a notifiable infection or disease may remain infectious to those who  

handle it. In addition, it may be necessary for the body to be put in a body bag before  

removal to the undertakers. The undertaker will normally do this when they collect the body  

 3.3.2  The table below gives a summary of guidance on additional measures needed for specific  

infectious diseases. To minimize the risk of infection, those carrying out the laying out  

procedure should wear disposable gloves and apron, whether this is done by staff, the  

undertaker or, under supervision, by relatives. The undertaker should be informed of the  

danger of infection but without disclosure of the diagnosis. Once the body is sealed in the  

body bag, protective clothing will no longer be necessary for those who handle the body.  

 3.3.3  The embalming of known or suspected hepatitis B or HIV-positive bodies is not  

recommended, but if held to be essential, particular care is necessary and the local  

Consultant in Communicable Disease Control/Consultant in Public Health Medicine  

(Scotland) should be advised of the situation to ensure that the procedure is carried out  

safely and lawfully.  

 3.3.4  The embalming of bodies with other known or suspected diseases or infections such as  

Creutzfeldt-Jakob disease and variant CJD, Invasive Group A streptococcus or Dysentery is  

also not recommended. There may be other diseases or infections and if unsure the staff  

should make enquires before informing relatives that a body can be embalmed.  
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3.3.4 The requirements for handling bodies are in the table below:  
I  

 
Infection  Risk From  Body Bag  Viewing body  Washing/tidying  Embalming  

Hepatitis B, C, D  Blood  Yes  Yes  Yes  No (unless  

     experienced  

     embalmer in  

     appropriate  

     premises)  

Intravenous drug  Blood  Yes  Yes  Yes  No  

use       

HIV/ AIDS  Blood  Yes  Yes  Yes  No  

Creutzfeldt-Jakob  Neurological  Yes  Yes  Yes  No  

disease and       

variant OD       

Invasive Group A  Contact  Yes  Yes  Yes  No  

streptococcus       

Dysentery  Intestinal  Yes only to  Yes  Yes  No  

  contain leakage     

  during transport     

Food POisoning  Intestinal  Yes only to  Yes  Yes  Yes  

  contain leakage     

  during transport     

TB including drug  Respiratory  Yes Cloth or  Yes  Yes  Yes  

resistant   mask placed over     

  the deceased's     

  mouth when     

  body moved.     

General       

Conditions       

Jaundice, if  Blood  Yes  Yes  Yes  No (unless  

infection      experienced  

suspected but no      embalmer in  

test result      appropriate  

available      premises)  

Gross faecal  Intestinal  Yes only to  Yes  Yes  Yes  

soiling   contain leakage     

  during transport     

 3.4  If relatives wish to take the body abroad for a funeral, certificates may be required from the  

attending doctor and from the local Health Protection Unit to certify that the body is safe for  

transport. This will normally be organised by the undertakers, in liaison with the doctor and  

the local Health Protection Unit.  

 3.5  The furniture and any equipment in the Resident's room should be cleaned thoroughly using  

hot water and detergent, unless the local Health Protection Unit advises that disinfection is  

required. Body fluid spillages and laundry should be dealt with as described in policy IC-PR-  

08,09 and 10  
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IC-PR-20  

 1.0 
 POLICY  

 
REPORTING AND DOCUMENTATION OF AN 
OUTBREAK  

 

 1.1  It is Mayflower Care Home’s policy that all incidents of illness that a medical practitioner considers  

notifiable or may constitute an outbreak must be reported to the local Infection Control Team  

 1.2  Any registered medical practitioner (i.e. doctor) who becomes aware or suspects that a  

Resident (s) he is attending is suffering from a notifiable disease is required by law (Public  

Health Control of Disease Act 1984 (England and Wales)(Public Health Scotland Act 2008) to  

send a notification form to the local authority Proper Officer forthwith. Although the GP is  

legally responsible for the formal notification of a number of infectious diseases, any  

suspicion of an outbreak of communicable disease in the care Home reported to the local  

Health Protection Team by the Manager immediately for further investigation, and  

management as appropriate.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority of the infection or outbreak. If the Resident  

has died had an infectious disease the Manager should also report this to the appropriate  

authorities.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection or outbreak to the Inspection and Regulation  

Authority. If the Resident died had an infectious disease the Person in Charge should also report  

this to the appropriate authorities.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Residents are handled  

with sensitivity and respect.  

 3.0  PROCEDURE  

 3.1  Notification should occur if:  

 There are two or more individuals with vomiting and/or diarrhoea (amongst Residents or  

staff) or sudden onset of coughing with raised temperature  

 There are two or more individuals suffering from the same infectious illness  

 There is a high number of cases of confirmed or suspected infection affecting Residents or  

staff in the same area or sickness rate amongst staff that appears to be suffering from  

the same infectious disease.  

 A higher than expected number of cases may be a single case if the confirmed or  

suspected infection is rare or the suspected or confirmed case poses or may pose a  

significant risk to the public health, e.g. E. coli 0157 or TB  

 3.2  If a care Home is affected the following guidance should be followed:  
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 Care Home Managers should contact the local NHS Health Protection Team without  

delay if they suspect there may be an outbreak of infection in a care Home  

 In England and Wales the local Environmental Health Department  

 The Registration and Inspection Authority must also be informed  

 The Regional Manager must be informed. Staff working in the care Home should not  

work in other care establishments until the outbreak is declared over by the local  

Health Protection Team  

 List all Residents and staff affected, including age, area/unit where Resident/ staff working,  

onset of symptoms, symptoms suffered, and duration of illness, GP and whether a  

sample has been taken. (Proforma in appendix attached for information).  

 3.3  In the event of an outbreak of diarrhoea (with or without vomiting), it is essential to obtain  

stool samples as soon as possible. The sooner the sample is obtained the higher the chance  

of identifying the organism causing the outbreak.  

 3.4  To speed the collection of stool samples it is recommended that an 'outbreak' kit is kept and  

replenished after use. The kit should contain:  

 Stool sample post x 6  

 Plastic transport bags x 6  

 Laboratory forms (to be completed once sample is obtained) x 6. Need to have  

virology and bacteriology forms  

The above can be obtained from your GP, District Nurse, Health Protection Team or  

Environmental Health Officer.  

All staff should be aware of the location of the kit.  

 3.5  Samples should be taken as soon as possible after diarrhoea has started, and kept safely at  

room temperature. Contact the local NHS Health Protection Team for further advice re the  

completion of the laboratory form etc.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



58 | P a g e         M a y f l o w e r  C a r e  H o m e  

Reviewed 21.03.2017 

 

IC-PR-21  

 1.0 
 POLICY  

 
CARE OF A RESIDENT WITH ANT~BIOTIC RESISTANT BACTERIA (Transmission 
based precautions)  

 

(MRSA, Meticillin resistant Staphylocoocus aureas, ESBL-PRODUCING E.Coli ETe)  

I 

 1.1  It is Mayflower Care Home’s policy that all Residents who have antibiotic resistant bacteria will be  

treated with care and sensitivity. The procedures that are required to prevent the spread of  

antibiotic resistant bacteria will be explained to the Resident and carried out without fuss. The  

most common antibiotic resistant bacteria in a care Home are MRSA.  

Clinical Notes  

MRSA  

 Staphylococcus aureus is a bacterium (germ). It is often just called '5. aureus' or 'staph'.  

S. aureus bacteria are often found on the skin and in the nose of healthy people. These  

people are called s. aureus 'carriers'. In healthy people who are carriers, S. aureus is  

usually harmless.  

 However, S. aureus bacteria sometimes invade the skin to cause infection. This is more  

likely if you have a cut or graze which can allow bacteria to get under the surface of the  

skin. S. Aureus is the cause of skin infections such as boils, pimples, impetigo; skin  

abscesses and is a common cause of wound infections.  

 MRSA stands for meticillin-resistant Staphylococcus aureus. It is sometimes known as a  

"superbug". There are various sub-types (strains) of s. aureus and some strains are  

classed as MRSA. MRSA strains are very similar to any other strain of S.aureus. That is,  

some healthy people are carriers and some people develop the types of infections  

described above.  

 Most S. aureus infections can be treated with commonly used antibiotics. However,  

MRSA infections are resistant to an antibiotic called methicillin and also to many other  

types of antibiotics. Resistance means that the antibiotic does not kill the bacteria.  

 MRSA strains of bacteria are no more aggressive or infectious than other strains of s.  

aureus. However, infections are much more difficult to treat because many antibiotics  

do not work. Infections with MRSA can sometimes become more severe than they may  

otherwise have been if the cause of the MRSA infection is not diagnosed early and  

antibiotics that are not effective are given at first.  

 MRSA occurs most commonly in people who are already in hospital, especially if they  

have been in hospital for a length of time. People who are more prone to MRSA are  

those who are very ill or have wounds or open sores (for example bed-sores or burns).  

The wounds or sores may become infected with MRSA and the infection is then difficult  

to treat. Infections, which start in the skin, may spread to cause more serious infections.  

Also, urinary catheters and tubes going into veins or other parts of the body ('drips' etc)  

are sometimes contaminated by MRSA and can lead to urine or blood infection. MRSA  

can also cause infections in people outside hospital, but much less commonly than in  

hospitalised people.  
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MRSA can affect a body in two ways, either 1. as a carrier or 2 by infection.  

1. Carrier  

MRSA colonisation (carrier of MRSA). This is when MRSA grows in or on the body with  

no signs or symptoms of an infection. Many people carry MRSA without it causing any  

symptoms whatsoever. The most common places for colonisation are your armpits,  

nostrils, skin (especially if you have eczema), throat and urine. This colonisation can act  

as a reservoir, which means that MRSA infections can later either develop in your body  

or spread to other people.  

2. Infection  

MRSA infection Infections with MRSA are usually associated with high fevers and signs  

of the infection. As mentioned, most commonly these are infections of the skin and soft  

tissues (like boils and abscesses). Less commonly, MRSA can cause pneumonia and  

urine infections.  

Persons in charge should keep a record of Residents suffering from any infectious disease. Care  

Homes should ensure that they provide suitable and sufficient information on each Resident's  

infection status whenever they are moved from the care of one organisation to another.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect.  

 3.0  PROCEDURES  

 3.1  Standard infection control precautions should be used when giving personal care to a Resident  

with antibiotic resistant bacteria. Transmission based precautions maybe required depending on the 

site affected. 

 3.2  Residents can be colonised by antibiotic resistant bacteria and this will not affect their health.  

Because colonisation can be very long-term, it is not appropriate to isolate Residents known to  

be colonised with antibiotic resistant bacteria. Residents colonised with antibiotic resistant  

bacteria should be offered a single room or if this is not possible then the Resident they are  

sharing with should not have any wounds or a catheter unless it has been a long-term share.  

 3.3  It is not recommended that Residents be treated in an attempt to rid them of colonisation with  

antibiotic resistant bacteria while in care or that they are sampled repeatedly to monitor the  

colonisation. Occasionally treatment of colonisation is recommended if a Resident is to undergo  

elective surgery, but this should be discussed directly with the infection control team in the  

hospital concerned.  
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 3.4  Residents may be transferred from hospital while colonised with antibiotic resistant bacteria.  

Usually the antibiotic resistant bacteria will be colonising the skin or gut, without causing  

harm to the Resident, and will not cause harm to healthy people.  

 3.5  If a Resident previously known to be colonised with antibiotic resistant bacteria requires  

admission to hospital, this information should be added to the referral note.  

 3.6  Residents should be allowed to live their life as normal and be encouraged to mix as normal  

with other Residents and the larger community.  

 3.7  Antibiotic resistant bacteria are not a contraindication to admission to a care Home or a  

reason to exclude an affected person from the life of a care Home. However in care settings  

where people with open post-operative wounds or intravascular devices are cared for,  

infection control advice should be followed if a person with antibiotic resistant bacteria is to  

be admitted or has been identified amongst Residents  

 3.8  Residents and others should be given clear information antibiotic resistant bacteria on so that  

they can make informed decisions on the care they received.  

 3.9  If a Resident has antibiotic resistant bacteria then it should be noted on their care file. This  

information should be passed on to the multidisciplinary team if it is relevant to the care  

being given  

 3.10  Laundry should be dealt with as infected laundry and placed in a red water soluble bag and  

disinfected as per policy Care-IC -10  
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IC-PR-22  

 1.0  POLICY CARE OF A RESIDENT WHO REQUIRES ISOLATION  

 

1.1 Residents who have or suspected of having an infectious disease may need to be isolated to  reduce 

the risk of infection.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team/ Health Protection Team of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager is 

unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with 

sensitivity and respect  

 3.0  PROCEDURES  

 3.1  It is important to remember that the Resident in isolation will be both physically and  

psychologically isolated. When a decision about isolating an infected Resident is taken, it is  

important to take into account the likely effect on the Resident. Elderly people may become  

disorientated and confused by isolation, which should therefore be avoided unless it is really  

necessary.  

 3.2  The local NHS Health Protection Team will advise on the management of individual cases  

that pose difficulties.  

 3.3  Verbal, written or pictorial information must be given to both the Resident and visitors; the  

local NHS Infection Control Team/ Health Protection Team may have leaflets explaining  

individual infections, which the care Home can use. The information should include the  

details and reason for the isolation, the likely duration, precautions required and the ways in  

which the Resident's psychological and physical needs will be met, e.g. availability of telephone,  

newspapers, and visiting times.  

 3.4  Planning of a Resident's care must take into account the extra time required for isolation  

procedures, i.e. donning of protective clothing, psychological support, extra time to take in  

food and drinks.  

 3.5  A minimum number of staff should be involved in giving care.  

 3.6  All staff must be informed of the isolation of a Resident. They must not discuss this isolation  

with any other Resident or visitor unless the Resident in isolation gives them permission  

 

3.7      All visitors and staff should liaise with the nurse in charge before entering the room in order  
to understand why isolation and protective clothing is required.  
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 3.8  If a Resident has a gastro-intestinal infection they must have either their own toilet or use a  

commode in their room. This must be cleaned after each use.  

 3.9  Equipment required to monitor the Resident's vital signs and for personal hygiene should be  

solely for that Resident.  

 3.10  Decontaminate hands and put on appropriate protective clothing before entering the  

Resident's room.  

 3.11  Dispose of these as clinical waste before leaving the room and decontaminate hands.  

 3.12  Equipment must be provided in the room so that all protective equipment used is removed  

before the staff or visitors come out of the room. Bins must be appropriate for Special  

Waste as per policy.  

There should be the following in the room:  

 Foot operated bin with lid containing a yellow bag for special waste  

 Protective Clothing  

 Laundry basket with a red soluble bag inside  

 3.13  There is no restriction on the Resident having a bath, but: if he/she has an infection they  

should use it after other Residents or if he/she is immuno-compromised they should use it  

before other Residents  

 3.14  The bath must always be correctly cleaned after use so as not to become a source of cross  

infection.  

 3.15  Domestic staff must be informed when patients are isolated/cohort nursed, or when  

infection control measures are being taken. They must understand why this is necessary and  

have written instructions about the cleaning required for that Resident. The room/area must be  

cleaned daily.  

 3.16  The Isolation room/area must be cleaned last for the infected Resident and first for the  

susceptible Resident to reduce the risk of cross infection. All furniture and horizontal surfaces  

should be damp dusted, floor vacuumed or mopped .. Separate cleaning equipment must be  

kept for this area. The equipment must be cleaned and dried daily and kept for that room  

until isolation ends.  

 3.17  Once the isolation has finished then cleaning of all surfaces with hot water and detergent  

will remove surface contamination. Curtains should only be changed if visibly soiled or on  

the advice of the local NHS Infection Control Team  

 3.18  There may be occasions when the "cohort nursing" of Residents is necessary e.g. viral gastro-  

enteritis. In the event of this standard precautions with appropriate additional measures  

must be maintained.  
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 3.19  DISEASES AND PROBABLE LENGTH OF ISOLATION  

The following communicable diseases may require isolation nursing precautions to be  

initiated. More detailed information about diseases can be found on the HPA website  

www.hpa.org.uk 

 
DISEASE  HOW LONG THE DISEASE REMAINS INFECTIOUS  

Beta-haemolytic  streptococci  Infectious until:  

Group A   (a) Clearance of organism is demonstrated  

  or  
  (b) 24 hours after the start of appropriate antibiotic therapy  

Chickenpox   Infectious until vesicles are dry (usually about 5 days)  

Clostridium dlfficile  Infectious until diarrhoea has ceased for 48 hours  

(Pseudomembranous   

colitis)    

Gastro-enteritis   Infectious until symptom free for 48 hours  

Hepatitis A   Infectious until 7 days after the onset of jaundice  

Hepatitis B + C   Blood and body fluids should be assumed to be infectious  

HIV   As above - Hepatitis Band C  

Impetigo   Infectious until:  

  a) lesions are crusted or healed  

  b) however infectivity will be reduced following 24 hours of  

  appropriate antibiotics  

Meningococcal Meningitis  Infectious for 24 hours after start of appropriate antibiotic  

  Therapy  

  Infectious for 9 days after onset of swelling in salivary  

Mumps   Glands  

Rubella   Infectious for 4 days from onset of rash. Non-immune  

  pregnant staff should not nurse these Residents  

Scabies   Infectious until one application of a scabicidal treatment  

  has been completed  

Shigella   Infectious until diarrhoea has ceased for 48 hours  

Shingles   Infectious to a person who has not had chickenpox by direct contact  

  with vesicles. The contact will develop chickenpox  

Pulmonary   Infectious until the first two weeks of appropriate antibiotic  

Tuberculosis   therapy has been given. The infectious period may be  

(Open)   prolonged for Multi-Drug Resistant TB (MDRTB)  

Precautions should also be taken with Residents suffering from the following symptoms until a  

diagnosis is confirmed:  

 Diarrhoea of unexplained origin  

 Temperature of unknown origin  

 Excessive bleeding  

 Rashes of unknown aetiology  

 Excessive vomiting.  

 

http://www.hpa.org.uk/
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IC-PR-23  

 1.0  POLICY USE OF ANTI-MICROBAL MEDICATION (Antibiotics)  

 

It is Mayflower Care Home’s policy to ensure that antimicrobial agents (antibiotics) are used in the  

way prescribed and to reduce the risk of antibiotic resistance in many pathogenic bacteria.  

Use of many oral broad-spectrum agents such as cephalosporin, quinolones and macrolides  

alters bowel flora and promotes colonisation with multi-resistant strains such as meticillin-  

resistant staphylococcus aureus (MRSA) and extended-spectrum beta-Iactamase (ESBL)-  

producing E. coli. The Company is aware that the use of broad-spectrum antibiotics  

increases the risk of infection and spread of Clostridium difficile, which may cause serious  

colitis.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manger is responsible for the training of staff in the use of antimicrobial  

medication and for ensuring adherence to this policy. The Manager should monitor  

compliance with this policy by auditing the medication administration  

 2.2  Team Leaders are responsible for the safe administration of medication  

and monitoring that the Resident complies with the treatment course.  

 3.0  PROCEDURE  

 3.1  Team Leaders need to ensure that GPs do not prescribe antibiotics unnecessarily for  

their Residents. Nurse, particularly, need to liaise with the doctor to minimize antimicrobial  

medication  

 3.2  Antibiotics prescribed for one Resident must not be used for other Residents or staff. The  

Medicines Act 1968 stipulates that medicines must only be administered to the person for  

whom they have been prescribed, labelled and supplied.  

 3.3  Staff can get advice on management of medicines from the local community pharmacy  

adviser  

 3.4  Antimicrobials are specific as to the type of organism they work for. They should not be  

used for a purpose that is different from that for which they were prescribed.  

 3.5  Staff should follow the doctor's advice on when to use the antimicrobial medication and  

usually they should not be used before symptoms are evident as this can delay the exact  

diagnosis and recovery. Unwarranted use of antimicrobials can also increase the risk of  

resistance developing.  

 3.6  If an infection does not resolve then the antibiotic being taken may not be compatible with  

the bacteria causing the infection. The doctor should be contacted.  

 3.7  If antimicrobials are prescribed, the full course should be administered even if the symptoms  

improve. Not finishing the treatment contributes to the development of resistant bacteria.  

 3.8  Staff should ensure that the doctor specifies the duration of the course of treatment and  

that the Resident actually receives it. With some antimicrobial dosage forms, for example  

tablets, this usually applies to the entire prescription bottle. However, with liquid  
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antimicrobials, very often the full course of therapy does not equal all the medication in the  

bottle. Clarification may need to be sought from the doctor if staff is unsure.  

 3.9  The amount of antimicrobial in the body needs to be kept at the required level and as  

constant as possible to ensure that the antimicrobial is fully effective. The time of  

administration should be evenly spaced and if a dose is missed then it should be given as  

quickly as possible unless it is almost time for the next scheduled dose. If it is nearly time for  

the next dose, the missed dose should not be administered, and the usual dosing schedule  

should be resumed. Doses should not be 'doubled-up' to catch up.  

 3.10  Milk and antacids may hamper the absorption of some antimicrobials.  

 3.11  Capsules must be swallowed whole. Taking the contents separately or chewing the capsules  

interferes with absorption of antimicrobials by interfering with the timing of their delayed  

release mechanisms. If a Resident has problems swallowing the preparation prescribed, the  

doctor should be contacted and an alternative formulation prescribed.  

 3.12  When administering liquid-formula antimicrobials, the bottle should be shaken vigorously  

before use so as to mix the contents and deliver a uniform concentration of the drug every  

time. A medicinal measuring spoon should be used to accurately measure the right dose;  

household utensils do not generally hold a true teaspoon (5 ml) or tablespoon (10 ml).  

Ideally a medicine syringe should be used.  

 3.13  Residents should be made aware of the side effects of antimicrobials but reassured that they  

are usually transient. Many antimicrobials (ampicillin, amoxicillin, etc.) cause mild side  

effects such as abdominal discomfort and occasional diarrhoea. These are usually transient,  

resolve without intervention and there is no reason to discontinue the treatment. Some  

people may, however, develop allergies to specific antibiotics, and may have a reaction to  

them. The doctor should be contacted if the symptoms are severe or persist.  

 3.14  Staff should be aware that all medicines have an expiry date and should be stored away  

from heat, moisture and direct light. Some antimicrobial preparations, particularly liquids,  

have a very limited shelf life and some have special storage requirements and therefore  

each item's requirements need checking.  

 3.15  Staff should check the expiry date before administration and the medicine returned to the  

supplier if the expiry date has passed.  

 3.16  Most but not all antimicrobial suspensions need to be stored in a refrigerator, preferably  

one that is specifically designated for the storage of drugs (+2°C to +4°C).  

 3.17  Reconstituted antimicrobial powders are unstable and should not be stored beyond two  

weeks.  

 3.18  Partially used or leftover suspensions or syrups of antibiotics should not be used. These  

tend to deteriorate on storage.  
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IC-PR-30  

 1.0  POLICY    MANAGEMENT OF SCABIES  

 1.1  It is Mayflower Care Home’s policy that all Residents who have Scabies will be treated with care and  

sensitivity. The procedures that are required to prevent the spread of scabies will be  

explained to the Resident and carried out without fuss.  

Clinical Notes  

 Scabies is due to a parasitic mite Sarcoptes scabiei, the adult female of which is up to  

O.smm long. The female lays two to three eggs a day in burrows several millimetres to  

several centimetres in length in the skin. The eggs mature, mate, and repeat this cycle  

that takes 10 to 17 days. Mites live for 30 to 60 days. The mite cannot leave the burrow  

without risking dehydration and death, and therefore unless there is prolonged skin-to-  

skin contact there is minimal risk of infection. Shaking hands with someone is not  

normally sufficient to pass on scabies. For this reason transmission does not normally  

occur via the bedding or clothing from an infected person, except in association with  

heavy infestation. The characteristic rash is not due to the mite itself but to an allergic  

reaction to the mite, its eggs and faeces. It may occur away from the burrows, especially  

on children.  

 Species are host specific; transmission between humans and other animals can occur,  

but usually only results in short-lived infection. It is a disease that occurs worldwide. In  

the western world epidemic cycles are said to occur every seven to 15 years or so.  

Infants, immobilised elderly, Residents with HIV/AIDS, and other medically compromised  

Residents are particularly predisposed to infection.  

 •  Persons in charge should keep a record of Residents suffering from any infectious disease.  

Care Homes should ensure that they provide suitable and sufficient information on each  

Resident's infection status whenever they are moved from the care of one organisation to  

another.  

 2.0  RESPONSIBLITIES  

 2.1  Care Home Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect  

 3.0  PROCEDURES  

 3.1  Spread is normally from person to person via direct skin contact, including sexual contact. If  

the source case has a high infective load indirect transmission from viable mites shed into  

the immediate environment may be possible.  

 3.2  Residents who may have a case of suspected or diagnosed scabies must be dealt with  

sensitively and their confidentiality should be maintained. Their symptoms should not be  



67 | P a g e         M a y f l o w e r  C a r e  H o m e  

Reviewed 21.03.2017 

 

discussed with other Residents or visitors unless it is required for infection control reasons  

 3.3  The main symptom is an intense, itchy symmetrical rash particularly affecting fingers,  

hands, wrists, waist, groin, umbilicus, buttocks and soles of feet (and on the breasts of  

females, and male genitalia). Staff should check the skin of a Resident daily when washing and  

any rashes should be reported to the Nurse/ Team Leader.  

 3.4  The rash will not appear until the person becomes sensitised to the allergen, which takes  

between 2-8 weeks. In subsequent infections it may only take 1 to 4 days to develop. Staff  

should continue to check the Resident's skin following treatment and report possible re-  

infections to the nurse/ team leader.  

 3.5  A history should be taken. The Resident may give a history of contact with someone with an  

itchy rash in the last 2 months. Contacts of a Resident should be informed of the possible  

infection discretely.  

 3.6  The rash should be looked at by an experienced professional e.g. nurse or doctor. They may  

see burrows, particularly on the finger webs and wrists, sometimes with a dark speck inside  

them (the mite or eggs), although they are often missed on examination. They appear as  

slightly elevated pink or grey, straight or tortuous lines. However symptoms may be atypical  

in the elderly due to a different immunological response, and infection may easily be  

mistaken for other disease such as psoriasis or eczema. Infection may manifest only as  

pruritic plaques and patches with faint scale and erythema. Burrows may be seen on  

unusual sites, and the back is frequently involved, in contrast to younger Residents.  

 3.7  The professional should also consider "Crusted/Norwegian scabies" which can occur in  

immuno-compromised Residents and those with AIDS. Due to the poor immune response the  

itchy rash does not occur. Thousands of mites are present in all parts of the body and head,  

causing the skin to become thick and crusted. It is highly contagious.  

 3.8  The Resident may occasionally get secondary infection of the skin lesions following frequent  

scratching, often by group A Stretococcus pyogenes, and coagulase-negative Staphylococcus  

aureus. Staff should be observing the skin for this and where necessary take a specimen for  

culture and sensitivity testing (see policy IC-PR-18)  

 3.9  Treatment of Classic Scabies  

 3.9.1  There is a lack of good quality research on the comparative effectiveness of available  

treatments and therefore uncertainty as to the most effective and safe topical treatment.  

However, there is no definite evidence of resistance. The local Health Protection Team or  

doctor will advise the care Home which treatment is to be used.  

 3.9.2  It is currently recommended that the preferred agent (permethrin or Malathion) should be  

applied twice, one week apart. Cases can return to school or work after the first treatment.  
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 3.9.3  Method of application is as follows:  

 Remove all clothes, watches and jewellery.  

 Apply to cool dry skin, i.e., at least five hours after a hot bath or shower.  

 Treatment should be applied to all parts of the body from the neck down, paying special  

attention to all skin folds and creases (including the umbilicus, genital and natal cleft  

areas), and in particular the finger nails, and the finger and toe webs. It may be helpful  

to use a nailbrush for finger and toenails. In the case of infants and young children (up to  

the age of about 2 years), the elderly, the immuno-compromised, and those who have  

experienced treatment failure, application should be extended to the scalp, neck, face  

and ears, avoiding the mouth and eyes only.  

 Ensure help is available for application to the back  

 The cream/lotion should be allowed to dry (10-15 minutes) before dressing or it may rub  

off.  

 If any area of skin is washed before the end of the stipulated contact time the treatment  

must be reapplied. If hands will require frequent washing, plastic gloves should be used.  

 3.9.4  When treatment is washed off put on clean clothes and change bed sheets. Bedding or  

clothing should be laundered on a hot wash cycle so that the staff and Resident are reassured.  

There is no need to change blankets or duvets, etc.  

 3.9.5  Carry out thorough cleaning of the environment so that the staff, Resident and visitors feel  

reassured  

 3.9.6  The Resident, relatives or person being treated should be informed that the itch of scabies  

persists for some weeks after the infestation has been eliminated Treatment such as  

antipruritic treatment may be required, such as a bath emollient, e.g. Balneum Plus, and/or  

Eurax. These products are available to purchase over the counter. In some cases it may also  

be necessary to consider a sedative antihistamine for itch suppression at night, (e.g.,  

alimemazine).  

 3.9.7  Residents, relatives or the person being treated should be informed that evidence of cure  

requires about one month of follow-up as this is the length of time taken for lesions to heal,  

and for any eggs and mites to reach maturity should treatment fail.  

 3.9.8  Residents, relatives and others involved should be given all the information at a pace that they  

can take the information in. Leaflets are available from the NHS local Infection Control Team  

 3.10  Management of resistant or crusted/Norwegian scabies  

3.10.1         Staff should be observing Resident's skin on a daily basis and therefore the risk of Norwegian or  

Crusted Scabies should be low. However it is possible that a Resident may be admitted with it.  

3.10.2          Residents with a suspected or diagnosed case of Norwegian or Crusted Scabies should be  

treated as prescribed by the doctor or local NHS Infection Control Team. This will usually  

mean that Residents may require 3 applications of acaricide on day 1, day 3, and day 7 to  

ensure that enough penetrates the skin crusts to kill all the mites.  

3.10.3          The Resident's clothing and bedding should be laundered in a hot wash, and either tumble  

dried at >50°C for greater than 5 minutes or steam ironed, paying particular attention to the  
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seams. Carpets and furnishings should be vacuumed thoroughly.  

       3.10.4  Residents contacts will have to be traced and this is usually done by the local NHS Infection  

Control Team but the staff can help in this be talking to the Residents and relatives and  

explaining the situation as the Resident and relatives may feel more comfortable with the staff  

member than with a stranger.  

 3.10.5  A contact is defined as someone who has had prolonged (greater than 10 minutes on any  

one occasion) skin-to-skin contact over the previous two months. All members of the  

affected household and all close contacts should be treated, even in the absence of  

symptoms, at the same time.  

 3.11  General Information  

       3.11.1  Many skin conditions can look similar to scabies, and they can also have the same itchy  

symptoms. It is crucial that any diagnosis of scabies, particularly in a care Home setting, is  

accurate. This is because, if scabies is definitely diagnosed, there may be a need to treat all  

the people who have had close contact with the case, as well as everyone in the households  

of the close contacts.  

 3.11.2  The extent of treatment should be based on a risk assessment, which includes the number  

of confirmed and symptomatic cases. The local Infection Control Team will advise staff as to  

the need of contacts treatment. If there is more than one case of scabies confirmed then  

treatment would be considered for all staff and contacts of the Resident. It is essential in such  

cases to treat all relevant contacts simultaneously or at least within the same 24-hour  

period. In such situations symptomatic individuals should have two applications of  

treatment, and asymptomatic contacts one application.  

 3.11.3  Single cases among Residents or staff generally only require treatment of that particular  

individual. This should be followed by increased surveillance amongst all Residents and staff for  

symptoms in the following weeks.  

       3.11.4   Prescriptions for Residents need to be obtained from GPs and ideally; everyone should be  

treated with the same insecticide. The employer may fund the treatment of staff.  

3.11.5  The treatment day should be planned well in advance and extra staff deployed if necessary.  
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IC-PR-31 

 1.0  POLICY MANAGEMENT OF DIARRHOEA AND VOMITING (Transmission based precautions)  

 

 1.1  It is Mayflower Care Home’s policy that all Residents who have diarrhoea and vomiting will be treated  

with care and sensitivity. The procedures that are required to prevent the spread of  

diarrhoea and vomiting will be explained to the Resident and carried out without fuss.  

Clinical Notes  

 Diarrhoea in elderly people is common and does not always have an infective origin.  

Other possible causes are over-prescription of laxatives, change in diet, underlying  

bowel disease. Nevertheless, all cases should be taken seriously and presumed to be  

infectious until advised otherwise. Residents should be isolated until they have been clear  

of an episode of diarrhoeas or vomiting for 48 hours.  

 Persons in charge should keep a record of Residents suffering from any infectious disease.  

Care Homes should ensure that they provide suitable and sufficient information on each  

Resident's infection status whenever they are moved from the care of one organisation to  

another.  

 2.0  RESPONSIBLITIES  

2.1  Care Home Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team of the infection.  

2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team of the infection.  

2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect  

 3.0  PROCEDURES  

3.1  Residents who are vomiting should be kept in a single room as long as symptoms persist. Most  

acute vomiting infection is caused by viruses and is short-lived, but the symptoms and their  

effect on the elderly person can be severe. There is often little warning of the vomiting and,  

as the viruses can become airborne, the infection can spread rapidly in a care Home. It is  

therefore important that infected Residents are isolated until 48 hours after the symptoms  

have settled. (See policy IC-PR-22)  

 

3.2  
 
In contrast, although bacterial infections can cause severe diarrhoea, the infection is less  

often passed from person to person, and it may not be necessary to keep the Resident isolated  

until persistent diarrhoea has resolved. Management should be planned on a careful risk  

assessment, which should take into account continence, personal hygiene, and overall  

health, likelihood of physical contact with other Residents or their food, the facilities available  

and the vulnerability of other Residents. The local NHS Health Protection Team can advise on  

this process.  
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 3.2  The Resident's GP should be notified. If infection is suspected, the GP may arrange for  

specimens to be sent to the laboratory (see Policy IC-PR-18). This is particularly important if  

the diarrhoea follows a course of antibiotic treatment, as it could be diarrhoea caused by C.  

Difficile.  

 3.3  Infected Residents should, if possible, have sole use of a designated toilet as long as their  

symptoms persist. In the case of likely norovirus infection, they should keep a designated  

toilet facility for 48 hours after their symptoms have settled. The local Infection Control  

Team will advise on any special measures necessitated by an outbreak.  

 3.4  If food-borne infection is suspected, the Health Protection Team/ EHO should be contacted  

and samples of faeces/vomit should be retained for investigation. Sudden onset of  

symptoms in several Residents and/or staff over 24-48 hours may suggest a food-borne  

problem.  

 3.5  Most Residents with diarrhoea or vomiting can be cared for in the care Home, as the symptoms  

are likely to subside within 48 hours. In the event of hospital assessment/ admission being  

necessary, the receiving hospital must be notified of the diarrhoea and/ or vomiting.  

 3.6  If there is a possibility of infection before a Resident is admitted and the staff are aware before  

they arrives, then appropriate precautions can be put in place to prevent spread. Single  

rooms should be used where possible for the Resident  

 3.7  If a Resident is discharged from hospital within 48 hours of the last symptoms of diarrhoea and  

vomiting, every effort should be made to care for them in a single room with a dedicated  

toilet and appropriate precautions until they have been clear of symptoms for 48 hours. The  

diarrhoea and vomiting does not preclude the Resident from being returned to the care Home  

but it should be risk assessed before the re-admission is agreed to.  

 3.8  All waste from a Resident with diarrhoea and vomiting should be dealt with as per policy IC-PR-  

05  

 3.9  All laundry from a Resident with diarrhoea and vomiting should be dealt with as per policy IC-  

PR-l0  

 3.10  Consideration should be given to the safety of visitors of Residents with infections, particularly  

if the visitors are elderly or very young. Visitors should be informed of the risks of the cross  

infection. They should be informed of the use of protective clothing if it is in use, and how  

best to wash their hands.  

 3.11  Information for visitors should ask them not to visit if they have had symptoms of diarrhoea  

or vomiting within the previous 48 hours.  
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IC-PR-32  

 1.0  POLICY MANAGEMENT OF CLOSTRIDIUM DIFFICILE (Transmission based precautions)  

 

 1.1  It is Mayflower Care Home’s policy to ensure that the risk of infection is reduced and if a person 

 is, or suspected to be infected that they receive prompt and effective management.  

Clinical Notes  

 C difficile (CDiff) infection is the most important cause of hospital-acquired diarrhoea.  

C.difficile is an anaerobic bacterium that is present in the gut of up to 3 of healthy  

adults. However, C.difficile rarely causes problems in children or healthy adults, as the  

normal bacterial population of the intestine keeps it in check. When certain antibiotics  

disturb the balance of bacteria in the gut, C.difficile can multiply rapidly. If the organism  

possesses the relevant genes at the time it germinates from spores in the gut and toxins  

are produced which cause illness.  

 C.difficile infection ranges from mild to severe diarrhoea. Rarely severe inflammation of  

the bowel known as pseudo-membranous colitis may occur which can be life  

threatening. High fever, abdominal pain, a raised peripheral white cell count and C-  

reactive protein may accompany diarrhoea. Dehydration is a particular risk in the  

elderly.  

 Treatment with broad-spectrum antibiotics (those that affect a wide range of bacteria),  

often up to 6-8 weeks before onset of symptoms, is the most common cause of the  

disease. People with serious underlying illnesses and the elderly, who are more likely to  

be given antibiotics for other bacterial infections, are at greatest risk - over 80 of  

C.difficile infections reported are in people aged over 65 years.  

 C.difficile, and as a consequence infection, is usually spread on the hands of staff and  

other people who come into contact with infected Residents or with environmental  

surfaces (e.g. floors, bedpans, toilets) contaminated with the bacteria or its spores.  

Spores are produced when C.difficile bacteria encounter unfavourable conditions, such  

as being outside the body. They are very hardy and can survive on clothes and  

environmental surfaces for long periods.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect  
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 3.0  PROCEDURE  

The number and presentation of C.Difficile cases will influence the management of C.Difficile  

infection. Cases can either be sporadic or part of an outbreak  

 3.1  Single Case of C. Difficile (Sporadic)  

 3.1.1  Immediate isolation of the Resident in a single room (this may have already happened due to  

clinical suspicion of C.Difficile infection). An en-suite bathroom is preferable. Residents who do  

not have access to en-suite facilities must have a commode dedicated for their use. See  

policy IC-PR-22  

 3.1.2  Residents and relatives should be given information in a manner that will encourage retention  

of information. All procedures including the use of isolation should be clearly explained.  

 3.1.3  All waste from a Resident with suspected or confirmed C.Difficile should be disposed of as per  

policy IC-PR-05  

3.1.4    All laundry from a Resident with C. Difficile should be handled as per policy IC-PR-10  

 3.1.5  Staff must wear aprons and gloves for any direct contact with the Resident or when exposure to  

faeces is anticipated  

 3.1.6  ALL staff entering the Resident's room must wash their hands with soap and water prior to  

leaving. This must be done following removal of protected clothing. The use of alcohol  

hand disinfectant is not advised, as these are not effective in killing C.Difficile spores.  

 3.1.7  A stool chart must be implemented and updated following every bowel action, using the  

Bristol form stool chart. Form Care-FR-36  

 3.1.8  The Resident should be prescribed appropriate antibiotic therapy to treat C.Difficile infection if  

medically indicated.  

 3.1.9  The Resident may be removed from isolation for C.Difficile infection when a 'symptom free  

status' has been achieved. This is defined as a minimum of one type 1-4 stools and no type  

5, 6, 7 stool in the preceding 72 hours. Toxin negative stool samples are not required.  

 3.1.10  Residents with underlying bowel disorders who did not have semi-formed 'normal' stools prior  

to infection should be assessed by the Infection Control Team on an individual Resident basis  

following two courses of antibiotic therapy in accordance with guidelines.  

       3.1.11  Residents with C. Difficile should have their fluid input and output monitored as they may  

become dehydrated.  

3.1.12  Repeat faeces specimens for C.Difficile toxin testing is unnecessary within 28 days of  

        diagnosis but may be undertaken after 28 days if the Resident has persistent symptoms.  

       3.1.13   Residents who develop diarrhoea following a period of being symptom free may have been re-  

infected or relapsed. These Residents must be isolated immediately and a faeces specimen  

sent for C.Difficile toxin testing if more than 28 days since the previous toxin positive result.  
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3.1.14  Residents with C. Difficile who die should have last offices preformed as per policy IC-PR-19.  

Attention should be paid to the requirements of religion and Residents wishes.  

 3.2  Outbreak  

 3.2.1  Two or more cases may indicate an outbreak and this should be notified to the Registration  

and Inspection Authority and the local NHS Infection Control Team. The local NHS Infection  

Control Team will advise the care Home on how to handle an outbreak  

 3.2.2  The Registered Manager or person in charge should liaise with the local NHS Infection  

Control Team daily during the outbreak  

 3.2.3  The Care Home may have to close to admissions and this should be decided with the local  

NHS Infection Control Team Visitors should be advised if the care Home is closed to visitors.  

 3.2.4  Notices should be placed on entrance doors that all visitors should contact the reception  

staff or person in charge before visiting Residents. Relatives should be advised of the risks they  

take if they wish to visit their love done.  

 3.2.5  Where possible the same staff should care for the Residents with C. Difficile to prevent  

transmission of C.Difficile.  

 3.2.6  Residents in the affected care Home who develop diarrhoea/loose stools must have faeces  

specimens sent for C.Difficile toxin testing. All Residents in the affected care Home must have  

stool charts implemented.  

3.2.4    Residents should be cared for as in 3.1  

 3.3  Cleaning  

 3.3.1  The room (and any associated Resident equipment e.g. commode) must be cleaned thoroughly  

on a daily basis using a solution of detergent, hot water, then dried, paying particular  

attention to all Resident contact areas such as table, locker, nurse call, chairs, door handles,  

taps, walking aids etc. Any concerns in relation to the standard of environmental cleanliness  

must be reported to the Manager immediately to allow prompt rectification of the problem.  

 3.3.2  Domestic staff should use single-use disposable cloths, disposable mop heads or launder  

after each use.  

 3.3.3  Any equipment required for Resident management /care should ideally be disposable or must  

be dedicated for that Resident only. It should be thoroughly cleaned after use or when no  

longer required with a solution of detergent and hot water, followed by a clean using  

NaDCare l000ppm (Actichlor). This includes equipment such as sphygmomanometers (BP),  

moving and handling equipment, etc.  

 3.3.4  Therapy mattresses/beds must be decontaminated as per manufacturer's instruction if the  

Resident no longer requires it. Outside agencies can be organised to do decontamination if  

required.  
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3.3.5    Walls should be washed if visibly soiled.  

 3.3.6  Once a Resident no longer requires isolation, a post infection clean of the room and  

toilet/commode is required using a solution of detergent and hot water, followed by a clean  

using NaDCare l000ppm (e.g. Actichlor). A curtain change is also required.  

 3.3.7  If staff have any doubts about how to clean then they should contact the local NHS Infection  

Control Team.  
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IC-PR-33  

 1.0 
 POLICY  

 
MANAGENMENT OF SHINGLES (Transmission based 
precautions)  

 

1.1  It is Mayflower Care Home’s policy that all Residents who have shingles will be treated with care 

and sensitivity. The procedures that are required to prevent the spread of shingles will be 

explained to the Resident and carried out without fuss.  

Clinical Notes  

 Shingles is an infection of a nerve and the area of skin supplied by the nerve. A virus  

called the varicella-zoster virus causes it. It is the same virus that causes chickenpox.  

Anyone who has had chickenpox in the past may develop shingles. Shingles is sometimes  

called herpes zoster. (Note: this is very different to genital herpes, which is caused by a  

different virus called herpes simplex.)  

 About 1 in 5 people have shingles at some time in their life. It can occur at any age, but it  

is most common in people over the age of 50. It is uncommon to have shingles more  

than once, but about 1 in 50 people have shingles two or more times in their life.  

 Most people have chickenpox at some stage (usually as a child). The virus does not  

completely go after you have chickenpox. Some virus particles remain inactive in the  

nerve roots next to your spinal cord. They do no harm there, and cause no symptoms.  

For reasons that are not clear, the virus may begin to multiply again (reactivate). This is  

often years later. The "re-activated" virus travels along the nerve to the skin to cause  

shingles.  

 In most cases, an episode of shingles occurs for no apparent reason. Sometimes a period  

of stress or illness seems to trigger it. A minor 'ageing' of the immune system may  

account for it being more common in older people. (The immune system keeps the virus  

inactive and prevents it from multiplying. A slight weakening of the immune system in  

older people may account for the virus 'reactivating' and rnultiplving to cause shingles.)  

 Shingles is also more common in people with a poor immune system.  

 Persons in charge should keep a record of Residents suffering from any infectious disease.  

Care Homes should ensure that they provide suitable and sufficient information on each  

Resident's infection status whenever they are moved from the care of one organisation to  

another.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect  
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 3.0  PROCEDURES  

 3.1  Transmission of infection is by direct contact with the rash. Therefore disposable gloves and  

apron should be worn when caring for a Resident with Shingles.  

 3.2  Special care should be taken when applying lotions or creams to lesions.  

 3.3  Single room accommodation is preferred where possible.  

 3.4  A Resident with shingles should not mix with Residents who have not had chickenpox but there is  

no need for isolation, especially where the lesions are on the body and therefore covered by  

clothing or where dressing can cover lesions.  

 3.5  Only staff that has had chicken pox should be allowed to care for the Resident until the lesions  

have scabbed over  

 3.6  Residents and relatives should be reassured and given information so that they can make  

informed decisions about their care and understand why the precautions are required.  
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IC-PR-34  

 

1.0  POLICY MANAGEMENT OF JAUNDICE/HEPATITIS  

        1.1  It is Mayflower Care Home’s policy that all Residents who have Jaundice/ Hepatitis will be treated with care 
and sensitivity. The procedures that are required to prevent the spread of Jaundice/ Hepatitis will be explained to 
the Resident and carried out without fuss. Staff should be aware that Jaundice and Hepatitis might have a social 
stigma.  

 1.2  Persons in charge should keep a record of Residents suffering from any infectious disease. Care  

Homes should ensure that they provide suitable and sufficient information on each Resident's  

infection status whenever they are moved from the care of one organisation to another.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect  

 3.0  PROCEDURES  

 3.1  Residents with sudden onset of jaundice should be isolated in a single room, with use of a  

dedicated toilet, until hepatitis A has been ruled out. See policy IC-PR-22  

 3.2  Residents with jaundice due to hepatitis B or C, or those who are carriers of the viruses or have  

HIV infection, do not need to be isolated.  

 3.3  All waste from a Resident with suspected or confirmed jaundice/ hepatitis should be disposed  

of as per policy IC-PR-05 until advised otherwise by the local NHS Infection Control Team  

 3.4  All laundry from a Resident with jaundice/ hepatitis should be handled as per policy IC-PR-10  

until advised otherwise by the local NHS Infection Control Team  

 3.5  The Manager or person in charge should notify the Inspection and Regulation Authority and  

the local NHS Infection Control Team of a confirmed case of Hepatitis or HIV infection  

 3.6  Staff should offer information to Residents and relatives in such a way that they can make  

informed decision with regard to their care  

 3.7  Staff should handle a Resident's care with sensitivity and confidentiality. Information should not  

be passed to other Residents or visitors unless it is required for the care of the Resident with  

jaundice/ hepatitis. 
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IC-PR-35  

 1.0  POLICY MANAGEMENT OF RESPIRATORY INFECTIONS (Transmission based precautions)  

 1.1  It is Mayflower Care Home’s policy that all Residents who have a respiratory infection will be treated  

with care and sensitivity. The procedures that are required to prevent the spread of respiratory infections 

must I be explained to the Resident and carried out without fuss.  

Clinical Notes  

 Respiratory infections are very common and may be serious in elderly or debilitated  

people. They may be viral or bacterial in origin. The risk of respiratory infections can be  

reduced by annual influenza vaccination of elderly Residents, and younger Residents with  

serious underlying health problems. Influenza immunisation for care staff can also  

reduce the likelihood of a 'flu outbreak' occurring. Elderly Residents should also receive  

pneumococcal vaccine  

 Persons in charge should keep a record of Residents suffering from any infectious disease.  

Care Homes should ensure that they provide suitable and sufficient information on each  

Resident's infection status whenever they are moved from the care of one organisation to  

another.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect  

 3.0  PROCEDURES  

 3.1  Residents who are in the acute phase of their respiratory infection should be cared for in a  

single room if possible. This because many of these infections are airborne and coughing will  

spread the infection. See policy IC-PR-22  

 3.2  The staff should explain all procedures and why they are necessary to the Resident and their  

relatives so that they can make informed decisions about their care.  

 3.3.  The GP may arrange for sputum specimens/respiratory secretions to be sent to the  

laboratory. These should be handled as per policy IC-PR-18  

 3.4  If an outbreak of respiratory disease in a care Home is suspected, the local NHS Infection  

Control Team should also be contacted. They may arrange for the collection of further  

specimens, and suggest the use of antiviral medication if indicated.  

 3.5  Consideration should be given to the safety of those visiting Residents with infections,  

particularly elderly and very young visitors. Relatives should be given information that will  
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allow them to make an informed decision about visiting Residents in the care Home.  

 3.6  If Residents require admission to hospital during a possible outbreak of respiratory infection,  

the admitting hospital should be informed of the infection risk before the Resident arrives.  

 3.7  Pneumonia, unless associated with a viral influenza-like illness, is unlikely to be infectious to  

others. Nevertheless, the Resident may be very ill and nursing in a single room is desirable.  

 3.8  Waste should be handled as per policy Care-IC -05  

 3.9  Laundry should be handled as per policy IC-PR-l0  
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IC-PR-37  

 1.0 
 POLICY  

 
MANAGEMENT OF 
CATHETER  

 

1.1  It is Mayflower Care Home’s policy that Residents with catheter requirements will be cared for in such a way  

as to reduce the risk of infection.  

Notes  

Urinary catheters are inserted to provide urinary drainage. They may be introduced via the  

urethra or into the bladder through a supra-pubic procedure. Comprehensive information,  

advice and support are available from the continence advisors.  

Bacteria may enter the bladder of the catheterised patient in one of four ways:  

 Introduced with the catheter at the time of insertion  

 Travel along the outside of the catheter  

 Travel along the inside lumen of the catheter  

 Through a break in the closed system.  

Indwelling urinary catheters should be used only after alternative methods of management  

have been considered. Following assessment, the best approach to catheterisation that  

takes account of the clinical need, anticipated duration of the catheterisation; patient  

preference and risk of infection should be selected.  

There are a variety of types of urinary catheters.  

 2.0  RESPONSIBlITIES  

 2.1  Registered Manger is responsible ensuring staff are aware of this policy.  

 2.2  Person in charge is responsible for ensuring that staff adheres to the policy.  

 2.3  Carers are responsible for adhering to the policy. 
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 3.0  PROCEDURE  

 3.1  The patient's clinical need for catheterisation should be documented and reviewed by the District 

Nurse regularly. Catheter insertion, changes and care should be documented.  

 3.2  When the assessment for the need for catheterisation is made the catheter material and  

expected usage should be recorded. This information can be gathered from the District Nurse 

carrying out the procedure  

 3.3 A link system should be used to facilitate overnight drainage, to keep the original system  

intact.  

 3.4 Day drainage bag should be single-use and may be left in place for seven days.  

 3.13  Staff should ensure that the connection between the catheter and the urinary system is not  

broken except for good clinical reasons, (for example changing the bag in line with the  

manufacturer's recommendations).  

 3.14  Urinary drainage bags should be positioned below the level of the bladder, and should not  

be in contact with the floor.  

 3.15  The urinary drainage bag should be emptied frequently enough to maintain urine flow and  

prevent reflux, and should be changed when clinically indicated.  

 3.20  Residents should be cared for in a sensitive manner that takes into account possible issues  

around continence. They should be given information about catheters so that they can make  

informed decisions about their care.  
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IC-PR-38  

 1.0 
 POLICY  

 
MANAGEMENT OF HIV/AIDS (Transmission based precautions)  

 

 1.1  It is Mayflower Care Home’s policy that all Residents who have HIV/ AIDS will be treated with care 

and sensitivity. The procedures that are required to prevent the spread HIV/ AIDS will be  

explained to the Resident and carried out without fuss. Confidentiality is vital for Residents.  

 1.2  All staff must respect the Resident's confidentiality and not discuss the Resident's diagnosis with  

anyone except where it is required for the care of the Resident.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect  

 3.0  PROCEDURE  

 3.1  Staff must not discuss the Resident's diagnosis with anyone unless it is required for the care of  

the Resident.  

 3.2  Staff should offer care to a Resident with HIV/ AIDS as normal. Universal precautions should be  

used.  

 3.3  Waste should be handled as per policy Care-IC -05  

 3.4  Laundry should be handled as per policy IC-PR-10  

 3.5  Staff should offer Residents time to discuss their diagnosis if they wish so that the Resident can  

express their needs. Any issues that the staff member feels unable to respond to should be  

passed on to the appropriate person.  
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IC-PR-39  

 1.0 
 POLICY  

 
MANAGEMENT OF HEAD LICE (PEDICULUS HUMANUS CAPITIS)(Transmission 

based precautions)  

 

 1.1  It is Mayflower Care Home’s policy that all Residents should be free of infestations of head lice  

(Pediculus humanus capitis). Residents that do get head lice should be handled with care and  

sensitivity.  

Clinical Notes  

 The head louse is a small insect that feeds by sucking blood and likes to stay close to the  

scalp for warmth. Head lice feed on blood and tend to be found close to the scalp at the  

base of the hair shaft. They will cover the entire scalp. They only seek each other in  

order to mate.  

 The human louse cannot live on any other animal. It moves by crawling on hair and can  

neither jump nor fly. It grows to full size (a little smaller than a match head) in about 10  

days, with a life span of perhaps 2 weeks. Whilst growing it changes its skin three times.  

Cast skins and louse faeces (which look like black dust) may be found on the pillows of  

infected people.  

 The female lays 5 to 8 flesh coloured eggs glued to the base of the hair each night. These  

take 5 to 7 days to hatch. The empty eggshells, called nits, grow out with the hair at  

about one centimeter per month. Lice move fast and can easily be missed when a head  

is inspected. They have no particular preference for hair colour, length or state of  

cleanliness. Short hair allows easy transfer from one head to another. Vigorous combing  

injures Head lice. An injured louse cannot grip onto the hair and can easily be combed  

out. Re-infection may occur rapidly between intimate contacts.  

 2.0  RESPONSIBLITIES  

        2.1  Registered Manager is responsible for ensuring that the policy is adhered to and for  

informing the Inspection and Registration Authority and the local NHS Infection Control  

Team of the infection.  

        2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

local NHS Infection Control Team.  

        2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

sensitivity and respect  

 3.0  PROCEDURE  

 3.1  Prevention  

3.1.1  All staff should observe the condition of Residents' hair and scalp whilst undertaking personal  

care and grooming. Occasionally staff may notice a Resident scratching their head persistently,  

or find a fine black dust on pillowcases. If these signs are noticed, a detector (fine-toothed)  

comb should be used to exclude the possibility of head louse infestation.  
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 3.1.2  When one Resident has been found to have head lice, all other Residents must be carefully  

checked using the detection comb.  

 3.1.3  Staff should be sensitive when explaining the procedure that they are undertaking as head  

lice can have a social stigma.  

 3.2  Treatment  

 3.2.1  Staff should only treat those with a proven head lice infection that is the presence of live,  

crawling lice.  

3.2.2   There are two options for the treatment of head lice:  

Wet Combing  

This method requires perseverance, but may be preferable to using a chemical product on  

the Resident's head. However if treatment continually fails then treatment with insecticides  

may still be required.  

The procedure is as follows:  

 Wash the hair in the normal way with an ordinary shampoo  

 Make sure the teeth of the comb slot into the hair at the roots with every stroke. This  

should be done over a pale surface, such as a paper towel or the bath  

 Clear the comb of lice between each stroke  

 Wet lice find it difficult to escape, so removal with the comb is easier  

 This routine should be repeated every day for 2 weeks, so that any lice emerging from  

the eggs are removed before they can mature, mate and lay more eggs.  

Insecticides  

There are three main chemicals used. All must be used according to manufacturer's  

guidance.  

 Malathion  

 Pvrethrolds phenothrin  

 Permethrin, Carbaryl. (PRESCRIPTION ONLY)  

 For individuals that suffer from asthma, eczema, etc., alcohol-based products should be  

avoided. Aqueous (water) based products are safe to use.  

 Insecticides should ONLY be used if live lice are found.  

 Insecticides must not be used more than once a week, and not for more than 3  

consecutive weeks.  

 3.2.3  Head lice shampoos and cream rinses are not recommended as they are poor at killing head  

lice and do not kill eggs. They should not be used to get rid of lice, nor as a preventative  

measure.  
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 3.3  Post Treatment Care  

 3.3.1  After treatment, ensuring manufacturer's guidance has been followed and the lotions has  

been in contact with the hair for the recommended amount of time, shampoo and condition  

the hair. Whilst the conditioner is still on the hair, use a fine-toothed comb to remove dead  

lice and nits. It could take up to 24 hours for lice to die, so do not assume the treatment has  

not worked.  

 3.3.2  To ensure the treatment has been successful, detection combing on wet hair should be  

carried out on all treated persons 3 times during the next 7 days.  

 3.3.3  Re-treat on the 7th day whether or not live head lice are found. This is to ensure that lice  

hatching from any viable eggs are killed before reaching maturity. If very small lice are  

found, this could be due to eggs having survived treatment and re-application with the  

recommended product should be carried out 7 days after the initial treatment. If large lice  

are found, re-infection from an outside source is likely. A repeat treatment should take place  

and careful contact tracing is required to identify the source of re-infestation.  

 3.3.4  Contact tracing, screening and treating is a vital part of the control of head lice. The person  

with lice will have caught them from another person who already had head lice and with  

whom they had head-to-head contact. That person will be someone who has close physical  

head-to-head contact with the Resident, and may not themselves be aware they have lice.  

 3.3.5  A list should be formulated by each person with head lice of every person they have had  

head-to-head contact with lasting one minute or more in the past month. This list will be  

fairly short, but, if the list is complete, the original donor of the head lice can be identified.  

 3.3.6  Every person on the list should then be told that they have been in contact with a person  

who has had head lice and that they should have their own hair checked.  
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IC-PR-40  

 1.0 
 POLICY  

 
MANAGEMENT OF 
FLEAS  

 

 1.1  It is Mayflower Care Home’s policy that all Residents should be free of infestations of fleas. 

Residents that do get fleas should be handled with care and sensitivity.  

Clinical Notes  

 Fleas are common bloodsucking parasites. Wingless, a flea cannot fly, but its flat body  

slips through the strands of its host's hair or fur quite easily on powerful legs. Only about  

3 mm (0.125 in) long, the human flea, Pulex irritans, can jump as far as 33 cm (13 in).  

 Human infestation is usually with the more common dog, cat or bird fleas, which will  

bite humans in absence of preferred host. The human flea is now rare.  

 

2.0  
 
RESPONSIBLITIES  

 

 2.1  Registered Manager is responsible for ensuring that the policy is adhered to and for  

       informing the Inspection and Registration Authority and the local NHS Infection Control  

       Team of the infection.  

 2.2  Person in Charge is responsible for ensuring the policy is adhered to and when the Manager  

       is unavailable for reporting the infection to the Inspection and Regulation Authority and the  

       local NHS Infection Control Team.  

 2.3  Carers are responsible for adhering to the policy and ensuring that the Resident is handled with  

       sensitivity and respect  

 3.0  PROCEDURE  

 3.1  Staff should check Residents skin daily however fleas do not live on the body, but may be found  

       within clothing folds and seams.  

 3.2  Staff should look for a locallsed bite reaction, which is often inflamed and itchy. They can  

       also lead to severe dermatitis if the host(s) is subjected to prolonged infestation.  

 3.3  The environment should be treated by an insecticide recommended by the local NHS  

       Infection Team as fleas may survive for some months without feeding,  

 3.4  Where an infestation of fleas is confirmed, treatment is to bathe Resident and change all linen.  

All clothing and linen should be washed as per policy IC-PR-l0. I.e. put clothing and any bed  

linen that the infested person used during the 2-3 days before treatment into dissolvable  

bags, and send to laundry for hot wash in red outer bag. Wash on hottest available cycle and  

preferably tumble dry on hot.  

 3.5  Specific treatment is normally not required. However medical advice should be sought for  

       treatment of any bites or dermatitis.  
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 3.6  When treating the Resident and removing linen and clothes staff should wear disposable gloves  

and a disposable apron, Staff should be bare from elbows down but the rest of the body  

should be covered to discourage biting from fleas  

 3.7  Bath Resident and dress in fresh linen. If clothing in very poor repair, obtain and document  

permission from Resident or relatives to incinerate.  

 3.8  Dry-clean clothing that is not washable.  

 3.9  Vacuum clean all living areas and bedrooms before bed re-made with clean linen.  

 3.10  Residents will become re-infested if the care Home or pets are infested. Staff should therefore  

seek advice from a Veterinary Practice, as there are several products available on the market  

for the animal treatment of fleas. These include sprays, spot-on treatments, pills and flea  

powders. Sprays for the household contain insecticides, which act as insect growth  

regulators or insecticides, which are chitin inhibitors; both these insecticides prevent the  

flea larvae from reaching maturity. 5.19 Household sprays are designed for use on carpets,  

upholstery and in areas where the animal sleeps e.g. pet bedding.  

 3.11  Staff must treat the Resident with care and sensitivity whilst carrying out treatment as fleas  

have a social stigma.  
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IC-PR-45 

 1.0  POLICY     FOOD HYGIENE FOR NON KITCHEN STAFF  

 1.1  It is Mayflower Care Home’s policy that excellent food hygiene should be maintained in the care  

Home. All staff should be aware of the food hygiene policy and kitchen staff must know and  

follow the catering policies. The management procedures should be based upon the  

principles of the Hazard Analysis and Critical Control Point (HACCP) system. HACCP is a  

system that identifies food safety hazards and puts controls in place to prevent, as far as  

possible, harm to Residents. This is described in more detail in the Part 8 of the Quality Care  

Manual - Catering.  

 1.2  All staff engaged in food preparation or handling should be trained, supervised or instructed  

to a level sufficient to enable them to prepare food safely. This policy relates to the staff  

who may handle food but do not work in the kitchen.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manger is responsible for organising the training of non-catering staff in basic  

food hygiene. The Manager is also responsible for ensuring this policy is followed.  

 2.2  Person in Charge is responsible for ensuring this policy is followed when the Manager is  

unavailable.  

 2.3  All Staff are responsible for handling food in a manner that is safe and reduces the risk to  

Residents.  

 3.0  PROCEDURE  

 3.1  All food handlers must follow hygienic practices and personal hygiene.  

 3.2  Hands and clothing must be clean before handling food  

 3.3  Staff must put a clean disposable apron on before handling food.  

 3.4  Staff should check that the food served is of good and wholesome quality and in hygienic  

       conditions  

 3.5  Staff should check "use by" dates and use food within recommended times  
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IC-PR-46  

 1.0  POLICY PESTS  

 1.1  It is Mayflower Care Home’s policy that the care Home is an environment, which will reduce the risk  

of pest infestation. The Company is aware that all areas but especially the kitchens and food  

stores provide ideal conditions for pests.  

 1.2  The Company recognizes that good environmental hygiene is necessary to reduce the risk  

of pest infestation. See policy IC-PR-07, policy IC-PR-08 and policy IC-PR-09 for cleaning of  

environment  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manager is responsible for the strategic organisation of the cleaning of the  

environment. This should include the devising of cleaning plans, audit and organising the  

training of the staff. The Manager must ensure that sufficient materials are available for the  

cleaning of the environment and that a pest control firm is employed to do regular checks of  

the care Home  

 2.2  Person in charge is responsible for ensuring the staffs carries out the policy and auditing the  

environment if the Manager is not available.  

 2.4  Carers are responsible for cleaning and tiding the Residents' room. Carers should handle the  

disposal of clinical waste and blood or body fluid spillages. They should report all problems  

to the Manager or person in charge if the Manager is not available.  

 2.5  Domestic staff is responsible for the cleaning of the environment and reporting any  

problems that may occur to the person in charge or Manager. When carers are unavailable  

then domestics should handle the disposal of clinical waste and blood and body fluids  

spillages  

 3.0  PROCEDURE  

 3.1  Kitchen and storage areas provide excellent areas for pests so the following control  

measures should be taken:  

 Stop pests getting in with well-fitting doors, covered drains, fly screens or bird- netting  

 Look out for evidence of the presence of pests - droppings, nests, chew-marks on wood  

or cables in the case of rodents; or, for insects, droppings, egg cases, vomit marks,  

damaged food containers, webbing caused by moths or the presence of the live insects  

themselves  

 Discard any foodstuffs or other articles affected by pests, including milk from bottles  
whose tops have been pecked by birds  

 Kitchen staff should liaise with the environmental health officer from the local authority  

the care Home's commercial pest control company for advice.  

 Use rodent-proof containers with well-fitting lids  

 Store food off the ground  

 Use a properly installed electric flying-insect killer  
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 3.2  All staff should make the care Home less welcoming to pests by cleaning up any spillages  

and decaying food immediately in all areas of the care Home  

 4.0  Pest specific Procedures  

 4.1  Ants  

 There are two main types of ants, the black or garden ant and the pharaoh's ant. Ants  

prefer to eat protein-rich foods, such as meat and cheese, as well as fats, sugar and  

chocolate.  

 Pharaoh's ants are yellow-brown in colour and very small, usually around 2 mm in  

length.  

 Nests are located within the fabric of buildings, along heating ducts and in wall cavities.  

 Pharaoh's ants feed on a wide variety of foods and also gnaw holes in material and  

rubber goods. These ants are capable of transmitting diseases and contaminating sterile  

materials with organisms such as staphylococci.  

Treatment: garden ants require insecticidal treatment to destroy their trails, but tropical  

ants, like Pharaoh's ants; need to be treated by baiting so that nests can be destroyed.  

 4.2  Cockroaches  

 There are many different kinds of cockroach. Some of the more common types that  

occur in the UK include the common cockroach, German cockroach, brown-banded  

cockroach, American cockroach and Australian cockroach.  

 Cockroaches can seriously harm business reputations, particularly within the food  

industry.  

 The brown-banded cockroach is often found in residential premises.  

 The adult cockroaches are quite small, usually around 10-15 mm long, and are a  

yellowish-brown colour, with dark hoops around their body.  

 The German cockroach is often found in kitchens and laundries, hence its common  

name, the steamfly. The adult cockroaches are quite small, usually around 10-15 mm  

long, and are again yellowish-brown in colour but with two dark longitudinal marks or  

stripes.  

Treatment: infestations can be very deep-seated within buildings and need regular and  

thorough treatment to control them. This does vary depending on the type of cockroach.  

 4.3  Mice  

The house mouse is a very common pest of buildings. Field mice and other less common  

rodents are not usually found in houses, but may cause infestations occasionally. The  

identification of droppings usually confirms mice are present. They can also cause damage to  

foodstuffs, chew wrappers and cause holes in a variety of materials.  

Treatment: mice can be controlled using a combination of rodenticidal baits and proofing.  

 4.4  Rats  

The most common species of rat found in the UK is the brown rat. There is also the black rat,  

which is much less common and is usually found in a very few portside areas. Rats tend to  

be a problem as they are destructive and transmit many infections such as Weil's disease.  

Treatment: successful eradication may be possible using a combination of rodenticidal baits  

and proofing.  
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IC-PR-47  

 1.0  POLICY      PREVENTION OF INFECTION FROM PETS  

 

 1.1  It is Mayflower Care Home’s policy that pets should be allowed into the care Home providing that  

their presence is risk assessed. Pets can often enhance the quality of life for the ageing and  

the ill. However, there are worries that a Resident may catch an infection from a pet, especially  

if the Resident's immunity is reduced through age, illness or therapy. Sensible precautions can  

reduce this risk to an acceptable level.  

 1.2  There should be a written agreement within the establishment to ensure full understanding  

of:  

 The types of animals allowed for the purposes of 'pet therapy' - only mature,  

House trained pets are acceptable  

 The control and permitted behaviour of pets while on the premises  

 The routes for entry to and passage through the premises  

 The areas where pets are not allowed  

 Any insurance liability of owners and handlers.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manger is responsible for ensuring that a knowledgeable person is responsible  

for the animal and that there is no risk of contravening the relevant safety legislation. The  

care Home manger should also risk assess any pets that are present in the care Home.  

 2.2  Person in Charge is responsible for ensuring this policy is followed when the Manager is  

unavailable. They must also report any problems to the Manager or the person in charge, if  

the Manager is not available.  

 2.3  Carers are responsible for following the policy and reporting any problems to the Manager  

or the person in charge, if the Manager is not available.  

 2.4  Domestic staff is responsible for following this policy and reporting any problems to the  

Manager or person in charge if the Manager is unavailable  

 3.0  PROCEDURES  

 3.1  Pet therapy animals can be used if the following checks are in place that all animals brought  

into the Care Home are within the following recommended guidelines:  

 All animals should be regularly groomed and checked for signs of infection or other  

illness  

 If pets become ill, diagnosis and treatment by a vet should always be sought and the  

animal should not be in the Care Home until restored to health  

 All animals should have received relevant inoculations  

 All animals should be wormed regularly every six months  

 Claws should be kept trimmed to reduce the risk of scratches; any scratches on Residents  

should be promptly and thoroughly cleaned and observe for signs of infection  

 Pets should have been exercised before being allowed to meet with Residents  

 All pets, but especially cats and dogs, should have their coats cleaned regularly; bedding  

should also be cleaned regularly and insecticides used, as necessary, on the environment  



93 | P a g e         M a y f l o w e r  C a r e  H o m e  

Reviewed 21.03.2017 

 

and the pet to control fleas; specialist advice should be sought if problems occur.  

 3.2  Staff needs to be familiar with good hygiene and safety practice in relation to pets that  

belong to the care Home or Residents in the care Home. These include:  

 Pets should not be permitted to lick Residents or jump on them in a manner which may  

cause accidents  

 After Residents and guests have touched animals, they should wash their hands well  

 Pet feeding areas should be kept clean  

 Pets should have their own feeding dishes, which should be washed separately from  

dishes and utensils used for Residents and staff  

 Pets should not be fed in the kitchen or other food preparation areas  

 Recognised commercial brands of pet food should be used and pet food containers,  

once opened, should be kept separate from food for human consumption  

 Food not consumed within about 20 minutes should be taken away or covered and  

spillages cleared up to prevent attracting pests.  

 3.3  Litter boxes and cages can be used if required but the following should be completed;  

 Litter boxes/ cages should be cleaned by someone who is healthy and not pregnant  

 A protective apron and gloves should always be worn when they are being cleaned  

 A disposable liner should be fitted to the box/ cage for easy cleaning  

 Litter or cages should be changed daily  

 Litter should be sealed in a plastic bag and disposed of in accordance with local guidance  

 The box/ cage should not be sited near food preparation, storage or eating areas  

 The box should be disinfected weekly by filling with boiling water, which is allowed to  

stand for at least five minutes in order to kill Toxoplasm eggs and other microorganisms.  

 3.4  Vets have identified some animals that are more likely to carry disease that could be spread  

to humans:  

 Stray animals  
 Sick animals, including birds  

 Wild animals, including birds  

 Animals with diarrhoea  

 Exotic animals  

 Cage birds (may carry psittacosis)  

 Tropical fish (may carry a form ofTB)  

 Domestic pets that hunt and eat wild animals.  

 Good general hygiene and hand hygiene are essential for risk reduction. By ensuring that  

all the above advice is followed, the physical and psychological benefits of having pets  

should improve the quality of life of the Residents.  
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IC-PR-48  

 1.0  POLICY           VISITORS  

 1.1  It is Mayflower Care Home’s policy that visitors are welcomed in the care Home. However there is  

a responsibility on both the care Home and the visitors to ensure they keep the risk of  

infection of visitors and Residents to a minimum. This policy ensures that risk of cross infection  

is kept to a minimum. Most relatives and friends appreciate the risk of spreading infection  

to elderly, vulnerable people.  

 2.0  RESPONSIBLITIES  

 2.1  Registered Manger is responsible for providing information that is clear and concise to staff  

and visitors. They must also ensure that all equipment for infection control is available.  

 2.2  All staff is responsible for informing visitors of the infection control guidelines that the  

visitors need to follow to reduce infection for the Resident or themselves.  

 2.3  Visitors are responsible for following the guidelines in this policy and other policies relating  

to infection control that affect them.  

 3.0  PROCEDURE  

 3.1  Visitors  

 3.1.1  Visitors that have current symptoms of infection should be advised to telephone for advice  

before visiting. It may be necessary for staff to explain kindly but firmly that under certain  

circumstances visits should not be made.  

 3.1.2  Visitors should be requested to help staff to keep the risk of spread of infection to a  

minimum and it may be helpful to display notices asking visitors who have symptoms of  

infection, particularly relating to respiratory or gastrointestinal tract, skin or eyes, to speak  

to the nurse or person in charge before seeing any Residents. This applies especially to young  

children who are more likely to spread infection to elderly relatives.  

 3.1.3  All visitors should be encouraged to wash their hands at the start and end of each care  

Home visit. Visitors should wash their hands in hand wash sinks with liquid soap and paper  

towels available.  

 3.1.4  Visitors should check on the status of all Residents they intend to visit just in case they need to  

arrange their visits to reduce the risk of cross infection.  

3.1.5    Staff should inform the visitors of possible relevant infection control risks.  

 3.1.6  Staff should politely remind visitors to wash their hands before and after visiting the care  

Home.  

 3.1.7  Staff should ensure all materials required for hand washing or other infection control  

precautions are available. If there is a problem it should be reported to the Manager or the person in charge 

if the Manager is unavailable.  
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3.2  Gifts of food  

 3.2.1  Visitors frequently bring food in for Residents. It is preferable for this food to be of a low risk  

nature, such as fruit, biscuits, chocolates and pre-packaged fruit drinks.  

3.2.2    Visitors should be discouraged from bringing in foods that are required to be kept hot.  

 3.2.3  If chilled food is brought in, it should be transported to the care Home in a chilled container  

and labelled with the Resident's name and the date. Such food should be placed in a  

refrigerator which is maintained at a temperature of +4° to +8° (preferably one used only  

for this purpose); if it is not consumed within 24 hours, it should be disposed of safely.  

 3.2.4  Managers should ensure that Residents and visitors are aware of this policy.  
 
 


