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1
STANDARD PRINCIPLES OF INFECTION CONTROL

Hand Hygiene
1.1
Reason for hand hygiene 

Hand washing is the single most important means of controlling the spread of infection.  
The micro-organisms on the hands are grouped into two categories - resident and transient flora. Resident flora is usually of low virulence and rarely causes infections except when introduced into the body through introduction of a urinary catheter, or an open wound. Transient flora may consist of many different pathogenic micro-organisms. They are not firmly attached to the skin and can usually be removed quickly and effectively with soap and water. 
Hands should be decontaminated either by washing or using an alcohol hand gel after every patient contact. If hands are visibly dirty and have been in contact with blood or body fluids, the choice for hand hygiene should be handwashing.  

Alcoholic hand gel, if used, should be rubbed into hands using the “Six Stages of Handwashing Technique (see 1.1.3).  
The purpose of hand hygiene with adequate drying is to remove transient microbial contamination that has been acquired during contact. The hands should be dried properly after washing because this reduces the number of organisms subsequently released from the hands. 
Dedicated hand washing basins should be available in all clinical areas including consultation room, treatment room, chiropody room and children clinic room. They should be fitted with elbow operated mixer taps. 
Yearly hand hygiene training for all staff in the practice and records of training should be available at all times.
Note:

· Wash hands before and after episode of patient contact
· Wash hands between different clinical activity for the same patient

· Wash hands before putting gloves on and after taking them off

· Wash hands when hands are visually dirty 

· Wash hands when have been in touch with a contaminated object

1.1.1: Hand washing agents 

	Hand Washing Agents 
	Instruction for Use 

	Liquid Soap 
	Disposable paper towels should be used for hand drying and dispensed from a wall mounted dispenser. 

	Chlorhexidine (e.g. Hibiscrub) or Povidine iodine 7.5% (surgical scrub e.g. Betadine) 


	These preparations should be used prior to minor surgery.
Not for routine use. Wet hands and forearms, apply solution and wash for 2 minutes. Ensure individual fingers and thumbs are washed. Rinse. Dry hands thoroughly using sterile paper towels before putting on a pair of sterile gloves.

 


1.1.2. Hand washing technique 

An appropriate technique for handwashing will ensure that hands are cleaned effectively. What follows is a good, basic technique that should be followed every time hands are washed in the clinical environment. 

· Get water to correct temperature, not too hot or too cold

· Wet your hands before putting liquid soap on

· One squirt of liquid soap

· Perform six-stage handwashing technique for 10-20 seconds of rubbing.  Remember to include the wrists (see 1.1.3).
· Rinse hands thoroughly – remove all traces of soap
· Dry hands with paper towels – especially between fingers.
· Dispose of paper towels into foot-operated domestic waste bin.
· Turn taps off – with elbows if elbow operated taps or with a clean, dry paper towel.
1.1.3 Handwashing Technique:

[image: image1.emf]7 step technique


1.2
Personal Protective Equipment (PPE):

· Wear gloves for a procedure which could have direct contact with blood/ body fluids

· Risk assessment must be made for each patient contact with known infectious disease, e.g. Methicillin Resistant Staphylococcus Aureus (MRSA) that the correct protective clothing is worn. 

· Wear a plastic apron when the procedure could possibly cause splashes of blood & body fluids

· Change between patients

· Change between procedures

· Wear eye protection and surgical mask when risk of splashing or when aerosol formation is possible

· Wear surgical mask when dealing with patients with cold or flu  

(No induced cough procedure should be carried out in a GP practice on a patient with cold or flu except in a controlled environment).
· Supplies of disposable gloves, aprons and masks (if necessary) should be accessible in clinical rooms and treatment rooms.
1.3   Waste Management:

Producers of clinical waste have a responsibility under the Health & Safety at Work Act (1974), to store and dispose of clinical waste and sharps safely.  The duties of care provisions of the Environmental Protection Act (1990) impose serious penalties if segregation and disposal procedures are not followed.  

· Contaminated dressings and all disposable items and protective clothing are infectious hazardous (clinical) waste; e.g. wound dressings, apron & gloves and used specimen containers.

· The orange plastic bin-liners are for clinical waste bins.
· Sharps (syringes & needles) are to be disposed of directly into a yellow rigid sharps container made to BS 7320 and UN3291 standard.  Sharps generated by a doctor/ nurse on a client’s premises should be disposed of by the doctor/ nurse in one of these purpose made sharps containers and taken to the practice for safe disposal.

· Domestic (non-hazardous) waste is in clear or black bin-liners for all other waste.

Waste Collection: 

Independent waste disposal contractors must be appointed in accordance with the duty of care, i.e. the contractor must be a registered carrier of waste.     

The waste storage/ collection area should be inaccessible to animals and the public.  Clinical waste should be stored in pad locked bins provided by the waste contractor.

Note:

· Black waste collection containers are for domestic waste – for landfill only.

· Orange waste collection containers are for clinical waste – for treatment / sterilisation before landfill.

· Sharps bins (with yellow lids) should not be included in the yellow collection container because it is for incineration.  They should be collected from the practice staff.
· Waste collection area should be inaccessible to animals and the public. The containers should have pad locks.
1.4
Cleaning of Medical Equipment & Environment

Cleaning of Medical Equipment:
· Clean medical equipment as per manufacturers’ instructions between patients. 

· Single-use items must be disposed of after each use (Appendix B).

· All reusable instruments, if in use, must be sent to the contracted central sterilization department (CSSD) for high level disinfection or sterilisation for instruments which enter into sterile areas like a wound.  CSSD has a controlled environment with trained staff to reprocess and sterilize medical instruments.
 

· A ‘Decontamination Certificate’ must be affixed to any medical equipment due to be returned to the Equipment Library, for service & repair; showing the date of cleaning and the name and title of the staff who did the cleaning (see Appendix C).

· The suction machine must be cleaned and dried thoroughly before each patient and before storage.

General Environmental Cleaning

· All rooms and corridors must be cleaned or vacuumed regularly with a suitable cleaning detergent.  

· Toilets should be cleaned at least daily with a specific toilet cleaning product preferably with a chlorine base solution.

· Work tops should be clean before commencing work.

· Flooring and walls should be free from holes/ cracks and body fluids stains.

· The horizontal surfaces of all rooms including consultation rooms, treatment rooms, podiatry rooms, etc. must be wiped down each day. 
· High & low dusting should be carried out regularly.

· Records of cleaning and monitoring are to be maintained and signed off by the responsible staff. 
A-Z cleaning and disinfectant policy for the environment and facilities

(All cleaning solutions if not purchased ready to use, must be made up daily in concentrations as per manufacturers’ instructions.)

	Equipment
	Routine decontamination method
	Acceptable alternative if required
	Additional information

	Bowls/buckets including those used for patients with leg ulcers, or similar
	Wash, dry, store inverted (always use with plastic liner for patient use)
	If patient is infected, wash and then disinfect using a phenolic or chlorine-based product, e.g. Chlor-clean solution
	

	Carpets (not in clinical areas)
	Vacuum daily.  Steam clean periodically
	For contamination spills, clean with detergent and disinfect.  NB Some disinfectants will damage carpets
	Ensure vacuum filters are changed as per manufacturers’ instruction.

	Equipment surfaces including lamps
	Damp dust with freshly prepared detergent solution, and dry
	Clean and wipe with alcohol to disinfect
	

	Furniture and fittings
	Damp dust with freshly prepared detergent solution daily
	For known contaminated surfaces, clean and then use phenolic or chorine based solution
	

	Mops (wet)
	Wash in washing machine daily if available.  Wash and rinse each use, wring and store dry
	Disinfect by boiling or soak clean mop in chlorine-based product (solution 1000ppm available chlorine) for 30 minutes, rinse and store dry
	Mops should not be left to soak overnight.  Fluid will become a growing medium for bacteria

	Rooms – (clean/dirty treatment rooms)
	Wash surfaces with freshly prepared detergent solution at end of clinic session.
	If infected patients have been treated, wipe down with phenolic or chlorine based products.
	To air dry the room.

	Toys – preferably no soft toys
	Clean with a freshly prepared detergent and water solution.
	Clean toys on a regular basis and more frequently during ‘winter virus’ period.  
	All toys should be wipeable and clean daily.  Soft toys are not recommended.

	Trolley tops (clinical)
	Clean with freshly prepared detergent solution at beginning and end of dressing clinic.  Use alcohol spray between dressings.
	If contaminated, or patient has a known infection, clean when dressing finished and then disinfect with e.g. chlorine based solutions
	

	Walls and ceilings
	Clean using detergent every six months in treatment/minor surgery room.  Clean annually elsewhere.
	Clean and disinfect if blood or body fluids splash onto walls or ceiling.
	

	Curtains
	Wash in washing machine at above 72-75 degrees every six months or when noticeably dirty or stained.
	Wash curtains in dirty treatment room more regularly.
	Dry cleaning is acceptable.
Disposable curtains are an option.

Ensuring business continuity for period of cleaning activity.




1.5
Minor Surgery Room/ Treatment Room

It is preferable to have a room dedicated for minor surgery.  There should be an appropriate changing facility for the patients to respect their privacy & dignity.  The general tidiness and cleanliness is not to be compromised with a strict cleaning regime.

Requirements:
· A mixer elbow tap hand basin with wall mounted Hibiscrub or Povidine Iodine 7.5% for hand decontamination before minor surgeries 

· The room should be clear from unnecessary storage and clutter to allow for easy cleaning at the end of each session.

· The couch should have good lighting for the procedures

· The couch should be covered with disposable couch paper and to be changed with each patient.

· The couch should be wiped down with Hypochlorite solution (see Table 1) after each session of surgery.

· Aseptic technique should be used for all minor surgeries and the trolley is to be wiped down in between patients.

· Windows should be closed with no electric fan switched on while minor surgery is in progress to prevent dispersal of dust and thus contamination to the new wound. 

· All waste from this room should be treated as clinical waste; except the packaging of products.

· Disposable instruments must be disposed of at the end of each case into the sharps bin or clinical bin, if the instruments have no sharp ends.  

· The horizontal surfaces of the minor surgery room must be wiped down by the nursing staff after each session; preferably with 1,000 parts of sodium hypochlorite solution made for healthcare settings.  (Brand names: e.g. Chlor clean and Actichlor plus are formulated for one-step cleaning.)  Data sheets on any chemical products must be available to staff for referral (COSHH 1999).

· Cleaning of the minor surgery room after each session must be recorded and signed by the nurse, in a log book.  
1.6
Instruments Storage of Sterile Instruments

Correct storage of sterile instruments is important in order to protect the integrity of sterilised equipment.
· All sterile packages, including sterile fluids, are stored above the ground to avoid contamination and to allow proper cleaning of the floor

· All sterile packages should be stored in door cupboards or enclosed drawers.

· All sterile packages should be stored away from dirty areas and away from hand basins.  Instruments in a wet package are considered non-sterile.

· Store sterile instruments in plastic or other wipable containers, but not those made from cardboard as it sheds and creates dust and debris.  
· Before use, examine wrapping for damage or damp & expiry dates.

· Expired single-use instruments should be disposed of.  (Re-sterization for reusable items)

· A competent person should be responsible for ensuring correct storage and for checking the date of expiry of single-use and re-usable instruments.
1.7
Venesection/ Blood sampling  

Needlestick injuries are instrumental in the transmission of bloodborne viruses.  Most of these injuries occur due to mishandling of sharps.All staff should be aware of their health-related obligations and ensure that their own routine immunisations are up-to-date (including BCG, chicken pox, MMR and Hepatitis B).  It is recommended that staff should have ready access to an Occupational Health (OH) Service.  
Safe methods of work:

· Using vacutainer system for blood sampling procedures.

· A sharps disposal bin is on/or close to the blood sampling trolley 

· Sharps must be disposed of immediately, at point of use, into the sharps bin (BS7320 compliant).

· Sharps bins are locked shut for disposal when 2/3 full or manufacturer’s fill line is reached.  The person using the sharp is responsible for its immediate disposal.  

· The sharps bins must be signed & dated on assembling and before disposal.

· Ensure that staff are trained and updated on sharps awareness.
1.8
Sharps, needlestick and splashing incidents 

           In the event of one of the following incidents:

· Inoculation of a staff member with a patient’s blood/ body fluids by a needle or other sharp item previously used on a patient

· NOT urine or faeces (unless they contain blood)

· Contamination of broken skin with bloody/body fluid

· Blood/body fluid splashes in the eye, nose or mouth

· Contamination with a patient’s blood/ body fluid to such a degree that a change of clothing is needed

· Contamination of oral mucosa with blood/ body fluid
The following action should be taken:
· Wash the area under running water and encourage bleeding if skin or mucous membrane are broken

· Irrigate eye/mouth splashes with copious amounts of saline or water

· Report to the person in charge and complete an incident form or appropriate report according to your local procedure as there may be issues with legal responsibilities if the exposed person develops a blood borne infection

· Report immediately to the General Practitioner on duty; or Occupational Health Department or Duty Medical Microbiologist for the management of needlestick exposure

· If unable to obtain this immediate attention, your Manager should contact the nearest Accident & Emergency Department for Post Exposure Prophylaxis (PEP) risk assessment.  
· It is the best practice to seek attention within one hour following a needlestick or splash incident in order to achieve up to 90% protection against bloodborne viruses, especially HIV.

· It is important to establish details of both the injured person’s and the source’s Hepatitis B status, as well as whether the source is a HIV risk.

· Source details, e.g. name, date of birth, and address where he/she could be contacted

· Obtain the source’s and the injured person’s consent to take serum for an urgent HBsAg test on the source’s blood and for storing both serums should future tests be required.

· Records should be kept of all counselling, post-exposure management and follow-up.

· Records should be kept of when vaccine and/or immunoglobulin were given, the type of vaccine, dose, batch number, date of expiry, whether booster or part of first course and site of inoculation.

IMMEDIATE ACTION

STOP WHAT YOU ARE DOING AND

ATTEND THE INJURY

Encourage bleeding of the wound

by applying gentle pressure

Do not suck


Wash well under running water


Dry and apply a waterproof dressing, as necessary



                                   

Report incident to your manager


Complete accident form

Initiate investigation as to the cause of the incident 

and risk management



1.9
Spillage Management:

· Deal with blood and body fluid spills quickly and effectively.

· Commercial spillage kits are available to deal with blood and body fluid spillages, and should be used.

· The spillage kits should be kept in a designated place away from the public and children.

· Ensure that kits remain in date and that kits are replaced immediately after use.

· Urine and stool contamination should be treated as an infectious clean, unless they are blood stained.

· Blood stained carpet should be replaced.
How to deal with it:
i. If the spillage is about an incontinence pad size – 

Spread the NaDCC granules generously over the spillage, leave it for 3-minutes (this allows the granules to kill the bloodborne viruses).  Move the yellow clinical bin close to the spillage.  Three minutes later, remove the spillage with apron & gloves and dispose of it directly into the clinical bin.  

NaDCC brand products are: Haztab, Chlor Clean and Actichlor Plus.

Then wipe the area over with 10,000 parts of chlorine base solution (make sure that the windows and doors are open when using chlorine base solution).
ii. If the spillage is more than an incontinence pad size –

Put on apron & gloves and soak up the blood & body fluids with absorbent pads or incontinence pads; place them directly into a close-by orange/yellow clinical bin.

Then wipe the area over with 10,000 parts of chlorine base solution (make sure that the windows and doors are open when using chlorine base solution). 
         Table 1:   Hypochlorite solutions – Strengths and uses

	Strength


	Brand of Products
	Uses

	10,000 ppm
	Chlor-Clean,

Haztab

Precept

Milton
	Decontamination of blood and body fluid spills, especially if the spill may contain a pathogenic virus, e.g. Hepatitis B, HIV.

	1000 ppm
	Same as the above.
	Decontamination of surfaces that may be lightly (i.e. not visibly) contaminated with pathogenic viruses.


1.10
Aseptic Technique

Aseptic technique is the term used to describe the methods used to prevent contamination of wounds and other susceptible sites by organisms that could cause infection (Marsden Manual of Clinical Nursing Procedures)

The aims of aseptic technique are:

· To prevent the introduction of pathogens to the site

· To prevent the transfer of pathogens from the patient to staff or other patients.

An aseptic technique should be implemented during any invasive procedure that bypasses the body’s natural defences.
An aseptic technique should also be adopted when undertaking the following procedures (this list is not exhaustive):

· Dressing wounds

· Removal of sutures or clips

· Endotracheal suction

· Dressing tracheostomy site

· Urinary catheter change

The procedure is undertaken either with forceps or sterile gloved hands.  The important principles are that the susceptible site should not come into contact with any item that is not sterile.

Any items that have been in contact with the wound will be contaminated and should be disposed of safely or decontaminated for reusable instruments.

Cleaning of trolleys with detergent and hot water is sufficient, as the sterile field will be created by the sterile towel contained within the dressing pack.

Bacteria acquired on the clothing during the procedure may be transferred into the wound of another patient, therefore a clean disposable apron shoud be used for each dressing procedure.

1.11
Management of Chronic Wounds 

If dressings are removed by soaking, a plastic impermeable liner/bag should be placed in the bucket/bowl before filling with water.

After the wound has been washed then water should be disposed of in a sluice or a sink which is separate from the handwash sink.

The plastic liner should be disposed of and the bath or bowl should be thoroughly cleaned with detergent and hot water, and then dried to ensure that pathogens are removed.

This process should be undertaken after each separate patient episode.

Wound Swabbing
Swabbing should only be undertaken if wound/ site of invasive device exhibits signs of infection.  They should not be taken routinely, or if wound/ site is healing.

A wound should be swabbed if it looks infected before commencing antibiotics.

The specimen swab should be kept in the specimen fridge while waiting for Laboratory collection
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Appendix A - Infection Control Audit Tool for GP Practices

INFECTION CONTROL AUDIT: GENERAL PRACTICE
The following audit tool is taken from ‘Infection Control Guidance for General Practice’ published by Community Infection Control Nurses Network of the Infection Prevention Society in conjunction with the Royal College of General Practitioners.

Method of weighting and scoring

· For each section, answer each question with ‘YES’, ‘NO’, ‘PARTIAL’ or ‘N/A’
· Give each answer the following scores
· YES = 1

· NO = 0
· N/A = 1
· PARTIAL COMPLIANCE -  there are three categories:
· Low =  0.25
· Medium = 0.5

· High =  0.75

· Add together the scores for the questions to give a total score for the audit.

· Divide the total score by the total number of questions in the audit.
· Then, multiply by 100% to give an overall compliance score in percentage.
Overall score =   _______Total Final Score________  x  100  =                %



         Total number of questions (77)
INFECTION CONTROL AUDIT: GENERAL PRACTICE
Section 1:  Management (8 questions)

Standard:  Infection control management is seen as an integral part of the overall business of the practice.
	Infection control related topics are an agenda item at practice business meetings and decisions are recorded
	Y
	N
	P
	

	Up-to-date records are kept, detailing staff training in infection control related subjects.
	Y
	N
	P
	

	All staff knows where to find the local contact numbers for the Infection Control Team, Microbiologist and Consultant in Communicable Disease Control.
	Y
	N
	P
	

	Accurate records are kept of staff immunisation, immune status, and dates of future boosters as appropriate.
	Y
	N
	P
	

	The practice has documentary evidence of audits undertaken and practice changed to improve infection control.
	Y
	N
	P
	

	An incident book is kept for reporting all accidents and near misses including those with implications for cross-infection.
	Y
	N
	P
	

	Staff are immunised in line with current guidelines.

	Y
	N
	P
	

	Senior member of staff is designated infection control lead role.
	Y
	N
	P
	


Section 2:  Clinical practices (13 questions)

Standard:  Clinical practices reflect infection control guidelines.

	Staff have access to infection control guidelines
	Y
	N
	P
	

	The following protective clothing is available to staff:

· Latex sterile gloves (non-powdered)

· Vinyl non-sterile gloves

· Plastic disposable aprons

· Eye protection (goggles or visors)

· Face masks
	Y
	N
	P
	N/A

	When questioned, staff can state the procedure for dealing with specimens of blood or body fluids.
	Y
	N
	P
	N/A

	There are designated fridges for storage of specimens and pharmaceutical products.
	Y
	N
	P
	N/A

	Appropriate transport containers are available for pathology specimens.
	Y
	N
	P
	N/A

	Suction machines are stored clean and dry.
	Y
	N
	P
	N/A

	All sterile products are stored above floor level.
	Y
	N
	P
	

	Items of sterile equipment are within their use-by date.  (check 2 random items).
	Y
	N
	P
	

	Single-use paper towelling is used to protect the treatment couches.
	Y
	N
	P
	

	Blood sampling is undertaken using a single-use vacuum blood collection system to minimise risk.
	Y
	N
	P
	N/A

	Chemical disinfectants are prepared at correct strength and used appropriately in practice.  (Look for written policy and procedures with dilution tables.)
	Y
	N
	P
	

	Data sheets are available for all products (COSHH 1999).
	Y
	N
	P
	

	Biohazard Spill Kit is available to deal with blood spillage
	Y
	N
	P
	


Section 3:  Hand washing (16 questions)

Standard:  Correct facilities are available for staff and patients to decontaminate hands.  In addition, staff can demonstrate effective methods of decontaminating hands.

	There is easy access to all hand wash basins.
	Y
	N
	P
	

	Hand wash basins are designated for this use only.
	Y
	N
	P
	

	Liquid soap is available in wall –mounted dispensers at all hand wash basins (no bar soap)
	Y
	N
	P
	

	Hand wash basins are cleaned thoroughly at the end of each day or when visibly soiled.
	Y
	N
	P
	

	There is an adequate supply of paper towels at each hand wash basin.
	Y
	N
	P
	

	Paper towels are supply through paper towel dispensers
	Y
	N
	P
	

	Hand wash basins are free from plugs.
	Y
	N
	P
	

	Hand wash basins are free from nail brushes.
	Y
	N
	P
	

	Hand wash basins are free from extraneous items such as cups/drinking glasses.
	Y
	N
	P
	

	Alcohol-based hand rubs are available for staff use.
	Y
	N
	P
	

	Staff can describe the correct use of alcohol-based hand rubs.
	Y
	N
	P
	

	Staff are observed using hand rub or soap and water to decontaminate hands correctly during the audit.  Request staff to demonstrate if necessary.
	Y
	N
	P
	N/A

	Clinical staff hands are free of nail art and jewellery (plain bands can be worn).
	Y
	N
	P
	

	Posters demonstrating good hand washing technique are available at the hand wash basins in clinical areas.
	Y
	N
	P
	

	Wash hand basins are fitted with mixer valves or elbow/wrist/foot operated mixer taps.
	Y
	N
	P
	

	Yearly training records of hand hygiene are available 
	Y
	N
	P
	


Section 4:  Waste disposal (8 questions)

Standard:  All waste is managed correctly to minimise risk of infection or injury to staff and the public.

	There is a written policy available to all staff on waste disposal.
	Y
	N
	P
	

	Foot-operated clinical waste bins are easily accessible in the clinical area.
	Y
	N
	P
	

	Yellow bags are placed in foot-operated bins that are in good working order.
	Y
	N
	P
	

	Household waste is placed in black bags.
	Y
	N
	P
	

	Glass and aerosols are disposed of in rigid containers, not placed in bin liners.
	Y
	N
	P
	N/A

	Clinical waste is stored in a designated locked area which is inaccessible to people and animals.
	Y
	N
	P
	N/A

	The storage area for waste is clean.
	Y
	N
	P
	

	There is documentary evidence to show that all clinical waste (including sharps boxes) is disposed of by a registered waste collection company.
	Y
	N
	P
	


Section 5:  Clinical equipment (13 questions)

Standard:  All clinical equipment is decontaminated appropriately and stored correctly.

	Single-use items are used once and then discarded
	Y
	N
	P
	

	Items are stored appropriately to avoid contamination with dust or splashes (e.g. cupboards, drawers, lidded containers).
	Y
	N
	P
	

	All reusable items are decontaminated by a contracted CSSD service prior to storage.  (Check 2 random items),
	Y
	N
	P
	N/A

	All reusable items are examined for wear and tear, e.g. rust on instruments, loose hinges.
	Y
	N
	P
	N/A

	Items found to have faults or damages are taken out of service.
	Y
	N
	P
	N/A

	Dressing trolleys are clean and in a good state of repair.
	Y
	N
	P
	

	Decontamination certificates/labels are completed and attached to equipment prior to sending for service or repair.
	Y
	N
	P
	

	Examination specula are disposable. 
	Y
	N
	P
	N/A

	Sterile specula are used for IUCD insertion.
	Y
	N
	P
	N/A

	All instruments required to be sterile at the point of use are available pre-packed and sterile or autoclaved by a contracted CSSD service.
	Y
	N
	P
	N/A

	Nebuliser equipment is designated single patient use and disposed of as a clinical waste.
	Y
	N
	P
	N/A

	Nebuliser machines are cleaned between use with solution of detergent and water.
	Y
	N
	P
	N/A

	All tubing used to connect nebuliser equipment to nebuliser machines are single-use and disposed of as a clinical waste.
	Y
	N
	P
	N/A


Section 6:  Sharps handling and disposal (7 questions)

Standard:  To avoid the risk of needlestick injuries, sharps are handled and disposed of safely.

	A written policy and procedure for handling and disposal of sharps is available.
	Y
	N
	P
	

	Sharps boxes are available for use and conform to British Standard BS 7320 and UN Standard (UN 3291).
	Y
	N
	P
	

	Boxes are discarded when two thirds full to a designated clinical waste collecting area.
	Y
	N
	P
	

	Sharps boxes are assembled correctly according to manufacturer’s instructions.
	Y
	N
	P
	

	Sharps boxes are labelled in accordance with legal requirements.
	Y
	N
	P
	

	Staff knows what action to take in the event of a needlestick injury (randomly question staff members).
	Y
	N
	P
	

	Sharps boxes are stored above floor level.

	Y
	N
	P
	


Section 7:  The general environment (12 questions)

Standard:  Good standards of general hygiene are maintained to ensure the health and safety of patients and staff.

	All areas including clinical areas are visibly clean and free from extraneous items.
	Y
	N
	P
	

	The sluice area is visibly clean and free from spillages.
	Y
	N
	P
	N/A

	Equipment is visibly clean and in a good state of repair.
	Y
	N
	P
	

	Mops/buckets are clean, dry and stored inverted.
	Y
	N
	P
	N/A

	Mops are laundered after each use or are disposable.
	Y
	N
	P
	N/A

	Walls are intact and have smooth washable surfaces.
	Y
	N
	P
	

	Floor coverings are intact and have smooth washable surfaces.
	Y
	N
	P
	

	Furniture and all horizontal surfaces are cleaned on a regular basis (and cleaning regimes are documented and filed).
	Y
	N
	P
	

	All horizontal surfaces are accessible and uncluttered for ease of cleaning.
	Y
	N
	P
	

	Equipment such as computer terminals and keyboards within treatment areas are in a visibly clean state.
	Y
	N
	P
	

	Curtains are laundered at least 6 monthly
	Y
	N
	P
	N/A

	Curtain rails are free from dust.
	Y
	N
	P
	N/A
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Appendix C - Equipment Decontamination Certificate for Returning to Equipment Library/ Service / Repair

	Name of 

Equipment


	Service/

Repair
	Date & Time of

Cleaning
	Name of Staff

Who cleaned 

This equipment


	Signature

Of 

The Staff

	
	
	
	
	


Note:  This completed slip is to be attached to equipment as evidence of decontamination.  

Assurance Framework
The Health & Social Care Act 2008 applies to all NHS service providers.  It states that providers & contractors of NHS health services have appropriate systems in place to keep patients, staff and visitors safe from HCAI, as far as is reasonably possible.  Systems for the prevention and control of HCAI are expected to address:

· Management arrangements to include access to accredited microbiological services

· Clinical leadership

· Application of evidence based protocols and practices for both patients and staff

· Design and maintenance of the environment and medical devices

· Handling and safe disposal of waste and sharps.   

· Education, information and communication

· Staff immunisation

Regular environmental and medical equipment audit results are part of GP practice performance indicator.   Care Quality Commission (CQC) is the health regulator on behalf of the Department of Health, has the duty to inspect GP practices and other primary medical services in England to check that they are meeting the national standards of quality and safety.
If body fluids splash into mouth, do not swallow, rinse out several times with cold water





If body fluids splash into eyes, irrigate with cold water





Injury from used needle or instrument – Risk assessment by General Practitioner on duty, Occupational Health 


or 


A&E doctor 





Injury from clean/unused instrument or needle – No further action likely
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