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1. POLICY STATEMENT 
 

This service believes that adherence to strict guidelines on infection control is of paramount 
importance in ensuring the safety of both service users and staff.  It also believes that good, basic 
hygiene is the most powerful weapon against infection, particularly with respect to cleaning and 
hand-washing. The service recognises its responsibility to take adequate precautions to protect 
our service users and staff from an outbreak. This service believes that it is of paramount 
importance that we ensure the safety and well-being of our service users whilst maintaining their 
dignity, privacy and rights.  
 
The Registered Manager is the Infection Prevention and Control lead for the service. The 
Registered Manager is responsible for infection control risk assessments and staff training. The 
Registered Manager is responsible for the overall cleaning and hygiene standards of the service. 

 
2. POLICY AIMS 
The aim of the service is to prevent the spread of infection amongst staff, visitors, service users 
and the local community. This policy is intended to set out guidelines for staff to follow to help 
manage a client/s with infectious diseases and to meet with the requirements of the Reporting of 
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Injuries, Diseases and Dangerous Occurrences Regulations, 1995 (RIDDOR).  The policy sets out the 
actions that this service will undertake in order to meet the above Regulations and Standards. 
 
3. PROCEDURE AND PROTOCOLS 

 
3.1 Specific considerations 
The service has adopted a range of polices developed by the NHS Infection Prevention Control 
Team. They have produced over 20 evidence-based guidance documents (guidelines) with the aim 
that they can be adopted as policies by Health and Social Care organisations. The company refers 
the reader to publications below which should be read in conjunction with this policy. It is the 
intention that the highlighted policies be adopted if they become applicable to the services. The 
non-highlighted ones are for reference only as these areas are covered in the body of this policy. 
The Manager should download the guidance for the service and keep a hard copy available onsite 
or easy access on the shared drive.  

 
See: https://www.infectionpreventioncontrol.co.uk 

 
No. Title 
01 Animals in health and social care premises 
02 Aseptic techniques 
03 Blood-borne viruses 
04 Clostridium difficile 
05 Creutzfeldt-Jakob Disease 
06 Decontamination, cleaning and disinfection 
07 Enteral feeding 
08 Environmental cleanliness 
09 Hand hygiene 
10 Inter-health and social care infection control transfer 
11 Isolation 
12 Last offices 
13 Laundry 
14 Mattresses and covers 
15 MRGNB 
16 MRSA 
17 Notifiable diseases 
18 Outbreak management 
19 Scabies 
20 Sharps management and inoculation injuries 
21 Specimen collection 
22 Standard precautions 
23 Urinary catheterisation 
24 Viral gastroenteritis/Norovirus 
25 Waste management 
 
3.2 BLOOD BORNE VIRUSES 
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Introduction 
Blood-borne viral (BBV) infections are spread by direct contact with the blood of an infected person. 
The main blood-borne viruses of concern are:  
 

 Human immunodeficiency virus (HIV), which causes acquired immune deficiency syndrome 
(AIDS)  

 Hepatitis B virus (HBV) and Hepatitis C (HCV) virus which cause hepatitis.  
 
These viruses are considered together because infection control requirements are common and 
because of the similarities in their transmission routes. 
Prevention 
 
Prevention strategies focus on minimising lifestyle risks, early recognition of cases to facilitate early 
treatment and advice for cases, screening in pregnancy for the reduction of vertical transmission of 
HIV and Hepatitis B.  Strategies in occupational settings include:  
 

 Standard precautions.   

 Appropriate management of percutaneous exposures (sharps/splash injuries) - refer to your 
local Sharps Management and Inoculation Injuries Guidance.  

 
Viral Hepatitis is notifiable and cases should be reported to the Consultant in Communicable Diseases 
Control (CCDC) at your local Public Health England office. For Hepatitis B, effective vaccination is 
available for high risk individuals and individuals who have been exposed. Early discussion of new 
cases with your local CCDC is recommended, who will coordinate contact tracing and the provision of 
HBIG and vaccine. 
 
3.3 DECONTAMINATION, CLEANING AND DISINFECTION  
 
Introduction 
 
In order to ensure safe systems of work and to prevent transmission of infection, it is essential that 
decontamination of equipment and the environment is carried out. This is in accordance with the 
requirements of the Health and Social Care Act 2008. This guidance provides details on disinfection of 
the skin, as well as equipment in everyday use, for items not detailed, a table shows how to carry out 
a risk assessment. 
 
Definitions 
 

 Cleaning: A process that will physically remove contamination (blood, vomit, faeces, etc.) and 
many micro-organisms using detergent and water.  

 Disinfection: A process to reduce the number of micro-organisms to a less harmful level. The 
destruction of spores is dependent on the type of disinfectant used.  
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 Sterilisation: A process that removes or destroys all organisms including spores.  

 Contamination: The soiling of an object with harmful, potentially infectious or unwanted 
matter.  

 
 
Symbols and their meanings 
 
Single use means that the medical device is intended to be used on an individual service user during a 
single procedure and then discarded. It is not intended to be reprocessed and used on another service 
user. Items intended for single use are packaged with symbol or are labelled ‘single use’.  
 
Key Issues 
  

 Reprocessing a single use device may alter its characteristics so that it may no longer comply 
with the original manufacturer’s specifications and, therefore, the performance may be 
compromised.  

 If a manufacturer has not declared the device as being suitable for reuse, it is then the 
responsibility of the user (in its widest term) to take all necessary steps to demonstrate that 
their actions are consistent with their duties of care to the service user and to staff.  

 User organisations, professional users and reprocesses who disregard this information and 
prepare single-use devices for further episodes of use without due precautions, may be 
transferring legal liability for the safe performance of the product from the manufacturer to 
themselves, or the organisation that employs them.  

 
For any queries regarding reprocessing of equipment staff, should contact the manufacturer or your 
local Community Infection Prevention and Control or Public Health England team for advice. 
 
3.4 ENVIRONMENTAL CLEANLINESS 
 
Introduction 
 
The Health and Social Care Act 2008 requires that registered providers of health and social care 
“Provide and maintain a clean and appropriate environment in managed premises that facilitates the 
prevention and control of infections”.  
 

 All health and social care workers should know and understand the importance of thorough 
cleaning.  

 A clean environment reduces the cumulative risk of transmission of infection posed by micro-
organisms in that environment.  

 Outbreaks of infection have been associated with environmental contamination.  

 Most micro-organisms are found in dust and dirt, so cleaning or vacuuming alone can often 
cause significant reductions in the amount of organisms in the environment.  
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 Some micro-organisms, e.g., Clostridium difficile spores, are adept at surviving in the 
environment, and, therefore, enhanced cleaning with disinfectants is required when a service 
user has a known or suspected infection.  

 Hands regularly come into contact with surfaces. If hands are not washed, they will transfer 
any organisms present. This risk is always present but will increase if cleaning is neglected.  

 
 
3.5 HAND HYGIENE 
 
Introduction 
 
The aim of this guidance is to promote thorough hand hygiene amongst all health and social care 
staff, to prevent healthcare associated infection, thereby reducing service user’s morbidity and 
mortality. Hand hygiene is one of the most important procedures for preventing the spread of 
disease. It is essential that everyone takes responsibility to ensure that the care provided is carried 
out in a safe manner. The transmission of micro-organisms from one service user to another via the 
hands, or from hands that have become contaminated from the environment, can result in adverse 
outcomes. Two routes of infection exist; micro-organisms can be introduced into susceptible sites, 
such as surgical wounds, intravascular cannulation sites or catheter drainage systems by direct 
contamination, or potential pathogenic (harmful) organisms can be transmitted by hands and 
establish themselves as temporary or permanent colonisers of the service user and subsequently 
causes infection at susceptible sites. 
 
Involving service users and the public in infection prevention and control 
 
In order to comply with The Health and Social Care Act 2008, health and social care workers should 
encourage the involvement of service users and the public in infection prevention and control.  
In order to facilitate compliance, the following should be introduced:  
 

 Provide alcohol hand gel (except where contra-indicated)  

 Hand hygiene information leaflets should be distributed to those in isolation during outbreaks 
of infection, e.g., viral gastroenteritis.  

 
Good hand hygiene practice 
 
To facilitate effective hand hygiene when delivering direct care, health and social care workers should 
ensure that they:  
 

 Cover cuts and abrasions with waterproof dressings.  

 Are ‘bare below the elbows’, which entails:  
 

o Wearing short sleeved clothing or rolling sleeves up to the elbows.  
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o Removing wrist and hand jewellery. Rings with jewels, stones, ridges or grooves should 
not be worn as these may harbour bacteria and also impede hand hygiene. A plain 
band ring may be worn, but ensure the area under the ring is included when hands are 
washed, or alcohol hand gel applied.  

o Keeping nails clean and short (fingertip length), as long finger nails will allow build-up 
of debris and bacteria under the nails and impede effective hand washing and 
disinfection.  

o Keeping nails free from applications, e.g., nail polish or gels, as flakes of polish/gel may 
contaminate a wound and broken edges of polish/gel can harbour bacteria and debris.  

o Keeping nails free from acrylics/artificial finger nails as these may harbour micro-
organisms, become chipped or detached.  
 

3.6 INTER-HEALTH AND SOCIAL CARE INFECTION CONTROL TRANSFER 
 
Introduction 
 
It is a requirement that providers of health and social care provide accurate information on the 
infection status of a service user when transferring them to another health or social care provider. 
Prior to a service user's transfer, the risks of transmission of infection must be assessed and 
minimised. An inter-health and social care transfer form must be completed for all transfers, internal 
or external and whether the service user presents an infection risk or not. A ‘confirmed risk’ service 
user is one who has been confirmed by a laboratory test or clinical diagnosis, e.g., colonised or 
infected with Methicillin–resistant Staphylococcus aureus (MRSA), Glycopeptide-resistant enterococci 
(GRE), Extended Spectrum Beta Lactamase (ESBL), Pulmonary Tuberculosis (TB), seasonal influenza 
and enteric infections (diarrhoea and/or vomiting) including Clostridium difficile. A ‘suspected risk’ 
service user includes one who is awaiting laboratory test or clinical diagnosis results to identify 
infections/organisms or those who have been in recent contact/close proximity to an infected service 
user case. A ‘no known risk’ service user does not meet either of the criteria above. 
 
Duties and responsibilities 
 
Health and social care staff with responsibility for arranging a service users transfer should complete 
the Inter-health and Social Care Infection Control (IHSCIC) Transfer Form in full for each service user 
that is to be transferred, whether they have a confirmed/suspected infection or not.  
 
If the service user is in the ‘suspected or confirmed infection risk’ group, the person completing the 
IHSCIC transfer form is responsible for advanced communication, e.g., by telephone, to the 
transport service at the time of booking and the receiving health or social care facility prior to the 
transfer, to facilitate them to make appropriate arrangements.  
 
The completed IHSCIC transfer form should be supplied to the receiving health and social care facility 
and a copy filed in the service users notes. 
 
Application 
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Transfer refers to all inter-health and social care facility admissions, transfers and discharges 
including:  
 

 Admissions to hospital from a shared-living environment, e.g., care home.  

 Discharges where health and social care may be involved, e.g., GP, District Nurse, Care Home 
staff, Domiciliary staff.  

 Transfers from one unit to another in the same care setting, e.g. residential unit to nursing 
unit within a care home.  

 
In general, the transfer of an infectious service user should be avoided (some exceptions to this 
include MRSA and ESBL), unless emergency care or urgent admission is clinically indicated. Service 
users with diarrhoea due to suspected or confirmed viral or bacterial infection should not be 
transferred (excluding transfer for emergency care or admission on clinical grounds). Diarrhoea is 
defined by an increased number (two or more) of loose, watery or entirely liquid stools (Bristol Stool 
Form Scale) within a 24 hour period. Use the Bristol Stool Form Scale to indicate the frequency and 
type of stools over the past week. When transferring a service user who has had diarrhoea of any 
cause in the past seven days, staff should ensure they include the infection risk, history of type of 
stool and frequency of bowel movements during the past week. The history should be given in any 
verbal communication to the ambulance personnel and the receiving unit, to ensure that isolation 
facilities are identified.  
 
 
 
 
 
 
3.7 LAUNDRY 
 
Introduction 
 
An adequate laundry service must be available in order to provide care that is both safe for staff and 
service users. Linen used in health and social care environments can become soiled with blood, faeces 
and other bodily fluids containing micro-organisms. Therefore, when handling used, soiled, fouled and 
infected linen, it is essential that care is taken to prevent the spread of infection. All linen used in a 
health and social care setting should be washed appropriately ensuring the correct temperature is 
achieved to destroy micro-organisms. Failure to achieve this has resulted in outbreaks of infection 
notably with spore-forming bacteria such as Bacillus cereus. Micro-organisms that remain after 
washing are usually destroyed by tumble drying and ironing. Linen should be fit for purpose, look 
clean and should not be damaged or discoloured. Curtains and fabric screens should be laundered by 
a professional laundry service on a planned schedule, e.g., 6 monthly or laundered immediately if 
visibly soiled. 
 
Handling of linen (used, soiled, fouled and infected) 
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All dirty linen should be handled with care and attention paid to the potential spread of infection. 
Service users and staff must not be put at risk during the handling, disposal and transportation of dirty 
linen.  

 Linen should be removed from a service user’s bed with care and placed in the appropriate 
bag, not placed on the floor. Care should be taken to prevent unnecessary shaking of linen as 
this will increase the number of bacteria in the air. The exposure of susceptible wounds should 
be avoided within 15-30 minutes of bed making.  

 When handling used, soiled, fouled or infected linen, a disposable apron and gloves should be 
worn.  

 After handling used, soiled, fouled or infected linen and removing gloves, hands must be 
washed thoroughly.  

 Linen must be segregated correctly (see section 2 above) and placed in the correct bag before 
transport to the laundry area.  

 Laundry bags should be sealed/tied securely and be no more than 2/3 full before 
transportation to the laundry.  

 A laundry skip should be used for the segregation of linen and transportation to the laundry 
area.  

 If fabric laundry bags are used rather than non-permeable (plastic) bags, they should be 
laundered with the contents of the bag. If plastic bags are used, they should be disposed of as 
offensive waste if no known or suspected infection, or infected waste if a known or suspected 
infection.  

 Staff should ensure cuts and grazes are covered with a waterproof plaster when handling all 
linen.  

 
Laundering service user’s own clothing 
 

 To prevent contamination of hands, the sink and surrounding environment, service user’s 
clothes that are soiled, fouled or infected should not be sluiced by hand, a washing machine 
sluice cycle should be used.  

 Service user’s own clothes should be laundered on the highest temperature possible for the 
item or as recommended by the manufacturer.  

 
Health and social care worker’s uniforms and workwear 
 

 Always use personal protective equipment to prevent contamination of uniforms.  

 Uniforms and workwear should be laundered separately from other clothing on a hot wash 
cycle at the highest temperature that the fabric will tolerate.  

 Garments should be dried thoroughly. Tumble drying or ironing will further reduce the small 
number of microbes present after washing.  
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 Use a clean plastic bag to transport laundered uniforms to work.  
 
3.8 MATTRESSES AND COVERS 
 
Introduction 
 
Care and maintenance 
 
All staff must be made aware of:  
 

 The risks to service users of infection from poorly maintained mattress assemblies.  

 The proper care and maintenance of mattresses and covers.  
 
The following guidance should be followed:  
 
a) If the cover is stained, soiled, worn or torn, the mattress should be examined and the damaged 
cover should be replaced immediately.  
 
b) Note: special mattresses and covers may have separate instructions and guarantees for covers and 
the mattress core. Refer to manufacturer’s instructions. 

 
3.9 NOTIFIABLE DISEASES 
 
Diseases that are notifiable to the Local Authority Proper Officers under the Health Protection 
(Notification) Regulations 2010 are listed below: 
 
• Acute encephalitis  
• Acute infectious hepatitis  
• Acute meningitis  
• Acute poliomyelitis  
• Anthrax  
• Botulism  
• Brucellosis  
• Cholera  
• Diphtheria  
• Enteric fever (typhoid or paratyphoid fever)  
• Food poisoning  
• Haemolytic uraemic syndrome (HUS)  
• Infectious bloody diarrhoea  
• Invasive group A streptococcal disease  
• Legionnaires’ disease  
• Leprosy  
• Malaria  
• Measles  
• Meningococcal septicaemia  
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• Mumps  
• Plague  
• Rabies  
• Rubella  
• Severe Acute Respiratory syndrome (SARS)  
• Scarlet fever  
• Smallpox  
• Tetanus  
• Tuberculosis  
• Typhus  
• Viral haemorrhagic fever (VHF)  
• Whooping cough  
• Yellow fever  
 
Your local Public Health England team (previously known as Health Protection Unit) should be notified 
of any of the above notifiable diseases. 
 
3.10 OUTBREAK MANAGEMENT  
 
Introduction 
 
This guidance is designed to support and make explicit good practice in the investigation, 
management and control of infectious disease outbreaks or incidents, which may have significant 
public health implications. Examples include outbreaks of PVL-SA, Salmonella or E Coli 0157 infection 
or a single case of diphtheria or poliomyelitis. Each control problem will be unique, requiring specific 
measures to deal with individual circumstances. For these reasons, the enclosed guidance should be 
regarded as a template for action, describing key principles and good practice in the management and 
control of communicable disease. 
 
Key personnel 
 
Responsibility for responding to outbreaks of communicable infection occurring in the community lies 
with the Consultants in Communicable Disease Control (CCDC). The CCDCs are based at regional 
offices of Public Health England (PHE).  
 
Community Infection Prevention and Control (IPC) teams deal with day to day advice and support, to 
a wide range of community settings where infection control is important and, on occasions, support 
the PHE team in responding to outbreaks.  
 
Recognising the problem 
 
Effective control depends on early recognition and timely intervention. This in turn depends upon 
surveillance of infection.  
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Definition of an outbreak  
 
An outbreak of infection or other food borne illness may be defined as two or more linked cases of 
the same illness, or when the number of observed cases of an infection unaccountably exceeds the 
expected number. Suspected outbreaks must be notified to the local Community IPC or CCDC at the 
earliest opportunity. 
 
Objectives of the outbreak control team 
 
To bring together relevant people with appropriate skills to manage the problem:  
 
• To ensure appropriate arrangements are in place to care for the ill.  
• To investigate and control source or possible source of infection.  
• To limit further cases.  
• To communicate with the public and the media.  
• To monitor effectiveness of measures taken.  
 
• To review the effectiveness of the control of the incident and develop systems and procedures 

to prevent further occurrence of similar episodes.  
• To provide clear communication with service users, the general public, other professionals and 

the media.  
 
Outbreak control team membership 
 
Core members of the outbreak control group will be:  
 
• Consultant in Communicable Disease Control.  
• Infection Prevention and Control Team.  
• Consultant Microbiologist.  
• Management of the affected unit.  
• Environmental Health Officer.  
 
Other members may be co-opted as required and these may include any of the following:  
 
• PHE Consultant Epidemiologist.  
• Public Health Director or representative from the Clinical Commissioning Group (CCG).  
• Press/Public Relations Agency.  
• Infectious Diseases Physician. 
• General Practitioners.  
• Community Pharmacist.  
• Community Paediatrician.  
• Water Company Representative.  
• State Veterinary Service.  
• Social Services Manager.  
• Residential Home Staff.  
• Emergency Planning Officer.  
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• Care Quality Commission.  
• Health and Safety Executive.  
• Environment Agency.  
 
This list is not exhaustive. In determining which managers are appropriate members of the Outbreak 
Control Team, it should be remembered that they must be of sufficient seniority to make decisions 
and implement actions on behalf of the department or organisation they represent. 
 
Actions in the event of a confirmed outbreak. 
 
See Specified Policy. 
 
 
 
 
 
3.12 SPECIMEN COLLECTION 
 
Introduction 
 
All specimens are a potential infection risk.  Therefore all specimens must be collected using Standard 
Precautions. Specimens should be transported in a rigid container in accordance with the Carriage of 
Dangerous Goods and Use of Transportable Pressure Equipment (2009).  
 
Taking routine specimens, with the exception of blood samples, should be avoided to help reduce 
inappropriate prescribing of antibiotic treatment. Specimens should be only be taken if there are 
indications of a clinical infection. 
 
Transportation 
 

• Specimens should be transported in a secure rigid container with a biohazard label.  
• Routine cleaning of containers/receptacles used to transport specimens should be cleaned 

when visibly contaminated and at least once a week.  
 
3.13 STANDARD PRECAUTIONS 
 
Introduction 
 
Standard precautions are applied during working practices to protect service users, family, staff and 
visitors from infection. All blood and bodily fluids are capable of transmitting infection; Standard 
precautions are the basic minimum standard of hygiene to be applied throughout all contact with 
blood and body fluids from any source. It is the basis for controlling the spread of infection via blood 
and body fluids within clinical practice.  
 
Where possible single use items should be utilised to minimise the risk of cross contamination and 
disposed according to policy. 
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Items that can be used on more than one occasion must be appropriately identified for specific 
patient use where applicable, for example inhalers, razors or other personal hygiene equipment.  On 
discharge such items must be discarded if not taken by the patient. 
 
Body fluids include:  
 

• Cerebrospinal fluid  
• Synovial fluid  
• Semen  
• Vaginal fluids  
• Peritoneal fluid  
• Pleural fluid  
• Amniotic fluid  
• Blood  
• Faeces/Urine/Vomit  
• Breast milk.  

 
Spillage of blood and blood stained body fluids 
 
All incidents of spillages must be dealt with promptly 
 
 
Equipment Required for Blood and Non-Blood Spillages  
 

• Disposable latex or nitrile gloves.  
• Disposable apron.  
• Disposable paper towels.  
• A yellow and black striped waste bag for offensive/hygiene waste if there is no indication 

a service user has an infection or suspected infection. An orange waste bag for infectious 
waste if a service user has a known or suspected infection. In a service users’ own home, a 
plastic bag which can be tied and placed inside a black household waste bag.  

 Blood and blood-stained body fluid spillages: a hypochlorite product of 10,000 parts per 
million (ppm). This should preferably be in the form of granules, e.g., Haz tabs, or a 
solution, e.g., Milton 2% using 1 part Milton to 2 parts water. (Household bleach can be 
used 1 part bleach to 10 parts water.)  

• Body fluid spillages (non-blood): a hypochlorite product of 1,000 ppm. This should 
preferably be in the form of granules or a solution, e.g. Milton 2% using 1 part Milton to 
20 parts water. (Household bleach can be used 1 part bleach to 100 parts water).  

• Disposable cloth.  
• Detergent and warm water.  
• Eye protection should be worn if there is a risk of splashing into eyes with blood or 

hypochlorite.  
 
Procedure for Spillage Of Blood And Blood Stained Body Fluid 
 



 

15 | P a g e  

Action  
 

Rationale 
 

Put on disposable apron and gloves (wear 
facial protection if there is a risk of 
splashing to the face). 
 

To protect against risk of contamination. 

Cover spill with disposable paper towels 
(not required if Haz tab granules are to be 
used). 

To soak up the fluid and prevent further 
handling by others. 
 

Ventilate area if possible, e.g., open 
windows and doors. 
 

Fumes from hypochlorite solution can 
occur. 

  
  
  
 
3.14 WASTE MANAGEMENT 
 
Introduction 
 
The management of health and social care waste is an essential part of ensuring that health and social 
care activities do not pose a risk or potential risk of infection and are securely managed. Waste is 
potentially hazardous and if not disposed of correctly can result in injury or infection. All staff are 
responsible for the safe management and disposal of waste and should understand how waste should 
be segregated and stored prior to collection or disposal. This is driven by the need to reduce 
environmental impact, comply with waste regulations and other national guidance such as the Health 
and Social Care Act 2008: Code of practice on the prevention and control of infections and related 
guidance (DH 2010), and reduce costs associated with waste management. 
 
Responsibilities 
 
Health and social care providers have a responsibility for ensuring that waste is dealt with 
appropriately from the point of production to the point of final disposal. All staff should be trained 
and aware of waste procedures. It remains the legal responsibility of the health and social care 
provider, not the waste contractor, to ensure full compliance with environmental waste regulations. 
Waste should be:  
 

• Correctly segregated.  
• Appropriately labelled.  
• Packaged appropriately for transportation.  
• Stored safely and in a secure place away from areas of public access within the premise  
• described accurately and fully on the accompanying documentation when removed from 

the premise.  
• Transferred to an authorised waste contractor for transport to an authorised waste 

disposal site.  
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Disposal of waste  
 

• All waste should be segregated correctly  
 
When handling waste, appropriate personal protective equipment (PPE) should be worn. 
 

 All waste bags should be no more than 2/3 full. This allows enough space for the bag to be 
tied using a suitable plastic tie or secure knot.  

 Waste bags should be labelled with the address and date prior to collection by the waste 
contractor (some waste contractors may undertake this) to ensure traceability if an 
incident occurs.  

 When handling tied waste bags, only hold the bag by the neck and keep at arm’s reach to 
reduce the risk of injury in case a sharp item has been inappropriately disposed of in the 
bag.  

 In a service user’s own home, waste should be securely bagged and disposed of as per 
your local policy.  

 If a waste bag awaiting collection is torn, the torn bag and contents should be placed inside 
a new waste bag.  

 
Assessing waste for segregation  
 

Health and social care waste should be assessed by the member of staff at the time the waste is 
produced and segregated in the correct colour waste stream. 
 

 
4. TRAINING 
 

All new staff should be asked to read the Infection control policy as part of their induction 
process.   They should then fill out the appropriate question-and-answer worksheet which helps 
prove that they have read and understood the policy.  

 
 Safe use of equipment  As required    As required 
 COSHH    Induction    Once  
 Food Safety   Induction    3 yearly 
 BLS/ILS/First Aid   Induction    Yearly 
 Infection Control   Induction    3 Yearly 
 Health & Safety   Induction    3 Yearly 

 
 

5. EVIDENCE OF ADHERENCE TO POLICY  
 

 List of the names and contact details of health practitioners who can provide 
advice.  
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 Contact number for PHE (Public Health England) available. 
 A hard copy of Riddor (see  files). 
 Audits and Dashboard 
 Minutes of H&S and staff meetings 
 Managers Weekly report 
 Incident Analysis 

 
 

Environmental Risk Assessments 
Frequency: annually or as required 

 

Incident Reporting forms 
Frequency: per occurrence 

Incident analysis 
Frequency: monthly 

Infection Control Audit 
Frequency: monthly 
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7. TEMPLATES/APPENDICES 
 

 Infection Control Audit (see Master Audit folder on the shared drive) 
 
 
 
 
 
 
 
 
 


