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Obtaining Urgent Infection Control Advice: 

Expert infection control and prevention advice is available to staff on a 24 hour, 7 days a 

week basis. Requests for advice must be made via the Control Desk, who will contact the 

appropriate service. Intranet access provides a comprehensive source of procedural advice 

and guidance for staff and should be consulted on a regular basis. Non-urgent enquiries 

should be directed to the Duty Officer or Control desk. 

In-Hours: 

The Control Officer/Duty Officer should initially attempt to contact the on-call 

microbiologist at the hospital concerned. The Health Protection Agency are also available 

to provide specialist advice, with their website (www.hpa.org.uk) providing a particularly 

useful and authoritative source of information. 

Telephone numbers: 

Main headquarters:  (01639) 830253 

Duty Officer:   (07970) 436791 

Duty Pager system:  (07623) 373152 

Out-of-Hours: 

Out-of-Hours advice is available by calling the relevant hospital switchboard and asking for 

the On-Call Microbiologist. 

 

   

 

 

 

 

 

http://www.hpa.org.uk/
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1.STRATEGY 
 
1.1        Strategic Statement 

 
1.1.1   There has been, for some time now, a national drive for improved infection control 

within the NHS and associated organisations, with the Department of Health promoting 

evidence based guidelines and frameworks for assessment. Greater emphasis is being 

placed on encouraging better use of infection control to prevent infections, rather than 

relying on medication when infections occur. Healthcare acquired infections can cause 

serious problems for the healthcare profession by complicating illnesses, distress to patients 

and family members and, in some cases, even lead to patient death. Approximately 

4,100,000 patients are estimated to acquire a healthcare-associated infection in the EU each 

year. The number of deaths occurring as a direct consequence of these infections is 

estimated to be at least 37,000 and these infections are thought to contribute to an 

additional 110,000 deaths annually.  

The most frequent infections are urinary tract infections, followed by respiratory tract 
infections, infections after surgery, bloodstream infections, and others (including diarrhoea 
due to Clostridium difficile). Methicillin-resistant Staphylococcus aureus (MRSA) is isolated in 
approximately 5% of all healthcare-associated infections. 

Approximately 20–30% of healthcare-associated infections are considered to be preventable 
by intensive hygiene and control programs. 

1.1.2   All Wales Ambulance Services Limited, as a member of the healthcare community 

and a major supplier of patient transport across the country, is committed to the NHS 

pledge to improve and drive down then incidence of communicable diseases. Best practice, 

linked with infection prevention and control measures will always remain a high priority for 

our service. This will be reinforced in the business plan review due in January 2017. 

Although, due to the non-registration of private ambulance services within Wales, All Wales 

Ambulance Services Limited is committed to the delivery of the core standard as set out by 

the CQC as follows:  

Reference: https://www.rnoh.nhs.uk/.../Care_Quality_Commission_Core_Standards_.. 
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THE ANNUAL HEALTH CHECK – CORE STANDARDS 2009/2010 

MID YEAR SELF DECLARATION 

November 2009 

 

 

 

 

1.0 Introduction and Background 

With the introduction of the Care Quality Commission (CQC) 2009/2010 is a transitional year between the previous system of the annual 

health check in 2008/2009 and the new system of registration and periodic view.  The review of NHS Trusts will have three components 

of assessment: 

 

¶ Compliance with core standards 

¶ Performance against the governmentôs national priorities and existing commitments 

¶ Quality of financial management 

 

To avoid confusion with providerôs applications for registration, which will start in January 2010, the CQC are requesting a core 

standards declaration midyear. (Trusts are required to continue to comply with the core standards as per declaration for the entire 

assessment year 1 April 2009 to 31 March 2010). 

 

The Trust is required to make a declaration at the end of November 2009 of its performance against core standards in the first seven 

months of the year from 1 April 2009 ï 31 October 2009. The Trust will also need to include a statement in their declaration on the 

progress of action plans to rectify lapses. 

 

It is proposed that we declare non -compliance with three core standards in this midyear declaration as outlined below: 

1. C2  - Relating to protection of children  

2. C20 & C21  - Relating to buildings and environment  

 

C2 Healthcare organisations protect children by following national child protection guidance within their own activities and in their 

dealings with other organisations. 

 

Element one 

The healthcare organisation has made arrangements to safeguard children under section 11 of the Children Act 2004 having regard to 

statutory guidance entitled Statutory Guidance on making arrangements to safeguard and promote the welfare of children under section 

11of the Children Act 2004. 

 

Element two 

The healthcare organisation works with partners to protect children and participate in reviews as set out in Working together to 

safeguard children (HM Government, 2006). 

 

Element three 

The healthcare organisation has agreed systems, standards and protocols about sharing information about a child and their family both 

within the organisation and with outside agencies, having regard to Statutory guidance on making arrangements to safeguard and 

promote the welfare of children under section 11 of the Children Act 2004. 

 

The information gathered through data collection and the ratification process for last yearôs core standard assessment led the CQC to 

indicate a lapse within element one.  The Trustôs childrenôs services are a significant part of Trust activity and therefore there should be 

a number of staff who should have received level 3 training child protection training.  The records of attendance at level 3 child 

protection training were found to be incomplete and the numbers inadequate. 

The Trust needs to have local and corporate records of level 3 training and the number of staff receiving training needs to be increased. 

C20 (a) Healthcare services are provided in environments which promote effective care and optimise health outcomes by being a safe 

and secure environment which protects patients, staff, visitors and their property, and the physical assets of the organisation. 

Element one 

The healthcare organisations effectively manages the health, safety and environment risks to patients/service users, staff and visitors, in 

accordance with all  relevant health and safety legislation, fire safety legislation, the Disability Discrimination Act 1995, and the 

Disability Discrimination Act 2005 and by having regard to The duty to promote disability equality: Statutory Code of practice (Disability 

Rights Commission, 2005).  It also acts in accordance with the mandatory requirements set out in Firecode ï fire safety in the NHS 

Technical Memorandum (HTM) 05-01: Managing healthcare fire safety (Department of Health, 2006), in so far as the requirements are 

relevant to the healthcare organisation, and follows the guidance contained therein, or equally effective alternative means to achieve the 
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same objectives.  It also considers and where appropriate follows, the good practice guidance referred to in The NHS Healthy 

Workplaces Handbook (NHS Employers 2007) or equally effective alternative means to achieve the same objectives. 

(Adequate levels of assurance for this standard can be provided by level 2 and above of the NHSLAôs Risk Management Standards for 

Acute Trusts, however due to the condition of the estate the Trust is continuing to declare this standard as non-compliant).  

 

Element two 

The healthcare organisation provides a secure environment which protects patients/service users, staff, visitors and their property, and 

the physical assets of the organisation, including in accordance with Secretary of State directions on measures to tackle violence against 

staff and professionals who work in or provide services to the NHS (Department of Health 2003, as amended 2006) and  Secretary of 

State directions on NHS security management measures (Department of health 2004, as amended 2006). 

(Adequate levels of assurance for this standard can be provided by level 2 and above of the NHSLAôs Risk Management Standards for 

Acute Trusts, however due to the condition of the estate the Trust is continuing to declare this standard as non-compliant).  

C20 (b) Healthcare services are provided in environments which promote effective care and optimise health outcomes by being 

supportive of patient privacy and confidentiality. 

Element one 

The healthcare organisation provides services in environments that are supportive of patient privacy and confidentiality, including the 

provision of single sex facilities and accommodation, access to private areas for religious and spiritual needs and for confidential 

consultations. This should happen at all stages of care and during transfers. 

Element two 

Healthcare organisations have systems in place to ensure that preventative and corrective actions are taken in situations where there are 

risks and or/issues with patient privacy and/or confidentiality. 

The reason for not reporting fully met relates to the inherent design weaknesses as well as the fabric of the buildings and estate.  A good 

example of this is the main hospital thoroughfare with approximately fourteen points of potential entry.  These design issues cannot be 

fully addressed until site redevelopment.  The action plan to meet compliance with this standard is the redevelopment of the Trust.  

 

C21 Healthcare services are provided in environments which promote effective care and optimise health outcomes by being well 

designed and well maintained with cleanliness levels in clinical and non-clinical areas that meet the national specification for clean 

NHS premises. 

Element one 

The healthcare organisation has systems in place and has taken steps to ensure that care is provided in well designed and well 

maintained environments, including in accordance with all relevant legislative requirements referred to in Health Building Notes (HBN) 

and Health Technical Memorandum (HTM), and by following the guidance contained therein, or equally effective alternative means to 

achieve the outcomes of the HBNôs/HTMs.  The healthcare organisation should also act in accordance with the Disability 

Discrimination Act 1995, the Disability Discrimination Act 2005; and have regard to The duty to promote disability equality: Statutory 

Code of practice (Disability Rights Commission, 2005) 

The future of the RNOH was in the past uncertain and this led to minimal investment in maintenance and capital expenditure.  The 

majority of buildings have performed their useful working life and replacement would be more cost effective than refurbishment.  This is 

reflected in the high level of backlog maintenance now accrued, currently estimated at £54m.  The action plan to meet compliance with 

this standard is the redevelopment of the Trust. 

 

3.0 Standard 13 (b) reviewed - now met 

C13 (b)  

Element One 

Valid consent, including from those who have communication or language support needs is obtained by suitably qualified staff for all 

treatments, procedures (including post-mortem), investigations and decisions in accordance with the Human Rights Act 1998, the 

Reference Guide to Consent for Examination or Treatment (Department of Health 2001), Human Tissue Authority; a code of practice 

(July 2006), and having regard to the Code of Practice to the Mental Health Act 1983 and 2007 and the Code of Practice to the Mental 

Capacity Act 2005.   

In the past the Trust has declared nonïcomplaint for this standard due to lack of assurance that procedures and monitoring were in 

place.  The Trusts position has now changed due to a number of factors.  Instruction is given on consent at all doctorôs induction.  

Regular audits are undertaken which demonstrate that consent is not always taken by clinicians able to perform the procedure.  This has 

been addressed by the Joint Medical Director writing to all consultants reminding of the need to ensure that the operation or procedure 

is documented in the notes at outpatients thus allowing the more junior staff to take the written consent for non- complex procedures.  
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Therefore the Trust is able to demonstrate that it has the procedures in place to provide guidance on obtaining consent and to monitor 

and address compliance. 

 

4.0 Process for evidence gathering 

The process for planning the self -assessment has followed the same format as in previous years. A senior clinician was identified to lead 

on the collection of the evidence bringing together information from governance, clinical quality, information, research, finance and 

other organisations.  Staff both clinical and non-clinical were involved in reviewing each of the Core Standards and identifying evidence 

to support the Trustôs assessment. In the cases where the standards had not been fully met, action plans have been developed. The Trust 

obtained NHSLA level 2 in November 2007 and this has also been reflected in assessing the Core Standards. 

 

5.0 Conclusion The Trust has undertaken a comprehensive review of its performance against the 24 Core Standards for the period April 

2009 ïOctober 2010. The evidence collected has been and is being discussed widely with internal and external stakeholders and our 

proposed self -assessment is attached.  Overall the self- assessment confirms that the Trust continues to provide a high quality and safe 

clinical service. It is therefore proposed that the Trust declares not met for standards C2, C20, and C21 and met for all other core 

standards for this interim review. 

 

6.0 Action required by the Trust Board 
To consider in detail the self- assessment submission and to advise on any changes prior to final sign off and submission in December 

2009. 
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1.2  POLICY STATEMENT 

1.2.1   All Wales Ambulance Services Limited is committed to creating robust systems of 

infection prevention and control, based on a comprehensive, easy to follow infection 

control policy which will be annually reviewed unless change dictates sooner. 

 

1.2.2    Continual infection control audit allows areas of good practice to be promoted, 

whilst systematically identifying areas where improvements are necessary. 

 

1.2.3   An infection control plan will be developed for each financial year in order to set a 

programme of work for that coming year. 

 

1.2.4   The infection control work is underpinned by robust and comprehensive infection 

prevention and control processes and procedures. 

 

1.2.5   An annual infection control report is presented to the Board of Directors which will 

report on the progress made and to provide assurance of continued compliance with the 

hygiene code. 

 

1.2.6   All Wales Ambulance Services Limited is financially stable and is able to withstand 

the cost of implementing the policies and procedures required for the delivery of a 

comprehensive prevention and control process. This results in the launch of a new initiative 

to invest in areas which will sustain long-term solutions to infection control challenges such 

as: 

 Raising the profile of infection prevention and control through the adoption of six 

commitments of Cleaner Care. 

 Introducing new cleaning materials colour coding. 

 Staff awareness and obligations relating to NHS waste guidance. 

 Harmonising cleaning agents and practices with the support of its suppliers. 

 Increased training in infection control and personal hygiene. 
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1.3   REGULATION: 

 

1.3.1   The Health Act (2006) introduced a statutory duty on NHS Healthcare organisations 

to observe the provisions of the Code of Practice on Healthcare Associated Infections (The 

Hygiene Code). The Care Quality Commission assumed responsibility for the health of adult 

social care on the 1st of April 2009. NHS providers are now required to comply with new 

regulations issued under the Health & Social Care Act 2008 that oblige them to protect 

patients, staff and others from identifiable risks of HCAI in order to maintain their 

registration with the Care Quality Commission. Although, as an ambulance service based in 

Wales, we don’t have the opportunity or right to register our services with the CQC, All 

Wales Ambulance Services are committed to adopting the same standard and therefore 

intends to fully comply with the CQC standards and requirements throughout. 

 

1.4  SUSTAING PROGRESS:  

 

1.4.1   Phase two of the Cleaner Care programme introduces tighter procedures for 

cannulation, a number of new consumable items and includes the launch of the “Scrub your 

hands” campaign within t6he company, an initiative which focusses on reducing the spread 

of preventable healthcare associated infections. During the start of 2015, an additional 

£18,000 has been invested in the companies “Deep Cleaning” program in order to employ 

and train additional cleaning staff. 

 

1.4.2   2016/17 will see the introduction of phase three of the Cleaner Care Programme, 

which will focus the efforts on two additional priority areas: 

 

 Sharps Management 

 Improved inspection and assessment of ambulance crews in their working 

environment. 

 

Gareth Llewellyn     

Chief Executive Officer. 

 

 

  

 

 

This statement is reviewed and updated annually during the general review of the Strategy, 

Policy and Procedures. 
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2.  POLICY 

 

2.1  Introduction. 

 

2.1.1  The companies Guidance and Procedures for Infection Prevention and 

Control Policy/Strategy set out the strategic and policy approach to the prevention and 

control of infection, and sets out to describe the organisational infrastructure in place 

including key accountabilities. 

 

2.1.2  The document has been developed by the Chief Executive Officer, based on 

the requirements set out in national guidance, The Code of Practice and the core standards 

for better health. It is approved and ratified by the Board of Directors and is reviewed on an 

annual basis. 

 

2.1.3  The Infection Prevention and Control document is made available to staff and 

public through our web site and staff intranet site so as to ensure that they are made aware 

of the companies arrangements for Infection Control and Prevention. 

 

2.2  Purpose 

 

2.2.1  Procedures and guidance on Infection Prevention and Control have been 

developed and reviewed and are incorporated within the policy document to assist all staff 

in ensuring that they follow best practice and company guidance in order to achieve the 

companies aim of the reduction in the incidence of Healthcare Acquired Infections. 

 

2.3.2  In order to provide staff with comprehensive and easily accessible 

information on all aspects of infection prevention and control, this document incorporates 

the following policies and procedures, as required by law: 

 

 Universal standard Infection Control Precautions 

 Aseptic Technique 

 Safe Handling and Disposal of Sharps 

 Prevention of Occupational Exposure to Blood-borne Viruses, Including Prevention of 

Sharps Injuries. 

 Isolation of Patients 

 Disinfection Policy 

 Reporting HCAI’s to the Health Protection Agency (HPA) as directed by the 

Department of Health. 
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2.4  Duties 

 

2.4.1 The Board of Directors 

 

2.4.1.1  Board members are collectively responsible for providing leadership and 

direction on health and safety matters. Board members will have a full understanding of the 

risks, systems in place for management of those risks and also the appreciation of the 

causes of any failures. The board is also responsible collectively for monitoring the 

effectiveness of infection control measures through annual audit reports. 

 

2.4.2 Chief Executive Officer 

 

2.4.2.1  The Chief Executive Officer has a key role in ensuring that systems are in 

place and being adhered to, to manage any significant risks facing the company and ensure 

compliance with the Health & Social Care Act (2008). The Chief Executive Officer is 

ultimately responsible for infection control and prevention measures, a responsibility which 

is discharged through the Infection Control Operative carrying out the physical aspect of the 

day-to-day cleaning, deep cleaning and disinfecting of vehicles and equipment. The Chief 

Executive Officer is responsible for ensuring compliance with the company policy which 

includes universal standard infection control precautions, cleaning, aseptic technique, safe 

handling and disposal of sharps, prevention of occupational exposure to blood-borne 

viruses, isolation of patients, disinfection and reporting HCAI’s to the Health Protection 

Agency. 

 

2.4.3 Infection Control Operative 

 

2.4.3.1  The role of the Infection Control Operative is to oversee the general day-to-

day running of the Procedures on Infection Prevention and Control, Infection control policy 

and action plan and is an integral member of the operational staff, reporting directly to the 

Operations Manager. 

 

2.4.3.2  The Infection Control Operative have the responsibility of monitoring and 

managing the risks associated with infection control, in accordance with the companies Risk 

Management Strategy to ensure compliance with the Health & Social Care Act (2008) The 

Infection Control Operative has the authority to challenge inappropriate clinical hygiene 

practice as well as other inappropriate practices with regards to infection prevention and 

control within the company. 
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2.4.4   Operations Manager 

 

2.4.4.1   The Operations Manager is responsible for the day-to-day management of 

infection control, maintaining the infection control policy and implementing good practice 

within the company in conjunction with the Board of Directors and Operations Manager. 

 

2.4.3.4  The Operations Manager is responsible for working with the Board of 

Directors in order to identify and manage the risks associated with infection prevention and 

control and to monitor compliance with internal and external assurance frameworks in 

conjunction with the Chief Executive Officer. The Operations Manager is responsible for the 

development of cleaning schedules. The Deputy Operations Manager has the authority to 

challenge inappropriate clinical hygiene practice as well as other inappropriate practices 

with regards to infection prevention and control within the company. 

 

2.4.5  Station Officer 

 

2.4.5.1   The Station Officer is responsible for ensuring the effective implementation 

and monitoring of infection prevention and control across the company. The Station Officer 

is ultimately responsible for ensuring, by means of unannounced inspections, that 

ambulances and equipment are cleaned appropriately according to the principles within the 

cleaning strategy (Appendix 14) and Operational Cleaning Policy (Appendix 15) and should 

aim to achieving the company’s high standard of cleanliness through a visible presence. 

 

2.4.6 Chief Training Officer 

 

2.4.6.1   The Chief Training Officer is responsible for ensuring that all staff (Clinical and 

non-clinical), including contractors receive information, education and training in infection 

prevention and control appropriate to their job role. The Chief Training Officer has the 

responsibility of ensuring that all staff will have a working knowledge of infection prevention 

and control guidance and procedures detailed within company documentation. 

 

2.4.6.2  The Chief Training Officer is responsible for developing and updating the 

company’s training needs analysis to ensure that it reflects the requirements of the Health 

& Social Care Act (2008) Code of Practice with regards to standard (Universal) precautions, 

cleaning, Aseptic technique, safe handling and disposal of sharps, prevention of 

occupational blood-borne viruses, isolation of patients and disinfection. Infection 

Prevention and Control must be included as appropriate in training development plans, 

learner outcome plans and be robustly recorded through an effective and accessible training 

record system. 
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2.4.7 Infection Control Team 

 

2.4.7.1  All Wales Ambulance Services Limited will, in the event of question or issue, 

liaise with the infection control team at one of a number of hospitals and trusts and seek 

advice and support according to the service specification detailed within the Service Level 

Agreement. 

 

2.4.8 Operations Manager 

 

2.4.8.1  The Operations Manager is responsible for ensuring that all ambulances and 

equipment have received approval from the Board of Directors and are fully compliant with 

all VOSA regulations. On arrival of a new or used vehicle or equipment, it is the 

responsibility of the Operations Manager to ensure that a full inspection and “Deep clean” 

of all vehicles and equipment has been carried out before initial use and deployment. 

 

2.4.9 Ambulance and Training staff 

 

2.4.9.1  All ambulance and training staff are responsible for infection and prevention 

control in all activities within their area of responsibility. They are responsible for ensuring 

the effective implementation and monitoring of infection prevention and control, including 

undertaking infection prevention and control audits as requested by the Infection Control 

Operative, Station Officer, Operations Manager or Board of Directors. 

 

2.4.9.10 All ambulance and training staff are responsible for ensuring that 

ambulances, equipment training centres and treatment centres are cleaned appropriately 

according to the principles within the Cleaning Strategy (Appendix 14) and Operational 

Cleaning Policy (Appendix 15) and achieve the company’s highest standard of cleanliness 

(with the exception of the deep clean process)through a visible presence. Regular “Toolbox 

talks” will support their role and aim to identify any failure or non-compliance which may be 

visible so as to ensure a fast and efficient solution.  

 

2.4.10   Out of Hours 

 

2.4.10.1 In the event of an infection control issue occurring out-of-hours, the matter 

should be passed to the Duty Officer or Deputy Duty Officer as appropriate. The officer will 

access support and advice from the on-call Consultant Microbiologist at the hospital and/or 

the Health Protection Agency as required. 

 

 



Page 17 of 91 
 

 

2.4.11   Company Staff and Clinicians 

 

2.4.11.1 Responsibility for infection prevention and control is developed to all staff 

and clinicians within the company. All staff have the responsibility to attend infection 

control training and to ensure that infection control policies are effectively implemented 

within the area of their work; which must meet the company’s high standards of cleanliness 

at all times. All staff are responsible for ensuring the continued compliance of the 

company’s policy and guidance on standard (Universal) infection control precautions, 

aseptic technique, safe handling and disposal of sharps, prevention of occupational 

exposure to blood-borne viruses, isolation of patients and disinfection. 

 

2.4.12   Domestic Cleaning Staff and Make-Ready Operatives 

 

2.4.12.1 All Domestic Cleaning Staff and Make-Ready Operatives have the 

responsibility to deliver on-site cleaning according to the principles within the Cleaning 

schedule/s as agreed with their line manager according to company guidance. Monitor all 

areas to ensure the highest standard of cleanliness are being continually achieved and bring 

to the attention of their line manager any situation that could potentially compromise 

achievement of the appropriate cleaning standards. 

 

2.4.13   Organisational framework 

 

2.4.13.1 The organisational company structure is detailed in figure 1 and the Infection 

Prevention and Control structure detailed in figure 2. Infection control performance is 

monitored and led by the Board of Directors through to staff. Staff should then provide 

feedback, through their management to the Board of Directors who, in turn, advise the 

Chief Training Officer of any identified training needs to ensure that learning from 

experience is incorporated into the company practice. 
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2.4.13.2 Fig 1 – Organisational Company Structure

  

 

2.4.13.3 Fig 1 – Infection Prevention and Control Structure 

 

 



Page 19 of 91 
 

2.4.14   Risk Assessment 

 

2.4.14.1 Risk assessments must be carried out in accordance with the company’s Risk 

Management Strategy and associated documentation. Risks in respect of healthcare 

associated infection and serious communicable diseases may be identified on an ongoing 

basis via incident reporting procedures, complaints, claims, infection control audits and 

parallel risk assessments. These processes will be monitored to ensure that any risks are 

identified and acted upon in a timely manner. Incidents and changes in risk ratings should 

be openly discussed and reported to the Infection and Prevention team, in order that a 

review of the company’s Infection Prevention and Control Risk Assessment and policy. All 

staff, having undergone risk management training during induction and daily work will soon 

have a risk assessment tool available on the staff intranet site. 

 

2.4.14.2 Staff regularly use dynamic risk assessment as part of their working practice 

and the company will undertake an organisational risk assessment as part of the rolling risk 

assessment process. The organisational risk assessment will identify any specific roles within 

the organisation that are at higher risk, and a specific risk assessment will be carried out 

within these areas. The organisational risk assessment will assess how likely it is that blood 

borne viruses or other communicable diseases (e.g. respiratory or gastrointestinal infectious 

diseases) could cause ill health to staff and/or patients and decide if existing precautions are 

adequate or further action needs to be taken to remove or reduce the risk as far as is 

reasonably practicable.  

 

2.4.14.2 Risk assessments will consider the following criteria: 

 

 Frequency and scale of contact with blood and other bodily fluids. 

 Number of different patients where blood/bodily fluid contact is made. 

 Existing information on injuries/ill health reported in the workplace. 

 Impact on the company on multiple casualties within staff resources in the event of 

an outbreak. 

 Quality of existing control measures. 

 

2.4.14.3 Healthcare associated infection risk assessment will be owned by the Health 

& Safety Officer  who will monitor the action plans. The Operational manager/s will 

co-ordinate the risk assessments and monitor progress with reviews. Staff will be 

made aware of any specific risks jointly by the Operations Manager and Infection 

Control Operative. It is hoped that, by the end of July 2016, staff will have additional 

information via the staff intranet. 
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2.4.15   Education and training 

 

2.4.15.1 All new employees are required to fulfil the pre-employment health checks 

detailed in appendix four (Occupational Health). Before commencing operational duties, all 

members of clinical staff must complete appropriate infection control induction training. 

Induction training for new staff incorporate the principles and practice of infection 

prevention and control, awareness of policy and guidance documents, hand hygiene, safe 

handling and disposal of sharps, management of inoculation incidents, feedback for audit 

results, examples of good practice and action needed to correct deficiencies. 

 

2.4.15.2 Infection control training, covering all areas identified in paragraph 2.4.15.1 is 

incorporated in a regular recertification programme, as detailed in the company’s Training 

Matrix. Compliance with training will be monitored as part of staff personal development 

review and appraisal process. All members of staff have an individual training record, which 

is monitored using the training matrix, regular skills tests and work based assessment. The 

frequency for training for all clinical and non-clinical staff will be carried out in accordance 

with the company’s training needs analysis. 

 

2.4.15.3 The Operations Managers are responsible for monitoring compliance with 

the Infection Control Policy on a daily basis and challenging inappropriate practice. The 

result of infection control audits, external assessments and incidents reported to the Board 

of Directors will be used to ensure that the training programme provides effective, focused 

training. Specific root-cause analysis training is delivered to Officers and Managers as 

required. 

 

2.5   Monitoring compliance 

 

2.5.1  The Chief Executive Officer and Board of Directors are responsible for 

monitoring the effectiveness of the Infection Prevention and Control strategy and policy. 

The Board of Directors will receive an annual Infection Prevention and Control Report from 

the Operations Managers. 

 

2.5.2  The annual Infection Prevention and Control Report will be the company’s 

infection control assurance framework and will include: 

 

 Detail progress against the annual infection prevention and control action plan. 

 Request ratification of the following year’s annual infection prevention and control 

action plan. 

 Demonstrate the effectiveness of the policy through the presentation of audit 

findings from station reviews, identifying improvements in infection control 

standards. 
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 Assure continued compliance with Health & Social Care Act (2008). Code of Practice, 

including compliance with standard (universal) precautions, aseptic technique, safe 

handling and disposal of sharps, prevention of occupational exposure to blood-borne 

viruses, isolation of patients, disinfection and reporting HCAI’s to the Health 

Protection Agency. 

 Assure compliance with guidance issued by the Care Quality Commission core 

standards. 

 Contain information from the Chief Training Officer which reflects that the standard 

of training for both non-clinical and clinical staff identified within the training needs 

analysis are being met fully. 

 Contain a summary of reported incidents reviewed by the Board of Directors and 

resultant changes to working practice. 

 Demonstrate a reduction of infection control risks and their subsequent 

downgrading on the Risk Register. 

 Contain information from the Health & Safety Officer regarding the number of 

inoculation incidents reported, confirmation that the immediate management of the 

injury recorded was appropriate and that support services were made available or 

contacted as appropriate. 

 Assurance from the Infection Control Operative (Via the Operations Manager/s) that 

all staff continue to comply with the guidelines and information on disposal of 

infected linen. 

 Detailed findings of any internal audits conducted. 

 Provide a summary of work undertaken by the key individuals responsible for 

Infection Prevention and Control detailed in section 2.4, demonstrating that they are 

fulfilling their identified duties. 

 Confirm that any information made available to staff through the company’s intranet 

site is up to date and correct. 

 

2.6   Investigations 

 

2.6.1  It is fundamental to the company’s risk management system that all clinical 

and non-clinical adverse incidents, hazards and near misses are identified, recorded, 

analysed with the lessons learned implemented and controls put in place to avoid their re-

occurrence. 

 

2.6.2  All incidents regarding infection prevention and control, including reported 

outbreaks of healthcare acquired infections, must be reported and investigated according to 

the Incident Reporting Policy. The Infection Prevention and Control team will review all 

related incidents according to their terms of reference. Root-cause analysis should be 

carried out and, in any case/s of suspected outbreaks, the company will co-operate fully 

with all organisations during potential investigations. 
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2.6.3  A Serious Untoward process must be brought in to follow any incident that 

has: 

 

 Caused a patient, staff or member of the public serious harm, or unsuspected death. 

 Is likely to cause significant public concern. 

 May seriously impact on service delivery. 

 May attract media attention or risk litigation. 

 Reflects a serious breach of standards or quality of service. 

 

2.7   Improvement orders 

 

2.7.1  All Wales Ambulance Services Limited strive to ensure that all buildings, 

offices and vehicles are maintained to a high standard of cleanliness, compliant with the 

expectations of the Health & Social Care Act (2008). Should an area of the estate or 

vehicle/s be found to fall below the standard specified within this policy or other associated 

documentation (e.g. cleaning schedules), an incident report must be submitted. 

 

2.7.2  Routine concern not immediately affecting the health and/or safety of 

patients or staff: 

 

In the first instance the concern should be discussed with the responsible line manager, with 

a clear timescale agreed for completing the actions. Should the incident remain unresolved 

beyond this deadline, the matter should then be reported to the Operations Manager. The 

Operations Manager will, in turn, liaise with the Board of Directors so as to ensure a rapid 

completion of any outstanding actions. Examples of routine concerns include non-

performance of staff or station issues which compromise the achievement of infection 

prevention and control standards. 

 

2.7.3  Urgent concern, potentially affecting the health and/or safety of a patient or 

staff member: 

 

Where concern is raised regarding the standards of infection control which poses a potential 

threat to the health and/or safety of a patient or staff member, the company will respond 

immediately and address the breech in standards. 

 

2.7.4  Following an immediate action required to reduce the risk of the breech, the 

following senior staff will issue an Improvement Order: 

 

 Board of Directors 

 Health & Safety Officer 

 Duty Officer 
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2.7.5  The Improvement Order will be issued to the Operations Manager within a 

period of 24 or 48 or 72 hours, as deemed appropriate by the issuing Director/Manager. The 

Improvement Order may authorise the removal of any vehicle from service or closure of 

premises. Any failure to achieve compliance will be escalated to the Chief Executive Officer. 

All improvement notices will be reported to the board within 30 days. 

 

3   Procedures 

 

3.1 Introduction.   

 

3.1.1  The procedures set out within the following pages have been developed to 

aid staff in minimising the risk of transmission associated with infectious diseases. The 

procedure is dynamic, particularly in situations faced by ambulance staff on a daily basis. 

The procedures are supported by additional guidance appended to the policy as a useful 

point of reference. Safe practice can be achieved by ensuring staff: 

 

 Are supported by the company to deliver recommendations within these procedures. 

 Have received Infection Control training. 

 Understand and are able to apply the principles of risk assessment to minimise the 

risks of transmission of infectious diseases. 

 

3.1.2  Safe infection control practice requires: 

 

 A knowledge of micro-organisms. 

 The diseases they cause. 

 An understanding of how they spread between humans. 

 

3.1.3  These procedures acknowledge that provision of a limited list of diseases may 

well inhibit the ability of staff to properly risk assess situations and utilise appropriate 

personal protection. For this reason, in addition to appendix 1, 6, 7 and 8, guidance on 

individual infectious diseases should be obtained via the Health Protection Agency: 

www.hpa.org.uk. The infectious disease section, whilst not exhaustive, is regularly updated 

by national experts and should provide a framework for risk assessment, based upon 

establishing: 

 

 What the organism/disease is. 

 How it is spread. 

 How can staff protect themselves from transmission. 

 

3.1.4  Standard principles must be applied for all patients, whether they are treated 

on front-line vehicles or patient treatment centres at events. These have been developed 

http://www.hpa.org.uk/
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and provide protection for patients and healthcare workers. The use of standard practice is 

supported by the National Institute for Clinical Excellence. The full NICE guidelines can be 

accessed via www.nice.org.uk. External expertise can be accessed through the Health 

Protection Agency, National Patient Safety Agency and the Joint Royal Colleges Ambulance 

Committee (JRCALC). 

 

3.1.5  AWAS Ltd is committed to tackling the risks involved and reducing the impact 

of Healthcare Associated Infections on patients, staff and the company. Infection Prevention 

and Control must be an integral role of the staff and must reflect their commitment to the 

provision for a safe environment for both patients and staff. 

 

3.1.6  All staff engaged in clinical practice on behalf of AWAS must be aware of and 

familiar with the following procedures for their own protection and that of their patients, 

and to support the company’s efforts toward reducing the incidents of healthcare acquired 

infection. The company will continue to focus on the six commitments of cleaner care: 

 

 Carrying hand rub whenever in uniform. 

 Cleaning hands with alcohol rub or soap and water after each patient contact. 

 Mopping the vehicle floor, using diluted, concentrated bleach after each shift. 

 Cleaning the stretcher, seats and any other piece of equipment used after each 

patient. 

 Following the launch of the new infection prevention and control policy, ensure that 

we deal with cleaning, disposal of waste and laundry facilities according to latest 

guidelines. 

 Ensure that our patients receive care in an environment that we would be proud for 

our own relatives to experience. 

 

3.2 Cleaning and Decontamination Procedure.   

 

3.2.1  The Maintenance of high standards of cleanliness on all surfaces and 

equipment is a crucial factor in the prevention and control of infection. Whilst all dust, dirt 

and moisture can harbour infection, the key risks are associated with contamination arising 

from contact with blood and bodily fluids, mucous membranes and damaged skin. In all 

cases, the surface or equipment must be thoroughly cleaned and disinfected in order to 

destroy any pathogenic micro-organisms. Specific guidelines on cleaning ambulance 

buildings, vehicles and equipment are detailed in appendix 7. 

 

 

 

 

 

http://www.nice.org.uk/
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3.2.2 Cleaning and Disinfection Solutions.   

 

3.2.2.1  The cleaning and disinfecting products, selected for use by the company for 

use within clinical areas are detailed in table 1. 

 

3.2.2.2  Table 1 ς Clinical Area Cleaning Products: 

 

Product Details Uses 
Multi-purpose cleaner Liquid containing degreaser and 

disinfectant applies 1:100 through 
spray, pressure washer or directly 
by cloth. 

Routine vehicle cleaning and 
disinfecting. 

Clean Pro Citrus Thick Bleach Liquid, containing Sodium 
Hypochlorite and Sodium 
Hydroxide. 

Daily cleaning and disinfecting of 
Vehicle floors. 

BIOsafe Biohazard clean up pack Procedure pack for the safe 
removal and disinfection of blood, 
vomit or urine. 

Cleaning of body fluid spills. 

Disposable wipes Disposable wipes containing 
Isopropyl alcohol B.P 70%, v/v 
n-Alkyl dimethyl ethyl benzyl, 
ammonium chloride 0.25% w/w 

Cleaning of equipment where 
liquid cleaning is inappropriate e.g. 
defibrillators 

 

 

3.2.2.3  The products must be stored on each vehicle/premises according to table 2, 

and must be checked during the vehicle daily inspection (VDI). Spare stocks are made 

available at the station stores. 

 

3.2.2.4  Table 2 ς Availability of Cleaning Agents: 

 

Product Station Front-Line 
Ambulances 

PTS Ambulances 

Multi-purpose cleaner Yes Yes Yes 

Clean Pro Citrus Thick 
Bleach 

Yes No No 

BIOsafe Biohazard clean up 
pack 

Yes Yes Yes 

Disposable wipes Yes Yes Yes 

 

3.2.2.5  Apart from routine cleaning of vehicles during the shift and the safe storage 

of bleach, all daily cleaning is carried out at the station before vehicles are deployed to their 

respective work. 
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3.2.3 Cleaning Materials Colour Coding.   

 

3.2.3.1  The company has fully adopted the recommendations of the NPSA Safer 

Practice Notice 15: Colour Coding Hospital Cleaning Materials and Equipment in order to 

improve cleaning safety, ensure that there is consistency and provide clarity for staff. 

3.2.3.2  All cleaning materials and equipment, both re-usable and disposable (e.g. 

mop heads, mop buckets, mop handles, clothes and gloves) must be colour coded.  Posters 

which display the colour coding scheme detailed in table 3 are placed in all locations where 

cleaning is to be carried out within the company. 

 

3.2.3.3  Table 3 ς Colour Coding for Cleaning Equipment: 

 

Colour code Area 

Red Bathrooms, Washrooms, Toilets, basins and toilet floors 

Green Kitchen and food preparation areas 

Blue Ambulances and other clinical areas 

Yellow General areas, including corridors, offices and public access. 

 

3.2.4 Routine Cleaning and Disinfection.   

 

3.2.4.1  Cleaning is a process which physically removes contamination but does not 

necessarily destroy micro-organisms. Disinfection is a process used to reduce the number of 

viable micro-organisms and can apply to hand washing, skin preparation and equipment. 

During routine cleaning, all surfaces must be both cleaned and disinfected. Multi-purpose 

cleaner and disposable wipes provide the general cleaning and Clean-Pro Citrus Thick Bleach 

provides the disinfection process. A solution (Bleach) should be 100ml of concentrated 

bleach in 10 litres of water. Spare supplies of the products are stored at the main station 

and are made available to all trained staff as required. 

 

3.2.4.2  Cleaning procedure 

 

 Use PPE as appropriate (Safety glasses, aprons and gloves). 

 Using the multi-purpose cleaner, spray directly and liberally to surfaces. 

 Leave for 2 – 3 minutes to soak. 

 Rinse using tap water. 

 Dry surfaces with clean dry cloth or mop. 

 

3.2.4.3  Any remaining solution must be disposed of using the normal drainage 

system. To reduce the risk of cross-contamination, mops, disposable cloths and buckets 

must not be used or transferred between different areas. Buckets and mop handles should 

be cleaned with detergent or detergent wipes and dried. Buckets must be stored inverted. 
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Re-usable cloths must not be used. Only disposable mop heads must be used. Brushes must 

not be stored in disinfectant solution. 

 

3.2.5 Body Fluid Spillage Management.   

 

3.2.5.1  Effective management of blood and body fluid spills is a crucial factor in 

controlling the spread of infection. Exposure to any such fluid constitutes a risk to staff and 

others within the immediate environment. These risks can be minimised by dealing 

promptly with the spillage, by appropriate cleaning and disinfection. 

 

3.2.5.2  In general terms, the spillage of blood and bodily fluids that occur are not 

excessive, e.g. blood smeared on a sharps box can be managed by wiping with a detergent 

wipe. In the event of a larger spill where this method would not be practical, the use of the 

spillage kit must be used. All items required for this method of cleaning are available within 

the spill kit. 

 

3.2.5.3  Body Spillage Management procedure: 

 

 Use PPE (Gloves, goggle and apron). 

 Wash your hands  
 Contact Control Centre and inform them of the need to de-contaminate the vehicle, 

with an estimated time of completion.  
 Ventilate area if possible. 

 DO NOT PICK UP BROKEN GLASS – even with gloves. 

 Use a scoop & scraper to place any broken glass into a sharps container. 

 Sprinkle the contents of the sachet over the spill. This will solidify a liquid within 

about 2 minutes. 

 Using the scoop and scraper, remove the spillage and place in Biohazard bag. 

 Use the spray to disinfect the area of the spill and wipe with dry cloth or paper 

towel/roll. 

 Place the used scoop, scraper and gloves in the Biohazard bag and tie securely 

 Wipe hands with disinfectant wipe and dispose. 

 Dispose of all contaminated material by approved means. 

 

3.2.6 Sterilisation.   

 

3.2.6.1  Sterilisation is a process used to render the object free from viable 

micro-organisms, including spores and viruses but not prions. All clinical instruments 

used to penetrate the skin, tissue or mucosa MUST be sterile.  
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3.2.6.2   All sterile items used by AWAS are single use; No items are to be re-

sterilised. Sterilised equipment must be kept in its original wrapping until the moment of 

use. Excessive handling should be avoided before application. If the outer wrapping is 

damaged, do not use as this will not be sterile. 

 

3.3 Management of Linen Procedure. 

 

It has been shown that used linen, within healthcare settings in particular, can harbour large 

numbers of potentially pathogenic microorganisms. Therefore, it is important that the 

appropriate precautions are taken to ensure contamination to/from linen does not occur, as 

this might then lead to transmission of microorganisms to people or to the environment. 

These precautions apply to all stages of linen management; storage, handling, bagging, and 

transporting. Safe management of linen is one of the elements of Standard Infection Control 

Precautions (SICPs) which must be applied in all healthcare settings. 

   
3.3.1 Storage of linen. 

 
 Clean linen must always be stored in a clean, designated area, preferably in the 

ambulance locker, and away from the floor, to prevent contamination with dust 
and/or aerosols. It must be separate from areas used to store used linen.  

 Clean linen must be handled as little as possible. Storing in patient compartment of 
the vehicle or transporting on trolleys before placing in lockers may result in 
contamination.  

 
3.3.2 Handling and disposing of used linen. 

 
3.3.2.1  A disposable plastic apron must always be worn when handling used linen. 
Disposable gloves must be worn by ambulance staff when handling all used linen, and by 
other staff on risk assessment  
E.g. when linen is wet, soiled, and foul or has been used for an infected patient or one 
where other precautions are in place (contact or transmission-based precautions).  

 
 Any exposed skin lesions must be covered with a waterproof dressing.  

 
3.3.3 Soiled/Fouled linen disposal. 

 
 A disposable plastic apron and disposable gloves must be worn by all staff 

handling soiled, fouled or infected linen.  
 Soiled, fouled or infected linen must be placed directly into a red water-

soluble/alginate bag. This prevents any further handling and potential 
contamination, particularly for those performing laundering procedures. The 
bag must be immediately secured/tied and removed from the clinical area.  

 A red coloured secondary laundry bag must be used to store/transport the 
water-soluble bag. This bag must be appropriately tied and must be disposed 
of at the hospital as soon after use as possible.  
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 Staff must always hold used linen away from the body but not excessively to 
create a manual handling risk and also to avoid contaminating clothing. Staff 
must avoid shaking linen as this may result in the dispersal of potentially 
pathogenic organisms and/or skin scales into the environment.  

 Please place item individually into the bag.  
 Staff must ensure that sharps or other extraneous items are not discarded 

into linen bags.  
 Never place or drop linen onto the floor or other surfaces e.g. lockers, tables, 

as this could lead to contamination with microorganisms from the linen.  
 Never overfill laundry bags/trolleys.  
 All bags must be tied when ¾ filled. Laundry bags holding used linen must not 

be left untied for long periods e.g. more than 24 hours.  
 After placing in laundry bags/trolleys, used linen must not be re-handled, 

separated, or sorted, especially not by carers in care settings where laundry 
facilities are available.  

 All linen bags must be disposed of immediately after use.  
 PPE must be changed, and hand hygiene performed following handling of 

used linen and between tasks/beds. Staff must ensure they dispose of all PPE 
as clinical waste.  

 
3.3.4 Staff Uniforms. 
 
3.3.4.1  Uniformed staff should read this in conjunction with the Company’s 
Uniform Policy. When there is a reasonable likelihood that they may be delivering 
patient care during their shift, clinically qualified staff should consider wearing 
uniform. When attending an incident without being in full uniform, staff must wear 
suitable shoes and Hi-Viz jacket. If the Hi-Vis jacket is left open, ties must be 
removed. 
 
3.3.4.2  Cuffs may become heavily contaminated and are more likely to come 
into contact with a patient. All clinical staff must therefore remain “Bare below the 
elbows” when delivering patient care; the only exception is where Hi-Vis jackets, 
coveralls or other safety clothing is being worn for safety or protection reasons. 
When a jacket must be worn, sleeve protectors must be considered (Para 5.5). Staff 
should note that long fingernails, false nails, wrist watches and more than one ring is 
unacceptable when delivering patient care. 
 
3.3.4.3  There is no conclusive evidence that uniforms pose a significant 
hazard in terms of spreading infection. The majority of bacteria and viruses will not 
survive away from the host and would not present a high risk of infection 
transmission on clothing. However, with a mass of body fluid, organisms survive 
longer. Staff who are at risk of their uniforms becoming contaminated by body fluid 
should change into their home clothes as soon as possible, preferably before leaving 
their workplace. 
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3.3.4.4  The responsibility of laundering uniform rests with the individual 
member of staff. Uniform and other work clothes should be washed as soon as 
possible and in accordance with the care label instructions, on as hot a wash as the 
fabric will tolerate. A ten-minute wash at 60°C is sufficient to remove most 
organisms. Using detergents means that more organisms can be removed from 
fabrics, even at low temperatures; MRSA is completely removed following a wash at 
30°C. There is no conclusive evidence of the difference in effectiveness between 
industrial and domestic laundering in removing organisms. 
 
3.3.4.5  In the majority of cases, staff uniform falls under the category of 
“used linen” and should therefore be included as part of the general domestic 
washing arrangements undertaken by each member of staff. 
 
3.3.4.6  On occasions however, uniforms may be exposed to splashes of blood 
or body fluid. This should be avoided as far as possible by the use of PPE such as 
aprons. For cases where gross soiling or contamination is foreseeable and any 
patients involved are not time critical, a disposable suit should be worn as an outer 
garment, in addition to any other PPE items necessary. After use, the suit should be 
disposed of as clinical waste and uniform checked to ensure that it has been fully 
protected. 
 
3.3.4.7  If, despite all efforts, contamination of the uniform occurs with either 
blood or body fluids, arrangements should be made with the Operations Manager/s 
for the crew to return to base in order to change uniform.  Spare uniform in all sizes 
are available at the station at all times. 
 
3.3.4.8  Contaminated uniform (e.g. a small area of blood or a larger area of 
vomit) should be placed in a white plastic bag, sealed and marked “Soiled Uniform”. 
The bag must then be placed out of reach of public or others and taken home to was 
as soon as is practically possible. Contaminated uniform should, where possible, be: 
 

 Laundered at as high a temperature as possible as per instructions. 
 Laundered with normal washing powder. 
 Tumble dried where possible (Following manufacturers’ guidelines). 
 Ironed with a hot iron and steam (Following manufacturers’ guidelines). 

 
3.3.4.9  Heavily contaminated uniform must be disposed of as “Clinical waste” 
and a replacement uniform requested from the station. Disposable suits can be 
utilised in the short term in order to dispose of the contaminated uniform. 
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3.4 Management of clinical waste. 
 
3.4.0  All Wales Ambulance Services Limited is committed to developing and 
implementing policies and procedures for the safe management of clinical waste. 
Due to the diverse activities carried out by the company and the wide range of 
clients it has, it is decided that ALL clinical waste will be disposed of through normal 
hospital channels and in “Yellow” bags supplied on the vehicle at all times.. All waste 
disposals must be dealt with: 
 

 Immediately and as close to the point of use as possible. 
 Into the correct segregated colour coded UN 3291 approved waste bag.  
 Waste bags must be no more than 3/4 full or more than 4kgs in weight and 

secured using a ratchet tag (for healthcare waste bags only) with a “swan 
neck‟.  

 Into approved sharps waste box which must be no more than 3/4 full. Sharps 
boxes must have a dedicated handle and a temporary closure mechanism, 
which must be employed when the box is not in use. The sharps box label 
must always be completed in full.  

 

3.4.1 Segregation of waste. 
 
3.4.1.1  Segregation of waste, at the point of production, into suitable colour 
coded packaging is vital for safe waste management and for ensuring compliance 
with current legislation. The colour coded segregation system outlined in this 
chapter identifies and segregates waste on the basis of waste classification and 
suitability of treatment and disposal options. Health & Safety, carriage of waste 
regulations, require that waste is handled, transported and disposed of in a safe and 
effective manner. 
 
3.4.1.2  Figure 4 identifies the range of waste classification applicable under 
the nationally unified approach to waste management. Following assessments, our 
hospital trust clients have introduced waste segregation facilities for the categories 
detailed in the following paragraphs. No other waste streams should be used within 
the company; information regarding the full range of option is included to ensure 
that staff become and remain familiar with the options available at hospital facilities. 

 

3.4.1.3  Company premises provide the required waste streams appropriate 
to the function of the building, where waste can be segregated at source. Although 
the majority of ambulances do not have provision to segregate waste, all new 
vehicles are supplied with separate domestic and clinical waste bins. Waste must 
otherwise be segregated where facilities exist (e.g. Hospitals, Care homes, Surgeries 
etc.).     
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3.4.1.4  Domestic waste is waste similar in nature and composition to waste 
generated at home. Domestic waste must not contain any infectious materials, 
sharps or medicinal products. Domestic waste must be placed in black bags for 
disposal. Gloves that have no visible contamination can be disposed of as household 
waste into the black-bag waste stream. Gloves contaminated with blood or body 
fluids must be disposed of as “Yellow bag” waste. 
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Figure 4 – Waste Segregation: 
 
  

Waste receptacle Waste Types Example of Contents Indicative 
Treatment/Disposal 

     

Domestic waste. General refuse 
including 
confectionary, 
wrappers, flowers 
etc. 

Landfill. 

   

Used linen. Linen used BUT NOT 
INFECTED by MRSA, 
C’ Dif etc. 

Hospital laundry. 

     

Infectious linen, 
potentially infected 
linen. 

Soiled dressings 
soiled linen, bedding 
contaminated with 
blood or body fluids. 

Licenced or 
permitted treatment 
facility. 

  

Offensive hygiene 
waste. 

Human hygiene 
waste and non-
infectious disposable 
equipment. 

Deep landfill. 

                   

Infectious and other 
waste requiring 
incineration 

Linen infected with 
large amounts of 
blood, Used 
dressings, Vomit 
bowls, and Urine 
bottles. 

Incineration. 

  

Potentially infectious 
sharps. 

Needles, Razors, 
Glass phials, Lancets. 

Incineration. 
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3.4.2 Handling of waste. 
 
3.4.2.1  When handling clinical waste, all staff must use personal protective 
equipment (PPE), the minimum being gloves. Aprons must be considered if leakage is 
anticipated. All items of disposable PPE become clinical waste once used. 
 
3.4.2.2  Staff are expected to make every effort to ensure that any waste 
arising from their activities, clinical and non-clinical, is disposed of correctly. Waste 
MUST NOT be left unattended in public places, private dwellings or other areas 
accessible by the public. Where it is impossible to dispose of waste during the shift 
or at the end of a shift, clinical waste should be securely tied and marked for the 
attention of the Infection Control Operative in order for the waste to be properly 
dealt with as soon as possible. Clinical waste bags may be left overnight at the 
station but not where public or wildlife can obtain access. Facilities for general waste 
are available at the station at all times. 
 
3.4.2.3  Waste must not be decanted into other bags, regardless of volume 
and sharps containers must never be placed into clinical waste bags. Any spillage or 
contamination resulting from movement of clinical waste must be thoroughly 
cleaned at the earliest opportunity (See 3.2.5 - Spillage management). 
 
3.4.2.4  Clinical waste must be: 
 

 Correctly bagged to prevent spillage. 
 Double bagged, where the exterior of the bag is split, leaking or 

contaminated. 
 Kept out of reach of other people. 
 Only filled to ¾ full. 
 Securely sealed and labelled with coded tags identifying their source (Service 

name and station). 
 

3.4.3 Disposal of Clinical waste. 
 
3.4.3.1  All clinical waste bags must be stored safely so as to reduce the risk of 
access by public. Bags should never be put where wildlife may gain access. Small 
ambulance clinical bags may be disposed of at any hospital or ambulance station. 
 
3.4.3.2  Prior to departure from an incident scene, crews must make every 
effort to ensure that no items of waste are left behind on scene. Where sharps are 
used away from the vehicle, sharps containers from response kits should be utilised. 
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3.4.3.3  Under no circumstances should any item of clinical waste be placed in 
domestic waste bins or abandoned outside designated containers at hospitals or on 
station. Neither should they be discarded in the rear of the ambulance. Incidents 
where adequate and appropriate measures have not been taken to dispose of 
clinical waste or sharps, thereby putting others at risk of injury or cross-
contamination, must be regarded as adverse incidents and reported using the 
incident report form. 

 
3.4.4 Pharmaceutical waste. 
 
3.4.4.1  Drugs that have been opened and not used or only partly used must 
be disposed of in an approved sharps container. Unused drugs (Not opened) must be 
returned to the hospital pharmacy in accordance with Trust guidelines. 
 
3.5 Procedure for care of the deceased. 
 
3.5.1  Attention must be paid to infection prevention and control 
procedures in the event of a patient dying in transit or in the case of a crew needing 
to confirm death or move a deceased patient. The resuscitation policy should be 
followed to ascertain the circumstances in which resuscitation should /should not be 
carried out. 
 
3.5.2  Handling and transport: 
 

 The body must not be handled unnecessarily.  
 Deceased patients being transported by the company must be fully covered 

with a full blanket roll as a minimum requirement or, if available, placed in a 
heavy-duty disposable body bag. 

 Consider the use of gloves and aprons if contact with body fluid is likely. 
 If there is risk of infection, this should be communicated with hospital staff as 

the first part of the patient handover. 
 Upon completion of the incident, the vehicle and all appropriate equipment 

must be de-contaminated according to procedures (Paragraph 3.2). 
 

3.6 Classification of Infectious Diseases. 
 
3.6.1  Infectious diseases are classified into two categories according to the 
infection control precautions required. The previous category 1 and category 2 are 
now combined and referred to as cases requiring standard (Universal) precautions. 
Further and in-depth information is available and updated at www.hpa.org.uk. Fact 
sheets are also available through the Operations Manager and Health & Safety 
Officer at the headquarters. 
 
 
 
 
 

http://www.hpa.org.uk/
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3.6.2  Standard (Universal) Precautions: 
 
3.6.2.1  No special precautions are required when transporting patients with 
these diseases but standard (Universal) infection control precautions must be 
applied as normal practice, unless advised otherwise by the hospital Consultant. A 
brief description of infectious diseases requiring standard (Universal) precautions 
can be found in Appendix 8, together with their mode of transmission between 
humans and any particular issues that staff should pay attention to during 
transportation. 
 
3.6.3  Category 3: 
 
3.6.3.1  The transportation of a patient with category 3 infectious disease 
requires special precautions and procedures which are detailed in the IHCD 
Ambulance Service Basic Training Manual and on the HPA website. Appendix 9 
provides further detailed guidance. In the UK, most patients who could have a 
category 3 infection are likely to present to Accident and Emergency Departments 
either directly or via their GP. The patient will present with pyrexia (fever) of 
unknown origin (PUO) shortly having returned from abroad but these early 
symptoms could indicate any number of far less serious conditions and a positive 
diagnosis can only be made following extensive tests. (See also appendix 8 for more 
information). 
 
3.6.4  It is likely that A&E staff will have had contact with such patients 
before their illness is formally diagnosed. The Advisory Committee on Dangerous 
Pathogens (ACDP) have issued guidance that most pre-diagnosis category 3 patients 
can be safely managed by following Standard Infection Control Precautions and the 
safe disposal of clinical waste. Any resuscitation regime must include the use of 
either a BVM (Bag, Valve, and Mask) or resuscitation pack. Under no circumstances 
should any form of direct oral resuscitation be attempted. 
 
3.6.5  However, should a category 3 disease be subsequently diagnosed, the 
attending crew will be required to undergo surveillance for a period of 21 days from 
the last possible date of exposure to infection. 
 
3.6.6  There needs to be no restriction on work or movement within the UK, 
surveillance will simply be daily monitoring of body temperature and the reporting of 
any suspicious symptoms. During surveillance, those suffering any rise of 
temperature above 38 °C will be kept under surveillance at home and, if fever 
persists for more than 24 hours, advice sought from a Consultant in infectious or 
tropical diseases. Category 3 diseases are detailed in appendix 12. 
 
3.6.7  Patients with a confirmed diagnosis of a category 3 disease will only 
be transported by the Welsh Ambulance NHS Trust and will remain the responsibility 
of that, or other supporting, ambulance service. 
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3.7 Procedure for infestation. 
 
3.7.1  Protective measures. 
 
3.7.1.1  Standard precautions must be taken if there is any suspicion of 
infestation, especially hand washing and the use of PPE such as gloves and aprons. 
All items of linen must be red bagged and laundered appropriately (Section 3.3). 
 
3.7.1.2  In general, no immediate specific cleaning of the vehicle is necessary, 
other than close attention to the area immediately occupied by the patient. The 
stretcher, adjacent walls and floor must be cleaned with detergent wipes. In cases 
where there is visible infestation with fleas, crews may wish to request a return to 
base in order to change clothing. At the end of the shift however, it will be noted 
that a the vehicle will be taken out of service and a “Deep clean” will be performed 
including fumigation with the Nebusan dry mist system. 
 
3.7.2  Scabies: 
 
3.7.2.1  Sarcoptes scabies is a human mite which penetrates the outer layer of 
skin. The body’s immune system reacts to the mite’s droppings and saliva resulting in 
an immune reaction which causes intense itching. The incubation period is up to 8 
weeks after contact with the infected person and it may take up to 2 weeks before 
symptoms present. 
 
3.7.2.2  Lesions occur mainly on the hands, finger webs, wrists, inside of arms, 
abdomen/waist, inside groin and under buttocks. Scabies is spread from person to 
person by prolonged skin-to-skin contact, including sexual contact. Mites do not 
survive away from their host, as the environment is too cold outside of the skin. 
Scabies presents a low risk of contraction to ambulance crews providing standard 
precautions are observed, especially hand washing. 
 
3.7.3  Lice: 
 
3.7.3.1  Lice are wingless insects, which are found world-wide as ectoparasites 
of mammals. They feed by sucking blood from their host. 
 
3.7.3.2  Head lice – The female louse lives for 2 – 4 weeks and can lay 5 – 8 
eggs per day. The eggs are enclosed in tiny sacs, which are attached to the base of 
the hair and hatch after 7 days. The empty egg sacs are called “nits”. The louse takes 
10 days to become mature and, in turn, able to lay eggs. These lice are only found on 
the head and transmission is via head-to-head contact. They cannot jump, fly or 
swim. Head lice found on clothing or furniture is either dead or dying. 
 
3.7.3.3  Clothing/Body Lice – These lice live in the seams of clothing, rather 
than on the skin of the host. They will live for 13 – 30 days if they are able to feed. In 
unable to feed, they will die of starvation in 5 days. Infestations usually affect people 
with poor personal hygiene, who do not regularly change their clothes. 
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3.7.3.4  Pubic Lice/Crab Lice – This louse will infest all coarse body hair. Living 
on pubic hair, axillary hair, beard, eyebrow and eyelashes. The eggs take 6 – 8 days 
to incubate and the life cycle is about 3 weeks. 
 
3.7.4  Fleas: 
 
3.7.4.1  Human fleas are rarely encountered. Animal fleas are host specific, 
requiring a specific host animal i.e. cat or dog, to breed and complete their life cycle. 
However, animal fleas will feed from any warm-blooded animal. In the UK, fleas are 
generally not responsible for the transmission of disease. Cat and dog fleas account 
for 95% of the flea problems in the UK. Although they will not remain on a human, 
they have the ability to jump onto a person and bite before jumping off again. 
 
3.8 Procedure for Routine Transfer of Infected Patient.  
 
3.8.1  The company regularly transfers patients between two hospital 
facilities, and to and from care homes. In order to prevent the spread of infection 
between facilities, hospitals are responsible for following locally agreed policies and 
procedures. In general the transfer of an infectious client/patient, especially those 
with diarrhoea and vomiting, should be avoided except for essential medical or 
psychological intervention. Under the Health & Social Care Act (2008), NHS bodies 
have a duty to ensure they provide suitable and sufficient information on a patient’s 
infection status whenever they arrange for a patient to be moved from the care of 
one organisation to another, so that any risks to the patient and others from 
infection may be minimised. 
 
3.8.2  The infection status of patients is defined as either no risk, suspected 
risk or confirmed risk. A confirmed risk patient/client has been confirmed as being 
colonised or infected with Methicillin – Resistant Staphylococcus Aureus (MRSA, 
Glycopeptide - resistant Enterococci (GRE), Extended Spectrum Beta Lactamase 
(ESBL) Pulmonary Tuberculosis (TB) and enteric infections (diarrhoea and/or 
vomiting) including Clostridium Difficile. 
 
3.8.3  A suspected risk patient/client is awaiting laboratory test results to 
identify infections/organisms or has been in recent contact or close proximity to an 
infected patient. 
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3.8.4  Transferring facilities are responsible for: 
 

 Liaising with their Infection Control Teams to ensure that the risk of cross-
infection are assessed and minimised prior to planning suspected or 
confirmed infectious patient discharge or inter-healthcare transfer. 

 Informing the Infection Control Team at the receiving facility of any infectious 
conditions (during working hours) before the transfer is carried out. 

 Notifying AWAS Operations Manager of any suspected or confirmed risk at 
the time of requesting transport, including the presence of diarrhoea and/or 
vomiting. 

 Ensuring that any wounds are covered with an appropriate occlusive 
dressing. 

 Provide the attending Ambulance Crew with a full verbal handover and a 
completed transfer form (According to local policy). 

 
3.8.5  All Wales Ambulance Services Limited is responsible for: 
 

 Ensuring that the Operations Manager informs ambulance staff of the 
patient’s infection control status (Where known). 

 Following infection prevention and control guidance to minimise the spread 
of the infection. 

 Informing the receiving staff of any confirmed or suspected risk patient 
during the clinical handover. 

 Safely conveying patient notes and forms where provided. 
  
3.8.5  In many cases, the patients’ infection status will not be known but, 
even so, staff must follow standard precautions for all patients. Further guidance on 
MRSA, C.Diff, ESBL and Norovirus can be obtained from www.hpa.org.uk.  
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.hpa.org.uk/
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4 Microbiology/ Spread of infection.    Appendix 1. 

 
4.1 Pathogenic Microorganisms. 
 
4.1.1  The term “Microorganism” or “Microbe”, is used to describe any 
organism which is too small to be seen with the naked eye. Many microbes normally 
live inside or on the surface of other organisms. Such organisms living on the human 
body are called commensals and are generally harmless. Microorganisms capable of 
causing infection and disease are known as pathogenic. Pathogenic organisms or the 
toxins they produce, destroy body tissues. The pathogenic process causes signs and 
symptoms of infection such as pain, swelling and fever. 
 
4.2 The Chain of Infection. 
 
4.2.1  In order to control or prevent infection it is essential to understand 
that transmission of a pathogen resulting in colonisation or infection requires the 
following six vital links, known as the chain of infection (Figure 5). 
 

 Infectious agent 
 Infectious reservoir 
 Portal of exit from the reservoir 
 Mode of transmission 
 Portal of entry into the host 
 Susceptible host 

 
 
4.2.2 Figure 5 – The Chain of Infection: 
 
 

                       
 
 

 
4.2.3  Each link must be present for infection or colonisation to proceed and 
breaking any of the links can prevent the infection. 
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4.3 Infectious Agent. 
 
4.3.1  The causative agent for infection is any micro-organism capable of 
producing disease. Sometimes micro-organism that are a normal part of the patients 
own body flora can cause infection in the immunocompromised host. These 
infections are called endogenous infections, whilst infections acquired from external 
sources are referred to as exogenous. Micro-organisms responsible for infectious 
diseases include: 
 

 Bacteria are minute organisms about one-thousandth to five thousandths of 
a millimetre across. They are susceptible to a greater or lesser extent to 
antibiotics. 

 Viruses are much smaller than bacteria and, although they may survive 
outside the body for a time, they can only grow inside the cells of the body. 
Viruses are not susceptible to antibiotics but there are a few anti-viral drugs 
available which are active against a limited number of viruses. 

 Protozoa are microscopic organisms, but larger than bacteria. Free living and 
non-pathogenic protozoa include amoeba and paramecium. Examples of 
medical importance include: Giardia lamblia which causes enteritis 
(Symptoms of diarrhoea). 

 Pathogenic fungi can either be moulds or yeasts. For example, a mould which 
causes infections in humans is Trichophyton rubrum which is one cause of 
ringworm and which can also affect the nails. A common yeast infection is 
thrush caused by an organism called Candida albicans.  

 Worms are not always microscopic in size but pathogenic worms do cause 
infection and some can spread from person to person. Examples include 
Threadworm and Tapeworm. 

 Prions are infectious protein particles e.g. Variant Creutzfeldt-Jakob disease. 
 

4.4 Reservoir. 
 
4.4.1  The second link in the chain of infection is the reservoir; the 
environment or object in or on which a micro-organism can survive and, in some 
cases, multiply. Inanimate objects, human beings and animals can all serve as 
reservoirs, providing the essential requirements for a micro-organism to survive at 
specific stages in its life cycle.  
 
4.4.2  Infectious reservoirs bound in health care settings, and may include 
patients, staff, food, water and body fluids. Examples of common reservoirs are 
detailed in Figure 6. 
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4.4.3  A human reservoir can be either a case or carrier. A case is a patient 
with an acute clinical infection whilst a carrier is a person who is colonised with a 
specific pathogenic micro-organism but shows no signs or symptoms of infection. 
Carriers, especially when asymptomatic, may present a risk of transmission to 
susceptible patients in health care facilities, because their illnesses go undiagnosed 
and they and those around them are unlikely to take appropriate action and 
precautions against the spread of the infection. 
 
 
4.4.4  Figure 6 – Common Reservoirs: 
 
 
 
                                  
 
 
 
 

                                       
 
 
 
 
        
 
 
 
 
 
 
 
 

Environment 

Air: Aspergillus. 

Water: Legionella. 

Fomites: MRSA, VRE, 

RSV. 

Food: Enteric pathogens’ 

 

Devices 

ET Tubes, IV lines,  

Suction catheters 

Respiratory therapy 

equipment. 

 

Personnel 

Staff, visitors and other patients,  

e.g. influenza, tuberculosis, Staph 

aureus. 
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4.5 Portal of Exit. 
 
4.5.1  The portal of exit is the path by which an infectious agent leaves its 
reservoir. Usually this portal is the site where the micro-organism grows. Common 
portals of exit associated with human reservoirs include the respiratory, 
genitourinary, and gastrointestinal tracts, skin, mucous membranes and the 
placenta. 
 
4.6 Mode of transmission. 
 
4.6.1  The micro-organism can be acquired by inhalation (through 
respiratory tract), ingestion (through gastrointestinal tract), inoculation (through 
accidental sharps injury or bites), contact (through sexual intercourse) and trans 
placental transmission (across the placenta from mother to the foetus). It is 
important to remember that some micro-organisms use more than one transmission 
route to get from the reservoir to the new host. Of the six links in the chain of 
infection, the mode of transmission is the easiest to break and is the key to control 
of cross-infection. 
 
4.6.2  Contact is the most common mode of transmission of infection in the 
health care settings. Contact transmission may be sub-divided into direct or indirect 
contact. 
 
4.6.3  Direct contact refers to person-to-person spread of micro-organisms 
through actual physical contact. Micro-organisms with a direct mode of transmission 
can be transferred during patient care and with the insertion of invasive devices of 
hands or gloves are contaminated. MRSA is one micro-organism that can be spread 
by direct contact. 
 
4.6.4  Indirect contact occurs when a susceptible person comes into contact 
with a contaminate object. In health care settings, virtually any item could be 
contaminated by certain micro-organisms. Clostridium Difficile is just one example. 
 
4.6.5  Airborne transmission occurs when fine microbial particles or dust 
particles containing pathogens remain suspended in the air for a prolonged period, 
and are then spread widely by air currents and inhaled. The tiny particles remain 
suspended in the air for several hours and may cause infection when a susceptible 
person inhales them. Examples of diseases spread by airborne transmission include 
pulmonary tuberculosis, varicella and measles. 
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4.7 Portal of entry. 
 
4.7.1  The portal of entry is the path by which the infectious agent invades 
the susceptible host. Usually, this path is the same as the portal of exit. The portal of 
entry for tuberculosis and diphtheria is through the respiratory tract, Hepatitis B and 
Human Immunodeficiency Virus (HIV) enter through the bloodstream or body fluids 
and Salmonella enters through the gastrointestinal tract. In addition, invasive 
devices such as IV lines and catheters create an additional portal of entry into a 
patient’s body, increasing the risk of developing an infection. 
 
4.8 Susceptible host. 
 
4.8.1  The final link in the chain of infection is the susceptible host. The 
human body has many defence mechanisms for resisting the entry and 
multiplication of pathogens. When these mechanisms function normally, infection 
does not occur. However, in immunocompromised patients where the body 
defences are weakened, infectious agents are more likely to invade the body and 
cause an infectious disease. The very young are at higher risk for infection because 
the immune system does not fully develop until about 6 months of age. Elderly 
patients are also at an increased risk as the aging process is associated with a 
declining immune system function as well as with chronic disease which weaken host  
defences. 
 
4.9 Defence mechanisms. 
 
4.9.1  The human body has two lines of defence against infection: 
 

 First Line – External and mechanical barriers such as the skin, other body 
organs and secretions serve as the body’s first line of defence. 

 Second Line – If a micro-organism gets past the first line of defence by 
entering the body through a break in the skin, white blood cells and the 
inflammatory response come into play. 
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         Appendix 2. 
 

5. Personal Protection. 
 

5.1 Standard Precautions. 
 
5.1.1  Ambulance staff who come into contact with blood or body fluids may 
be exposed to occupational risk from blood borne viruses e.g. Hepatitis B (HBV), 
Hepatitis C (HCV), HIV, or other pathogens. The most likely means of transmission of 
these viruses is by direct percutaneous inoculation of infected blood by a sharps 
injury, or by blood splashing onto broken skin, eyes or mucous membranes. 
 
5.1.2  Body fluids which may contain pathogenic micro-organisms are: 
 

 Faeces 
 Urine 
 Vomit 
 Sputum 

 
5.1.3  In addition, the following may contain the organisms of HIV, HBV, and 
HCV: 
 

 Blood 
 Blood stained body fluids 
 Semen 
 Vaginal secretions 
 Body tissues 
 Cerebrospinal fluid. Amniotic fluid, pericardial fluids etc. 
 Unfixed human tissues and organs 
 Exudate or other tissue fluids from burns or skin lesions 

 
5.1.4  It is not always possible to identify people who may spread infection 
to others, therefore precautions to prevent the spread of infection must be followed 
at all times. These routine precautions are called “Standard Principles” or “Standard 
Precautions”. 
 
5.1.5  All blood and body fluids are potentially infectious and precautions 
are necessary to prevent exposure to them. Close adherence to standard 
precautions will reduce the risk of contamination. 
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5.1.6  Standard Precautions include: 
 

 Hand washing and skin care – The skin is a protective barrier, micro-
organisms can be washed off. Breaks in the skin, cuts and abrasions can 
provide an entry/exit point for infective microbes and must be covered with 
waterproof dressings. 

 Protective clothing – Reduce the risk of substances contaminating you by 
placing a barrier between the substance and yourself e.g. Gloves, Apron, 
Safety glasses, Masks. 

 Safe handling and disposal of sharps 
 Spillage management 
 Waste management 
 Linen management 
 Maintaining a safe and hygienic environment through decontamination and 

cleaning procedures 
 

5.2 Personal Protective Equipment (PPE). 
 
5.2.1  The choice of protective equipment selected depends on the 
anticipated risk of exposure to body fluids during a particular activity. Many clinical 
activities involve no direct contact with body fluids and therefore do not require the 
use of protective equipment e.g. taking a pulse reading, blood pressure or 
temperature. 
 
5.2.2  Staff must always use their own judgement in determining the likely 
requirements in each case, in accordance with the company’s Personal Protective 
Equipment Policy, using the following guideline: 
 
No exposure to blood/body fluids anticipated                 No protective clothing 
 
Exposure to blood/body fluids anticipated but                  Wear gloves and apron 
Low risk of splashing 
 
Exposure to blood/body fluids anticipated but                  Wear gloves, apron, and 
High risk of splashing      eye/mouth/nose/sleeve 
        protection 
 
 
5.2.3  Personal protective equipment must be put on in the following order: 
apron, mask, eye protection and gloves, as detailed in Figure 7. 
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5.2.4  Figure 7 - Applying PPE:  
 
Apron or gown 
Pull over head and fasten at back whilst wearing gloves 
 

   Masks 
     Secure ties or elastic band around back of head 
     Fit flexible band to bridge of nose 
     Fit snug to face and below chin 
 

 
Gloves 
Extend to cover wrists   
 
 

 
     Eye protection Face shield/goggles 
     Place over face and eyes and adjust to fit snugly 

 

       
 
 
Please note: PPE should be removed in an order which minimises the potential for cross 
infection and contamination. Handle by strings or stems, take off gloves from inside out and 
wrap together in one single movement as per basic training. ALL items should be discarded 
as clinical waste after use. 
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5.3 Gloves. 
 
5.3.1  Rubber colour coded general purpose gloves are available for use by 
domestic cleaning staff only during cleaning procedures. After use, they should be 
washed with detergent and water and then dried. When dealing with blood/body 
fluids, or after infected cases, these gloves should be disposed of as clinical waste. 
Clinical staff should continue to use standard disposable gloves when cleaning. 
 
5.3.2  The following guidelines should be followed when using disposable 
gloves: 
 

 Gloves must be seamless, well fitting, powder free and low in allergenicity 
(i.e. Powder-free latex or nitrile gloves). 

 Gloves must NOT be worn whilst travelling to a call or to pick up a patient but 
fitted just prior to contact with the patient if blood or body fluid is 
anticipated. 

 Gloves must be worn whenever contact with blood or body fluids, mucous 
membranes or non-intact skin is anticipated, when dealing with 
contaminated equipment or with a patient who has an infection or suspected 
infection. Emergency treatment should not be withheld in the absence of 
gloves. 

 Choice of size in the selection of gloves should be made on comfort – not too 
tight as to become restrictive, but also not too loose as to compromise grip 
or dexterity. 

 If there is a potential for gloves to become punctured during use, staff should 
consider wearing an extra pair as an additional precaution. 

 Gloves are not an alternative to hand washing. They should be changed after 
each procedure and hands must be cleaned after their removal. 

 Gloves must not be washed as this may affect their integrity. 
 Used gloves should be disposed of in household or clinical waste as 

appropriate. 
 Any member of staff developing skin irritations on their hands should seek 

referral to their doctor or practice nurse. Alternative gloves for staff who 
experience an allergy are available. 

 
5.4 Disposable aprons. 
 
5.4.1  Water-repellent protection should be worn where there is a 
possibility that contamination of staff clothing with body fluids may occur or when 
cleaning the ambulance and equipment. Disposable aprons should be used for one 
procedure only and then discarded as clinical waste. Staff must ensure they have at 
least one complete set of spare uniform available for occasions when contamination 
of uniform has occurred.  
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5.4.2  Coveralls are not routinely required. However these are provided for 
use when the risk of contamination or soiling of the uniform is considered beyond 
the scope of a disposable apron, such as dealing with infections caused by more 
hazardous organisms or chemical spills. 
 
5.5 Sleeve protectors. 
 
5.5.1  Cross contamination can occur when healthcare staff wear the same 
long-sleeved clothing to lift and attend to numerous patients. As washing clothing 
between patients is not possible, sleeve protectors can be used to keep sleeves clean 
and un-contaminated. The use of sleeve protectors should not lead to long-sleeved 
clothing not being washed regularly. Sleeve protectors can be worn to protect the 
wearer’s uniform from the wrist to the elbow; for example when assisting a patient 
to sit or stand where there is a risk of contamination from blood or body fluids. 
Sleeve protectors are for single use only. They can be worn over the gloves  and 
should be disposed of as clinical waste. 
 
5.6 Visors/Eye protection. 
 
5.6.1  These are worn when a particular procedure is likely to cause 
splashing of blood or body fluid into the eyes or face (e.g. during intubation). 
Following use, eye protection must be cleaned with detergent wipes and disposed of 
as contaminated waste if grossly contaminated. In the case of Severe Acute 
Respiratory Syndrome (SARS) or Swine flu (H1N1), single use disposable visor/masks 
must be worn. 
 
5.7 Face masks. 
 
5.7.1  Masks are generally ineffective against airborne infection; however 
they may offer protection against splashing of the mouth and face. The use of face 
masks is recommended when splashing of blood or tissue is anticipated into the 
mouth or when a patient is prone to episodes of coughing or sneezing, or during 
intubation of patients who are suspected to have meningococcal disease, and in 
suspected cases of TB. Where patients have an uncontrolled productive cough 
(cannot cough into a tissue), consideration should be given to encouraging the 
patient to also wear a mask. 
 
5.7.2  High efficiency masks complying with FFP3 are recommended when 
caring for patients with SARS or Swine flu. Face masks must fit correctly with no gaps 
at the sides. They must not be touched and discarded when wet. They must not be 
pulled up or down but discarded after each episode of use. They are for single use 
only and should be discarded as clinical waste. 
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5.7.3  Figure 9 – Types of face mask: 
 
 
 

 
 

  
 

 
 
 
5.7.4  Pocket resuscitation masks eliminate the need for mouth to mouth 
contact during resuscitation when other equipment is not available. Their use will 
minimise the risk of exposure to infection. These masks are re-useable, however the 
one-way valve is for single patient use only. The valve must be disposed of as clinical 
waste. After use, the mask should be cleaned and disinfected and a new one-way 
valve installed. 

 

 

 

 

Theatre mask with integral visor: 

To be worn whilst caring for a patient with 

suspected or confirmed Swine Influenza.  

The patient should be asked to wear a mask also if 

they are able to tolerate it and it is clinically 

appropriate. 

This mask should be worn if you have had a fit test for 

the FFP3 mask and passed. 

If you are within 1m of the patient whilst aerosol 

producing procedures are being carried out 

(Ventilation, Suctioning, Intubation etc.) then this mask 

should be worn. Separate eye protection should also 

be worn. 

If you have not been fit tested or have failed the fit 

test, use a single size FFP3 mask. 

Should be fitted and removed according to the 

instructions provided by the “Prepare and protect” 

guidance for healthcare staff. 

Always clean your hands after removing PPE. 
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                                                                                                                      Appendix 3. 
 

6. Hand hygiene and skin care. 
 

6.1 POLICY FOR HAND HYGIENE AND SKIN CARE. 
 
6.1.1 Responsibilities: 

6.1.1.1               In addition to the responsibilities identified within section 2.4 the additional                                      

responsibilities stated within 6.1.1.2 - 6.1.1.3 apply. 

6.1.1.2               Chief Executive Officer – Responsible for supplying appropriate alcohol rub (all 

ambulances), soap and moisturiser, and for the supply of clean toilet and hand washing facilities 

(at station). 

6.1.1.3               Operational Managers – Responsible for ensuring compliance with policy  and 

procedure. 

6.1.2 Aims and objectives: 

6.1.2.1              The policy aims to re-inforce company procedures for hand hygiene and skin care, 

recognising that attention to hand hygiene is the single most important factor in reducing the 

spread of infection. 

6.1.3 Education: 

6.1.3.1              All clinical staff will receive induction training and infection control training. Regular 

update training will be provided in-house by competent trainers and training recorded in personal 

development portfolios. 

6.1.4 Monitoring: 

6.1.4.1              Incidents involving compliance with hand hygiene must be reported through the 

usual company channels and passed to the Health & Safety Officer for review. 

6.1.4.2              Hand hygiene is monitored according to section 2.5  
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6.2 PROCEDURE FOR HAND HYGIENE AND SKIN CARE. 
 
6.2.1  Hand washing and skin care: 

6.2.1.1              There are two populations of micro-organisms found on the skin. The resident 

bacteria live in the deeper skin layers. They are not readily transferred and are not usually harmful. 

Transient micro-organisms do not normally live on the skin but are both readily acquired and 

transferred by touch. In clinical settings, hands can cause cross infection by transferring these 

transient micro-organisms between patients, but are easily removed by simple hand 

decontamination procedures. The wearing of gloves is not an alternative to hand hygiene. 

6.2.1.2             Hand hygiene is the single most effective method of preventing cross infection. 

Hands must be washed with consideration to the WHO five moments of hand hygiene (Figure 10) 

 

 

6.2.1.3             Figure 10 – WHO Five Moments of Hand Hygiene 
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6.2.1.4             Hands should be washed before: 

 Patient contact 

 Undertaking a care procedure. 

 An aseptic task. 

 Taking a break/going home. 

 Putting on protective clothing. 

 Eating, drinking, handling food. 

6.2.1.5             Hands should be washed after: 

 Contact with patient surroundings. 

 Direct contact with a patient. 

 Handling contaminated items such as dressings, bedpans, urine bottles, drainage bags. 

 Body fluid exposure risk. 

 Cleaning equipment/environment. 

 Handling dirty linen or waste. 

 Hands become visibly soiled. 

 Removal of gloves. 

 Going to the toilet, blowing nose or covering sneeze. 

6.2.2  Hand washing Technique 

6.2.2.1              Hands must be washed at the point of care; the patient’s immediate environment in 

which staff-to-patient immediate contact or treatment is taking place, as this represents the time 

and place at which there is the highest likelihood of transmission of infection via healthcare staff 

who’s hands act as mediators in the transfer of micro-organisms. 

6.2.2.2             Alcohol gel/foam is the recommended product in all patient care situations except 

when: 

 Hands are visibly soiled. 

 The patient is experiencing diarrhoea and/or vomiting. 

 There is a direct hand contact with body fluids i.e. gloves have not been worn. 

 There is an outbreak of Norovirus, Clostridium Difficile or other diarrhoeal illnesses. 

6.2.2.3              In these instances hands must always be cleaned with liquid soap and water. Hand 

washing facilities are available in all toilet facilities at the ambulance station, MIU’s and UTC’s, 

complete with soap dispensers. Only soaps complying with current standards set out in the NHS 

contract will be supplied. Disposable paper towels are available for drying. Sinks within clinical 

areas should not have a drainage plug fitted. 
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6.2.2.4              Most clinical areas of hospitals have hand washing facilities available and these 

should be utilised whenever necessary. Hand washbasins are not available on ambulance vehicles. 

When staff are unable to access hand washing facilities, it may be necessary to use other methods 

of decontaminating the hands. Detergent wipes may also be used to clean physically dirty hands 

prior to the application of alcohol gel/foam. 

6.2.2.5              Alcohol foam/gel will not penetrate through physical soiling such as blood or dirt, so 

hands should ideally be cleaned before the gel or foam is applied. If hands are not soiled, gel or 

foam can be used alone. When using a gel or foam, apply 5 – 10 ml to visibly clean hands and rub 

using the hand washing technique until the alcohol has evaporated and hands are dry. 

6.2.2.6              Hands should always be cleaned according to the 13 steps detailed in Figure 11. 

 
              

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 



Page 55 of 91 
 

6.2.2.7          Figure 11 – Hand washing techniques. 

 

 

 

 



Page 56 of 91 
 

6.2.3  Skin care: 

6.2.3.1              A healthy, intact skin provides an effective barrier against infection. It is important 

to keep the skin in good condition by using the correct hand washing method, drying hands 

thoroughly and regular use of hand moisturising cream. 

6.2.3.2             All cuts and abrasions must be covered with an impermeable waterproof dressing 

during any period of duty. The dressing’s integrity must be checked regularly while on duty and 

changed if necessary. Any member of staff with extensive skin lesions must seek advice from their 

doctor (e.g. eczema).  

6.2.3.3              Moisturiser creams should be used regularly following hand washing. The 

moisturiser helps prevent drying of the skin, which in turn will reduce the risk of lesions 

developing. Hand cream must not be shared, but used directly from the dispenser. 
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                                                                                                                      Appendix 4. 
 

7. Aseptic Technique. 
 

7.1 POLICY FOR ASEPTIC TECHNIQUE. 
 
7.1.1  Responsibilities: 

7.1.1.1               In addition to the responsibilities identified within section 2.4 the additional                                      

responsibilities stated within 7.1.1.2 - 7.1.1.4 apply. 

7.1.1.2               Chief Executive Officer – Responsible for supplying appropriate single-use sterile 

consumables and sundries to support effective aseptic technique. 

7.1.1.3               Clinical staff – Responsible for understanding and incorporating them into everyday 

practice, utilising aseptic techniques for invasive procedures when emergency conditions permit. 

Informing hospital staff at patient handover if aseptic technique could not be applied due to the 

nature of the emergency, in addition to clearly documenting on the Patient Clinical Record (PCR). 

Responsible also for checking, on patient handover, to establish the status of any inserted cannula 

or other invasive device. 

7.1.2  Aims and objectives: 

7.1.2.1               The company fully supports the principles of aseptic non-touch technique as having 

a vital role in preventing the transmission of infection in any environment. This policy aims to 

support the implementation of best practice within the company. 

7.1.3  Education: 

7.1.3.1               The training department within the company will work to ensure that training on 

aseptic technique is provided on all cross infection training courses. 

7.1.4  Monitoring: 

7.1.4.1               Monitoring on a day-to-day basis will be undertaken by Station officer by observing 

clinical work of the staff during the delivery of patient care. 

7.1.4.2               Monitoring of aseptic technique will be included in all future Personal Development 

Skills tests and recorded appropriately in all Personal Development Portfolios. 

 
 
 
 
 
 
 



Page 58 of 91 
 

7.2 PROCEDURE FOR ASEPTIC TECHNIQUE. 
 
7.2.1  Aseptic technique: 

7.2.1.1               Asepsis is defined as the absence of pathogenic organisms. Aseptic technique is 

used to describe clinical procedures that have been developed to prevent the contamination of 

wounds and other susceptible body sites by using sterile equipment and fluids during invasive 

medical procedures and by avoiding contamination of the equipment by adopting a non-touch 

technique. 

7.2.1.2               Aseptic technique keeps procedures as free from organisms as possible. The 

principles of aseptic technique are: 

 Keeping the exposure of susceptible sites to a minimum. 

 Assuring appropriate hand decontamination prior to the procedure. 

 Using gloves (Sterile or non-sterile, depending on the nature of the susceptible site and 

procedure). 

 Ensuring that all fluids and materials used are sterile. 

 Checking that all procedure packs used are sterile and show no evidence of damage. 

 Ensuring that all contaminated and non-sterile items are not placed in the sterile field. 

 Not re-using single-use items. 

 Reducing staff and/or bystander activity (Wherever possible) in the immediate vicinity of 

the area in which the procedure is to be performed. 

7.2.1.3               The principles of aseptic “No-Touch” technique play a vital role in preventing the 

transmission of infection in any environment. It is the responsibility of each staff member to 

understand these principles and to incorporate them into everyday practice. If aseptic technique 

cannot be applied, for example because of the nature of the emergency, receiving hospital staff 

must be informed at patient handover in addition to clear documentation on the PCR. 

7.2.2  Intravenous cannulation: 

7.2.2.1               Due to the increased risk of infection with pre-hospital cannulation, patients should 

only be cannulated where clinically necessary, as per the Paramedic’s guidance and training. 

Unjustified prophylactic cannulation and cannulation purely on the basis that it has become 

expected by the hospital must not occur. As a general guide, cannulation would be considered 

appropriate where a drug or fluid is likely to or needs to be administered on scene, on route to 

hospital or where the patient’s condition is unstable and likely to deteriorate. 
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7.2.2.2              The choice of cannula gauge must reflect the size of the vein and the maximum flow 

rate required. Most drugs can be administered through a 22g blue or 20g pink cannula; an 18g 

green cannula is not generally required for routine drug administration. Inserting a cannula which 

is too large for the size of the vein increases endothelial damage leading to an increased risk of 

phlebitis. Venous return cannot take place because the vein itself is occluded by the cannula 

(known as the haemodilution effect). Using the smallest suitable gauge that will deliver the 

required flow rate not only reduces the risk of phlebitis but increases the uptake of the drug into 

the circulation. 

7.2.2.3               Intravenous cannulation must be carried out aseptically whenever the patients 

clinical condition allows a routine insertion, such as when a stable patient requires the 

administration of morphine. Good practice from the Saving Lives High Impact Intervention No 2 on 

peripheral intravenous cannula care recommends:  

 Apply a single-use disposable tourniquet wherever possible. 

 Palpate the vein. 

 Decontaminate your hands. 

 Clean the site for venepuncture with 2% chlorhexidine gluconate in 70% isopropyl alcohol – 

do not re-palpate the vein. 

 Leave skin to dry for 30 seconds. 

 Choose a cannula, open the pack and place the cannula aseptically in the sterile field. If this 

is not possible, another clinician should open the cannula packaging and present the 

cannula so that it can be grasped by the cannulating clinician without touching the outer 

surface of the packaging. 

 Decontaminate your hands and don gloves. 

 Insert the cannula as per IHCD guidelines, ensuring that the insertion site is not touched. If 

insertion attempt is not successful, try again with a new cannula – The same cannula 

should not be used. 

 Use a sterile, semi-permeable transparent dressing to secure the cannula. 

 Record the date and time of insertion on the cannula dressing. 

 Dispose of any items used in the appropriate waste receptacles. 

 Decontaminate hands. 

 Record the date and time of cannula insertion on the PCR. 

 Always ensure that the giving set and any syringes are handled aseptically. 

7.2.2.4               If any of the4 above steps cannot be performed due to the patient being in a time 

critical condition, hospital clinicians must also be made aware, so that the cannula can be replaced 

aseptically as soon as possible, normally within 24 hours. 
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7.2.3  Catheter Care: 

7.2.3.1               Within the work undertaken by the company, no member of staff will be required 

to insert, remove or maintain catheters or drainage bags. However, should a catheter come away 

in transit (e.g. it may become entangled in linen or caught accidentally), staff should be aware of 

the risk of contact with body fluid and should treat the catheter, bag and patient with care using 

appropriate PPE. 

7.2.3.2               All staff need to be aware of the risk of infection for the patient if catheter bags are 

not cared for correctly when transporting a patient. Urinary catheter drainage bags must not be 

placed on the floor but must be kept below the level of the patient’s bladder at all times to 

prevent backflow. 
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                                                                                                                      Appendix 5. 
 

8. Safe Handling and Disposal of Sharps. 
 

8.1 POLICY FOR THE SAFE HANDLING AND DISPOSAL OF SHARPS. 
 
8.1.1  Responsibilities: 

8.1.1.1              In addition TO THE RESPONBSIBILITIES IDENTIFIED IN Section 2.4 the additional 

responsibilities stated within 8.1.1.2 – 8.1.1.4 apply. 

8.1.1.2              Chief Executive Officer – Responsible for supplying appropriate sharps containers 

complying with BS 7320:1990/UN 3291 standards. 

8.1.1.3              Infection Control Operative – Responsible for day-to-day checking of the presence 

of and status of sharps containers in ambulances and appropriately securing sharps containers in 

all ambulances. 

8.1.1.4              Operations Managers  – Responsible for ensuring compliance with policy and 

procedures. 

8.1.2  Arrangements: 

8.1.2.1              The company is committed to reducing the risk of inoculation injury to staff, 

recognising that exposure prevention is the primary strategy in reducing the risk of sharps injuries.  

8.1.3  Education: 

8.1.3.1              All clinical procedures involving the use of sharps must be practiced only by staff 

who have received the appropriate training and, as a result, are duly authorised to perform such 

tasks. Training will include the safe handling and disposal procedures of sharps. 

8.1.4  Monitoring: 

8.1.4.1              Incidents involving the handling and disposal of sharps and exposure to blood 

through inoculation must be reported using the company’s incident reporting procedure. 

8.1.4.2              Monitoring compliance on a day-to-day basis will be undertaken by Station Officers 

by observing the skills of the staff during the delivery of patient care. Incidents involving 

inoculation and exposure to blood borne viruses are monitored according to section 2.5. 
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8.2 PROCEDURE FOR THE SAFE HANDLING AND DISPOSAL OF SHARPS. 
 
8.2.1              Sharps include needles, scalpels, stitch cutters, glass ampoules, sharp instruments, 

razors and broken crockery and glass i.e. any article that can cut or puncture the skin by having a 

fine edge or point. Sharps must be handled and disposed of safely to reduce the risk of exposure 

to blood borne viruses. Staff must always take extreme care when handling and disposing of 

sharps and avoid using them whenever possible. 

8.2.2              The following guidelines must be followed when handling and disposing of sharps: 

 Clinical sharps must be single-use only and must be stored at all times in their designated 

containers on the vehicle or in the response bag. 

 Procedures involving sharps must only be attempted in the vehicle when it is stationary and 

extreme care must be exercised when treating restless or aggressive patients. The needle must only 

be removed from its sheath after the patient has been prepared. 

 Disposable gloves must be worn when handling sharps. 

 Sharps must not be passed directly from hand-to-hand; handling sharps must always be kept to a 

minimum. 

 Needles and cannulas must not be re-sheathed. 

8.2.3              As none of the products used by the company for injection are classed as cytotoxic or 

cytostatic, only yellow lidded sharps containers will be used. Orange lidded containers must not be 

used as a proportion of the sharps may contain liquids. The following guidelines must be followed 

when disposing of sharps. 

 It is the personal responsibility of the individual using the sharp to dispose of it safely in a properly 

assembled sharps container, of the appropriate colour code provided (BS 7320:1990/UN 3292 

standards). 

 Discard sharps directly into sharps container immediately after use and at the point of use. Never 

leave a clinical sharp lying around. 

 Sharps must be discarded using a single handed technique. Do not hold the sharps container in the 

other hand. Do not ask someone else to hold it for you. 

 Needles must not be bent or broken prior to use or disposal. Needles and syringes must not be 

disassembled. 

 Sharps containers must be placed on a level, stable surface. They must not be placed on the floor or 

above shoulder height. Wall mounted boxes must be used in all vehicles. 

 When commissioning a new sharps container, a start date and proposed disposal date (three 

months after commissioning) must be entered on the label at first usage. The container must be 

disposed of either when 2/3 full or at disposal date, whichever is the sooner. 

 Training centre sharps that contain no blood products may be discarded when 2/3 full, regardless 

of the date. 

 The aperture to the sharps container must be closed, but not locked, when carrying or leaving 

unsupervised, to prevent spillage or tampering. 

 Under no circumstances should the sharps container be emptied or attempts made to retrieve 

contents. 
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 All sharps containers that become damaged should be placed into a larger secure container with 

the outer compartment appropriately labelled. They MUST NOT be placed in a clinical waste bag. 

 Incidents where adequate and appropriate measures have not been taken to dispose of sharps, 

thereby putting others at risk, must be regarded as adverse incidents and reported using the 

incident reporting system. 
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                                                                                                                      Appendix 6. 
 

9. Occupational Health. 
 

9.1 Pre-Employment checks. 
 
9.1.1  All new employees will be required to fill out a health check form, which will include 

a review of the person’s immunisation status according to the Occupational Health Policy. 

9.2 Staff sickness and reporting. 
 
9.2.1  It is important for staff to remember that infection can be passed in either direction 

i.e. patients to staff or staff to patients and relatives. Staff who suspect they have acquired an 

infectious illness should seek advice and treatment from their General Practitioner. 

9.2.2  Staff who work in direct contact with patients should follow the sickness reporting 

procedure if they develop any of the following diseases, and should contact their General 

Practitioner for advice on when they may report for duty: 

 Skin infection on exposed areas or infestation. 

 Severe respiratory infection (e.g. pneumonia, TB, NOT self-limiting viral infections or the common 

cold). 

 Diarrhoea (liquid stool) and/or vomiting (Staff should be 48 hour symptom free before returning to 

work). 

 Jaundice. 

 Hepatitis. 

 Infectious diseases, such as chickenpox, measles, mumps, rubella or scarlet fever. 

9.2.3  Staff should refer to the Notification of Absence policy and Management of Sickness 

Absence Policy for further guidance. 

9.3 Control Measures. 
 
9.3.1  Any staff working in a healthcare facility that handles sharps or clinical waste should 

receive a full course of Hepatitis B vaccine and have their antibody level checked. New staff, or any 

existing staff who know that they are not already protected should contact the Operations 

Manager/s to arrange vaccination without delay. 

9.3.2  Staff who perform Exposure Prone Procedures need to be aware of their obligations 

to declare if they know they have been at risk of exposure to a blood borne virus infection 

(Hepatitis B, C or HIV). 
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9.3.3  Exposure prone procedures are those where there is a risk that injury to the worker 

may result in the exposure of the patient’s open tissues to the blood of the worker. These include 

procedures where the worker’s gloved hands may be in contact with sharp instruments, needle 

tips and sharp bine/teeth inside a patient’s open cavity, wound or confined anatomical space 

where the hands or fingertips may not be completely visible at all times. 

9.4 Accidental exposure to blood/body fluids. 
 
9.4.1  A sharp or needle stick injury is classed as: 

 Inoculation of blood by a needle or other sharp. 

 Contamination of broken skin with blood. 

 Blood splashes to mucous membranes e.g. eyes, nose or mouth. 

 Swallowing a person’s blood e.g. during mouth-to-mouth resuscitation. 

 Contamination where clothes have been soaked with blood. 

 Body exudates or secretions through a wound or sore. 

 Human bites or scratches. 

9.4.2  The risk of transmission of infection from a needle stick injury is low. Should a 

sharp/needle stick injury or contamination occur, the following guideline should be followed. 

9.4.3  Immediately following the incident: 

 Do not suck or squeeze the wound. 

 Wash the wound under warm soapy water (Do not scrub) or with a disposable wipe if water is not 

freely available. 

 Cover the wound with a dressing. 

 Irrigate the eye or mouth with plenty of water or saline. 

 Dispose of any sharps involved safely. 

 Report the incident to Operations Manager or Health & Safety Officer. 

 If the source of the injury is known, document the details of person/s involved. 

 Incidents happening out of hours should be reported to the Duty Officer who will, in turn, inform 

the Operations Manager at the start of the next working shift. 

 Attend the nearest A&E Department to risk assess for PEP and arrange for blood samples to be 

taken from injured staff and Patient (subject to consent). 

 On return to the station, report on incident report form. 
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9.5 Accidental exposure to blood/body fluids. 
 
9.5.1  Should any member of staff become exposed to the accidental spillage of blood or 

body fluids, showering facility is available at any NHS Ambulance Station. Staff should approach 

the senior officer in charge, showing Staff ID and ask permission to use the facility. This has been 

approved by the Welsh Ambulance NHS Trust. In cases outside of Wales, the same procedure 

should be followed. 

9.5.2  In some instances, the identity of the source patient will not be possible. However, 

if the source is identifiable and available for testing, a blood specimen should be requested and 

obtained and sent to microbiology in order to test for Hepatitis B and possibly Hepatitis C and HIV. 

This is assuming that the clinical circumstances indicate that this is warranted. 

9.5.3  In the event where the source patient cannot be tested, management of the 

member of staff should be based on risk assessment. Clinical information about the incident 

and/or the source patient should be reviewed. If the source patient is considered to be “High risk”, 

then the staff member may be managed as if exposure to a source is known to be positive. (Such 

exposures would normally be limited to sharps injuries contaminated with fresh blood from a 

known high risk population such as IV drug users). 

9.5.4  Staff must be aware of the following limitations: 

 Hepatitis B Virus – Staff should be aware of their own Hepatitis B immunity status. Prophylaxis is 

available through the local surgery or A&E Department. 

 Hepatitis C Virus – There is no post-exposure prophylaxis for Hepatitis C. 

 Human Immunodeficiency Virus – The risk of acquiring HIV from single percutaneous exposure is 

small (0.3%), whilst the risk through mucous membranes is less than 0.1%. 

9.6 When to consider PEP. 
 
9.6.1  PEP should only be considered when there has been exposure to blood or other 

high risk body fluids known to be strongly suspected to be infected with HIV. Fluids include 

amniotic fluid, vaginal secretions, semen, human breast milk, CSF, peritoneal fluid, pleural fluid, 

and synovial fluid, saliva in association with dentistry, unfixed organs or tissues. 

9.6.2  Strongly suspected includes individuals with clinical symptoms highly suggestive of 

HIV disease or individuals from countries where HIV is highly prevalent who may not yet have had 

a blood test. 

9.6.3  Strongly suspected does not include an injury from an unknown source e.g. an 

inappropriately discarded needle in the healthcare setting or in a public place, nor an individual 

with a single life-style factor e.g. IV drug abuser. 

9.6.4  PEP should not be considered following contact through any route with low risk 

materials e.g. urine, saliva, vomit, faeces, unless they are visibly stained with blood. 
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9.6.5  If PEP is indicated it should be started as soon as possible after the incident, ideally 

within one hour of exposure. (The Department of Health recommends that it may be worth 

considering PEP even if 1 – 2 weeks have elapsed since the exposure). 

9.6.6  Advice regarding return to work should be sought from the staff member’s own GP. 

9.6.7  All injuries involving “Exposure” to HIV and Hepatitis B must be reported to the 

Health & Safety Executive under the Reporting of Injuries, Diseases and Dangerous Occurrences 

(RIDDOR) Regulations 1995. 

9.7 Staff support. 
 
9.7.1  The notified Paramedic/Duty Officer is responsible for providing support to the 

member of staff initially, ensuring that appropriate services are accessed and information is 

provided. The Operations Manager and Health & Safety Officer will then continue to provide local 

support in conjunction with Department of Health guidelines. 
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                                                                                                                                   Appendix 7. 

 
10. Specific Cleaning Procedures. 

 
10.1 General Principles. 
 
10.1.1  The environment plays a relatively minor role in transmitting infection, but dust, 

dirt and liquid residues will increase the risk. They should be kept to a minimum by regular 

cleaning and good design features in equipment, fittings and fixtures. 

10.1.2  In line with national specifications for cleanliness, functional areas within the 

company have been grouped into four levels of cleaning intensity based on the risk associated 

with inadequate cleaning in that functional area; very high, high, significant and low. Maintaining 

the required standard of cleanliness is clearly more important in some functional areas than 

others. 

10.1.3  Premises must be cleaned according to company cleaning schedules.  All premises 

must display an agreed schedule based on the generic schedules available for premises with or 

without external cleaning staff. All deep cleans must be conducted according to the specification 

within the deep clean schedule. 

10.1.4  Achievement of cleaning schedules must be monitored by the station Operations 

Managers and reported through general meetings and reviews. Any concerns regarding the 

standard of cleaning should be discussed directly with the Board of Directors. 

10.1.5  Cleaning staff employed directly or sub-contracted by the company must follow the 

NHS Healthcare Cleaning Manual, which must be read in conjunction with the company’s Infection 

Prevention and Control Policy. 

10.1.6  It is important that, when required, remedial action and additional cleaning is 

prioritised according to the risk within the function area: 

 Constant Cleaning Critical ς Very High Risk/High Risk: Within the ambulance environment 

this would be considered for the routine clean between each patient, especially those 

involving the spillage of body fluids. Ambulance staff must take action to rectify cleaning 

standards immediately, or as soon as is practically possible. 

 Frequent Cleaning Important ς Significant Risk: This would be considered a daily clean for 

ambulance vehicles, which should be conducted as soon as possible within the shift or 

before vehicles are deployed, subject to operational demand. 

 Regular Cleaning ς Low Risk: Ambulance Non-Clinical premises are considered as low risk 

function areas. Routine cleaning should be provided by staff or dedicated domestic 

cleaners, according to an agreed cleaning schedule. Incidents such as body fluid spills must 

continue to be treated as high risk, regardless of the functional area in which they occur. 
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10.1.7  In addition to the agreed premises cleaning schedule, the following points will assist 

in the maintenance of an appropriate environment: 

 Work surfaces and floors should be smooth-finished, intact, durable, washable and should 

not allow pooling of or to be impervious to liquids. 

 Keep mops and buckets clean, dry and stored inverted. 

 Provide single-use, non-shredding cloth or paper roll for cleaning. 

 Keep equipment and materials used for general cleaning separate from those used for 

cleaning up body fluids. 

 Use general purpose detergent or detergent wipes for all environmental cleaning 

(Following the manufacturers’ instructions)unless disinfection is required. 

 When replacing paper hand towels, these must be put into the holder, and not placed on 

top. Paper towel and liquid soap dispensers of the cartridge type must be cleaned 

regularly. 

 Vacuum cleaner bags must be changed as necessary and the brush cleaned of hair and fluff 

before storage. 

 Crockery and cutlery should be washed immediately after use in hot water and detergent. 

Wherever possible, dry with paper towels. 

 It is usually sufficient to clean floors by removing dust with a properly maintained filtered 

vacuum cleaner. Tiled floors can then be cleaned by washing with hot water and general-

purpose detergent, using mop and bucket. 

 Food preparation surfaces should be cleaned regularly with hot water and general-purpose 

detergent. These areas should be kept in good repair to facilitate cleaning. Ovens and 

microwaves must be cleaned after use. 

 Hand must be washed thoroughly following any cleaning session. Communal nailbrushes 

must NOT be used. 

 Refrigerators should be de-frosted and cleaned regularly. Should a spillage occur or food 

become stale, the whole interior of the fridge should be cleaned with hot water and 

general-purpose detergent and dried thoroughly. 

 Toilets should be cleaned with a toilet brush daily, more often if soiled, using a toilet de-

scaling solution. Toilet brushes should be changed regularly, washed in hot water and 

stored in a dry brush holder. 

 Waste bins should be cleaned at least weekly inside and outside, using hot water and 

general-purpose detergent.  
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10.2 Vehicle cleaning. 
 
10.2.1  It is vitally important to maintain a high standard of hygiene within the ambulance 

environment in order to prevent the spread of infection. All staff have an individual responsibility 

to keep the ambulance clean at all times and thus reduce the risk of cross infection to themselves, 

their colleagues and their patients.  This can be best achieved by all crew members participating in 

frequent and routine cleaning activities. No emergency or urgent call should be delayed as a result 

of a vehicle being washed or cleaned, Crews must use their judgement in determining the most 

appropriate time to attend to vehicle and equipment cleaning in order to avoid any disruption to 

the vehicles deployment. 

10.3 The vehicle exterior. 
 
10.3.1  The exterior surfaces of all ambulance service vehicles must be maintained in a 

consistently clean and hygienic condition. All washing facilities on station are in place and come 

under the scrutiny and responsibility of the Cleaning Directive. All vehicles must be cleaned every 

shift BEFORE being deployed. Hand and eye protection is important and must be worn when using 

cleaning chemicals. 

10.3.2  It is the policy of All Wales Ambulance Services Limited that NO VEHICLE should 

leave the station without firstly having been thoroughly cleaned inside and outside. 

10.4 The vehicle interior – Daily cleaning schedule. 
 
10.4.1  Any dry dirt/dust on the floor of the vehicle, whether in patient compartment or 

driver cab, should firstly be removed using a vacuum cleaner. Using the delegated coloured mop, 

the complete floor (After removing stretcher and all portable equipment) should be cleaned using 

concentrated bleach. This must be completed BEFORE deployment of the vehicle and allowed to 

dry, preferably with windows and doors open to allow ventilation throughout the vehicle. All other 

interior surfaces, including cab and all portable equipment, must be cleaned using detergent 

wipes. 

10.4.2  At the end of the shift, clinical waste bags MUST NOT be left on the vehicles; they 

should be removed, tied and disposed of at the last call or else crews must make a detour to the 

nearest hospital/care home known to have facilities for clinical waste disposal. Sharps boxes may 

be left on the vehicle but should be in the temporary closed position. The interior of the vehicle 

should be checked for sharps at the end of the shift to ensure the safety of oncoming 

crew/cleaning operative. 
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10.5 The vehicle interior – After each Patient journey. 
 
10.5.1  In addition to the above measures, vehicle cleaning must take place after each 

patient journey. Detergent wipes must be used to clean all surfaces that may have been 

contaminated, including stretcher handles, undercarriage, chairs and portable equipment as 

necessary. 

10.5.2  Where an ambulance has become contaminated with blood or body fluid, cleaning 

must take place on completion of the call, Decontamination should normally be carried out where 

there is access to water and cleaning equipment, such as at a hospital or ambulance station. 

10.6 Vehicle deep clean - Monthly. 
 
10.6.1  All ambulance interiors and exteriors must be subject to a comprehensive clean at 

least monthly (Four weeks). Deep cleaning is co-ordinated by the Operations Manager/s and the 

Cleaning Operative on site. The Cleaning Operative will liaise with the Operations Manager to 

ensure that the cleaning process is conducted efficiently with minima operational disruption. The 

vehicle must be cleaned according to the protocol detailed in 10.6.2 – 10.6.5. 

10.6.2  Patient compartment: 

 Utilise Personal Protective Equipment (PPE) as required. 

 Remove all equipment and consumables from vehicle. 

 Carefully inspect floor, side door tracks, clamp tracks and any other at risk areas for blood 

spillages and sharps. Any hazard identified must be dealt with according to the Infection 

Control Policy. An incident report form must be completed if sharps are found. 

 Vacuum ambulance floor. 

 Apply cleaning agent to exterior door frames. 

 Steam clean difficult to reach areas (e.g. gaps between fixtures) and exterior door frames. 

 Steam clean floor edges. 

 Steam clean ambulance interior surfaces. 

 Work methodically to wipe down any other surfaces with detergent wipes. 

 Mop floor using concentrated bleach diluted to manufacturer’s guidelines. 

10.6.3  Drivers compartment: 

 Vacuum floor and door pockets. 

 Apply cleaning agent to door surfaces or use disposable detergent wipes. 

 Clean steering wheel, gear stick and dashboard with detergent wipes. 

 Mop floor using concentrated bleach diluted to manufacturer’s guidelines. 
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10.6.4  Exterior: 

 Clean exterior using Traffic Film Remover or liquid wash & Wax. 

 Clean wheels and underside of vehicle using pressure washer. 

 Clean paintwork under bonnet and around engine compartment using soap and pressure 

washer. 

10.6.5  Fogging: 

 Place “Deep Clean Warning” sign in front windscreen and set up “Nebusan” system. 

 Lock all windows and doors and leave vehicle to de-contaminate overnight. 

 After 12 hours has elapsed, open all doors and windows to allow ventilation and wipe 

down all surfaces again using detergent wipes. 

 Leave to dry before deployment. 

 Fill in “Deep Clean Record book and hand copy to Operations Manager. 

10.7 Deep Clean requirements. 
 
10.7.1  Company premises, where deep-cleaning is conducted must comply with the 

following minimum equipment specification: 

 Wet/Dry Vacuum cleaner. 

 Steam cleaner. 

 Pressure washer. 

 Extension lead with RCD. 

 Extendable brush for cleaning outside of vehicles. 

 Mop bucket – Blue. 

 Mop handle – Blue. 

 Mop heads – Blue. 

10.7.2  Company premises, where deep-cleaning is conducted must stock the following 

range of consumables: 

 Clinell universal sanitising wipes (Or equivalent). 

 Blue paper roll. 

 Concentrated bleach. 

 Glass cleaner. 

 All weather screen wash. 

 Traffic Film Remover. 

 Wash & Wax solution. 
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10.8 Decontamination of equipment. 
 
10.8.1  The aim of decontaminating equipment is to prevent potentially harmful 

pathogenic organisms reaching a susceptible host in sufficient numbers to cause infection. 

10.8.2  “Single Use” means that the manufacturer either intends the item to be used once 

only and then disposed of, considers the item unsuitable for use on more than one occasion or has 

insufficient evidence to confirm that re-use would be safe. Table 4 provides a risk assessment for 

the provision of single use equipment. 

10.8.3  “Single Patient Use” means that the item can be re-used if re-processed using an 

appropriate method and is used on the same patient only. The duration of use is dependent on 

undertaking a risk assessment of individual factors. 

10.8.4  The MHRA (MDA) (2000) guidance suggests that re-processing and re-using such 

items may pose hazards for patients and staff in the re-processing method has not been validated. 

Therefore re-use of single use products is not advisable unless the outcomes have been taken into 

account. The Consumer Protection Act 1987 will hold a person liable if a single use item has been 

re-used against the manufacturer’s recommendations. 

10.8.5  Any equipment supplied within sealed packaging designed to keep the item sterile 

or clean must remained stored within the packaging. Items must not be removed from the 

packaging for storage elsewhere. 

10.8.6  Table 4 – Risk Assessment for Provision of Single-use Equipment. 

Risk Application Minimum Standard 

Low In contact with healthy skin or 
not in direct contact with 
patient e.g. Trolley bed 
handles, side rails. 

Clean 

Intermediate In contact with intact mucous 
membranes, or contaminated 
with virulent or readily 
transmissible organisms (Body 
Fluids) e.g. Laryngoscope 
blades. 

Single-Use 

High In contact with a break in the 
skin/mucous membranes or 
introduction into sterile body 
areas e.g. Cannulas. 

Single-Use 
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10.9 Specific Equipment Cleaning and Disposal. 
 
10.9.1  The following equipment is single-use and must be disposed of in the appropriate 

waste stream after use: 

¶ Airways 

¶ Laryngoscope blades 

¶ Ampoule opener * 

¶ Lancets * 

¶ Bandages 

¶ Masks – Oxygen 

¶ Bedpan liner 

¶ Masks – Resuscitation 

¶ Body bag 

¶ Otoscope disposable tips 

¶ Cannulas * 

¶ Peak flow mouthpiece 

¶ Catheters and bags 

¶ PPE – Aprons, gloves, goggles, sleeve protectors and masks 

¶ Defibrillator pads 

¶ Razors * 

¶ Dressings 

¶ Suction tubing and catheters 

¶ ECG Electrodes 

¶ Suction unit canister liner 

¶ Entonox in-line filter 

¶ Syringes 

¶ Entonox mouthpiece 

¶ Thermometer covers 

¶ ET Introducers 

¶ Tongue depressor 

¶ Foil blanket 

¶ Tourniquet – CAT arterial 

¶ Forceps 

¶ Tourniquet – IV 

¶ Incontinence sheets 

¶ T-Piece 

¶ Intraosseous needle * 

¶ Vomit bowl 

¶ IV administration set 
 

*Dispose of within sharps container. 
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10.9.2  The following equipment is re-usable and must be cleaned according to Section 3. 

In general, detergent wipes will be appropriate but, if grossly contaminated, the equipment must 

be disposed of as clinical waste. 

¶ Arm-lok elbow immobilizer. 

¶ Bedpan – Plastic blue. 

¶ BP cuffs. 

¶ Carry chair. 

¶ Collars. 

¶ Defibrillator. 

¶ Grab bags. 

¶ Frac-pack straps. 

¶ Glucometer. 

¶ Laryngoscope handle. 

¶ Peak flow meter (Excluding mouthpiece). 

¶ Pen torch. 

¶ Pulse Oximiter probe. 

¶ Patient monitor. 

¶ Ventilator. 

¶ Rescue board. 

¶ Head block set. 

¶ Rescue board straps. 

¶ Scoop stretcher. 

¶ Suction unit – Electronic (Excluding liner). 

¶ Trolley. 

¶ Vacuum mattress. 
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10.10 Cleaning of vehicles and equipment prior to Inspection, Service or Repair. 
 
10.10.1 Equipment requiring off-site repair or servicing by external suppliers or contractors 

must be appropriately cleaned according to Section 3, before it is sent away. A decontamination 

certificate must be attached to the equipment by the Operations Manager on dispatch, stating the 

method of decontamination used or the reason why it was not possible. 

10.10.2 All re-usable medical devices must be decontaminated in accordance with 

manufacturer’s instructions as well as legislative and best practice requirements (See flowchart 

10.10.4). 

10.10.3 It is also important to ensure that all vehicles which are taken away for 

maintenance, servicing or repair are sent to workshops, including external contractors, in a state in 

which it is safe for non-clinical staff to work. All clinical waste should be removed, the interior and 

equipment should be checked for sharps and contamination and cleaned to at least a minimum 

standard as stated in Section 10.4. If cleaning of the vehicle has not been possible, workshops 

should be notified and advised of any precautions to take. 
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10.10.4 Flowchart for Decontamination Prior to Service or Repair. 

 

 

 

  

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Does the item require dismantling 

to ensure decontamination ? 

Yes No 
Has the item been in contact 

with blood or body fluids ? 

Can the item be 

dismantled by ambulance 

personnel ? 

Yes No 

Yes No 

Decontaminate using the 

appropriate method. Complete a 

certification stating method used 

and sign. 

Is it visibly soiled ? Dismantle and 

clean using 

Standard 

Principles. 
Yes No 

Wipe with 

detergent wipes. 

Complete 

decontamination 

certificate. 

Visible soiling must be removed 

from external surfaces and 

decontamination certificate 

completed appropriately. 

Complete and attach 

decontamination certificate. 
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10.10.5 Certificate of Equipment Decontamination. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

          Appendix 8. 
 

Type of precautions required for specific conditions. 
 

  All Wales Ambulance Services Limited 

Certificate of Equipment Decontamination. 

Prior to Inspection, Service or Repair. 

Make:  ………………………………………………………………………………………………………… 

Model: ………………………………………………………………………………………………………… 

Description: …………………………………………………………………………………………................ 

…………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………

…………………. 

Serial Number: ……………………………………………………………………………………………… 

This item has not been exposed internally or externally to body fluids or other 

hazardous materials. 

This item has previously been exposed to body fluids or other 

hazardous materials but has been decontaminated following the 

Infection Prevention and Control Policy. 

Please state decontamination procedure used (if applicable): 

……………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………….

Full Name:  …………………………………… 

Position: …………………………………… 

Signature: ……………………………………  Date: ……/……/20…… 
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11. Precautions Required for Specific Conditions. 
                                                                                                                             Appendix 8. 

 

Disease or Organism Method of spread Infective material Precautions 
required 

AIDS (See HIV)    

Anthrax (Pulmonary, systemic 
and cutaneous expressions of 
the disease. 

Airborne and inoculation. Respiratory secretions, 
blood, wound exudate 
depending on disease 
symptoms. 

Contact (Cutaneous cases). 

Aspergillosis. Airborne (but person to 
person spread). 

Environmental sources.  

Botulism. Ingestion. Contaminated food.  

Broncholitis/RSV/ 
Croup. 

Airborne and contact. Respiratory secretions. Contact. 
 

Brucellosis. Ingestion (and direct skin 
contact in some occupations 
e.g. vets, farmers, abattoir 
workers . 

Contaminated milk or 
unpasteurised dairy 
products. 

 

Campylobacter Ingestion (Person to person 
spread is rare). 

Diarrhoea. Contact. 

Candidiasis. Contact. Secretions from infected 
mucosal/skin surface. 

 

Chickenpox/Shingles. Airborne and contact. Respiratory secretions 
and/or secretion from 
vesicles. 

Airborne and contact for 
Chickenpox, Contact for 
Shingles. 

Chlamidiosis. Sexual and vertical (Mother 
to child during childbirth). 

Sexual fluids.  

Cholera. Ingestion. Contaminated food and 
water. 

Contact. 

Clostridium Difficile. Contact (faecal/oral). Diarrhoea. Contact. 

Creutzfeld Jakob disease (CJD 
and vCJD) – see Transmissible 
Spongiform Encephalopathies)  

Inoculation including 
transplantation. 

Human tissues including 
CSF. 

 

CMV (Cytomegalovirus) Contact. Saliva, urine, contaminated 
human tissues, vaginal 
secretions. 

Contact. 

Cryptococcosis Airborne. Pigeon droppings – 
aerosolisation often during 
cleaning roosting sites. 

 

Cryptosporidiosis Ingestion. Contaminated food and 
water – person to person 
spread possible. 

Contact. 

Dengue fever. Inoculation insect vector. Mosquitos in affected 
geographical areas. 

 

Diarrhoea and/or vomiting 
(Suspected or proven infection). 

Contact (Droplet for profuse 
projectile vomiting). 

Faeces 
Aerosolised vomit. 

Contact. 

Diphtheria. Airborne and contact. Respiratory secretions. Airborne. 

Dysentery (Shigellosis) Ingestion. Diarrhoea. Contact. 

Ebola virus (See VHF) Blood and all body 
secretions. 

Blood and all body 
secretions. 

Airborne. 

Epiglottitis. Airborne. Respiratory secretions. Airborne. 

GISA (Glycopeptide 
Intermediate – resistant S. 
aureus) 

Contact. Skin and contaminated 
body secretions. 

Contact. 

GRSA (Glycopeptide Resistant S. 
aureus) 

Contact. Skin and contaminated 
body secretions. 

Contact. 

Hepatitis A Ingestion. Contaminated food and 
Diarrhoea. 

Contact. 

Hepatitis B Inoculation and sexual. Blood, sexual fluids.  

Hepatitis C Inoculation and sexual. Blood, sexual fluids.  

Hepatitis D Inoculation and sexual. Blood, sexual fluids.  

Hepatitis E Inoculation and sexual. Blood, sexual fluids.  
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Disease or Organism Method of spread Infective material Precautions 
required 

HIV Inoculation, sexual, vertical 
(Mother to child) 

Blood, sexual fluids, 
amniotic fluid, synovial 
fluid, breast milk. 

 

Impetigo. Contact. Skin lesions. Contact. 

Influenza. Airborne droplets and 
contact. 

Respiratory secretions. Airborne. 

Leishmaniosis. Inoculation (Insect vector). Blood.  

Legionnaire’s disease. Airborne. Aerosols from 
contaminated shower 
heads and cooling towers 
and air conditioning plants. 

 

Leptospirosis. Contact with contaminated 
water via mucous 
membranes. 

Contaminated food and 
water. 

 

Leprosy. Contact. Respiratory secretions. Contact. 

Listeriosis. Ingestion. Contaminated foods 
(particularly soft cheeses 
and pate). 

 

Lyme disease. Inoculation/insect vector. Tick bite.  

Malaria. Inoculation/insect vector. Bites from infected 
mosquitos and Blood. 

 

Marburg virus (See VHF). Inoculation and contact. Blood and body secretions. Airborne (as per national 
guidelines). 

Measles. Airborne and contact. Respiratory secretions. Airborne. 

Meningococcal meningitis and 
septicaemia. 

Airborne. Respiratory secretions.  

Mononucleosis (Glandular 
fever). 

Contact. Saliva.  

MRSA. Contact. Skin scales and body fluids. Contact. 

Multi-resistant organisms. Contact. Commonly contact with 
contaminated body fluids 
notably urine – but will 
vary according to organism 
and condition. 

Contact. 

Mumps. Airborne and contact. Respiratory secretions. Airborne. 

Polio. Contact. Respiratory secretions and 
faeces. 

Contact. 

Rubella. Airborne. Respiratory secretions. Airborne. 

Streptococcus Group A. Contact and airborne. Wound discharges, 
Respiratory secretions. 

Contact. 

Tuberculosis (Pulmonary). Airborne and contact. Respiratory secretions. Airborne. 

Typhoid/Paratyphoid Contact (Faecal/Oral). Faeces. Contact. 

Typhus. Insect vector. Infestation with lice, or 
bites from fleas carrying 
infective organism. 

Contact. 

Viral haemorrhagic fevers (VHF). Contact and airborne. Blood/body 
fluids/respiratory 
secretions. 

Airborne (as per national 
guidelines). 

Vancomycin Resistant 
Enterococcus (VRE). 

Contact. Contaminated body 
secretions – mostly faeces, 
wound exudate, urine. 

Contact. 

VRSA (Vancomycin Resistant S. 
aureus. 

Contact. Skin and contaminated 
body fluids. 

Contact. 

Whooping cough. Airborne. Respiratory secretions. Airborne. 
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12. Disease Requiring Additional Precautions (Category Three). 

 
                                                                                                                             Appendix 9. 

 
12.1 Table 6 – Category Three Diseases. 
 

Disease. Mode of transmission. 

Smallpox. 

Severe viral infection causing fever, headache, muscle ache 
and blistering rash, often fatal. 

Airborne droplets. 

Rabies. 

Viral inflammation of the brain causing fever, headache, neck 
stiffness, anxiety and disorientation. This progresses to a fear 
of swallowing, choking, panic, hallucinations, coma and death. 

Airborne droplets. 
Direct contact with rash, saliva, urine and CSF. 

Viral Haemorrhagic Fevers 

Initial symptoms include fever, malaise, headache and 
muscle/joint pains. Nausea, vomiting and diarrhoea may also 
occur. Ebola and Marburg often cause a measles like rash after 
4 – 7 days. Obvious bleeding is a later or terminal event. 
Pyrexia may last as long as 16 days with temperatures up to 
41°C, severe cases result in coma and death. 

Airborne droplets, possibly if patient is suffering pulmonary 
infection. 
Accidental inoculation or contamination of broken skin or 
mucous membranes by infected blood or body fluids. 

 
12.2 Guidelines for dealing with Category Three Diseases. 
 
12.2.1 These guidelines should be read in conjunction with those set out in the 
Ambulance Service Basic Training (ASBT) Manual on Category 111 (Infectious diseases).  
They should be followed for the conveyance of all patients suffering from or suspected to 
be suffering from highly infectious diseases. Receiving hospital should be made fully 
aware of the transportation inbound of such a patient as there is a risk of the spread of 
infection by contact with infected blood, vomit, excreta and possibly air droplets. 
 
12.3 Transportation of Isolator Patients. 
 
12.3.1 Requests for the transportation of a patient to the Royal Free Hospital will come 
from either the Royal Free Hospital or the Infection Control Team at a given hospital. The 
Physician-in-charge at the Royal Free will inform the discharging hospital of the level of 
containment appropriate for the journey required. Where containment requires the use 
of a Transit Isolator, the Trust will arrange the provision of the isolator and transportation 
by the London Ambulance Service to the Royal Free. All Wales Ambulance Services 
Limited does not have a Transit Isolator.  
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12.4 Transportation of Non-Isolator Patients. 
 
12.4.1 Personal protection. 
 
12.4.1.1 Only staff who have received specific appropriate training can transport 
infectious cases. Staff must remove all clothing, except underwear, and put on a 
disposable suit (Supplied in all ambulances deployed by All Wales Ambulance Services 
Limited). Contact lenses should not be worn unless essential. If contact lenses during the 
transfer, they should be removed for disinfection immediately on completion of the 
transfer and replaced either with spectacles or with clean contact lenses. Watches, rings, 
etc should be removed and put in a place of safety in the escorting vehicle together with 
spare clothing/ uniform, etc. 
 
12.4.1.2 All staff must wear disposable overalls, disposable overshoes, gloves. Mask 
and goggles before entering the place from which the patient is to be collected. Whilst it is 
not necessary for the driver to wear overshoes, eye protection or a mask, they must be 
available in the driver compartment. 
 
12.4.2 Journey arrangements. 
 
12.4.2.1 The route selected should be adhered to, with any necessary diversions 
reported to the Operations Manage/s by the escorting vehicle. The escorting vehicle is 
responsible for keeping the Operations Manager/s updated throughout the process. 
 
12.4.2.2 If it becomes necessary to stop the vehicle e.g.in the evnt of a breakdown, 
staff should remain with the vehicle at all times. The escort vehicle will notify the 
Operations Manager/s and may attempt repairs. If repairs are not successful or possible, 
the escort vehicle will arrange for the vehicle to be towed to its destination or will seek 
alternative assistance. On arrival at the Royal Free, the ambulance will be directed to the 
appropriate area in order to unload the patient. 
 
12.4.3 Disinfection of the vehicle. 
 
12.4.3.1 After admission of the patient, the crew will remove all disposable items 
and bedding for incineration as directed by the Royal Free Hospital staff. The ambulance 
will be taken to the decontamination area. Any ambulance equipment used on route 
should be placed into a sealed clinical waste bag. Unless directed otherwise, the crew will 
then carry out a thorough disinfection of the vehicle interior and its equipment by 
washing down with diluted thick bleach and a 10,000ppm hypochlorite solution. On return 
to station, the vehicle will be taken out of service until a full deep-clean, including the full 
protocol detailed in 10.6.2 – 10.6.5 of this document. 
 
12.4.4 Personal decontamination. 
 
12.4.4.1 Personal decontamination will be undertaken on directions from the Royal 
Free Hospital staff and will include disposal of items of clothing and shower and changing 
facilities. 
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12.4.5 Medical Surveillance. 
 
12.4.5.1 Medical surveillance will depend upon the instructions given by the 
Consultant in Charge of the Royal Free Hospital and the Consultant for Communicable 
Disease Control. 
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13.Strategic Cleaning Plan. 

 
                                                                                                                             Appendix 10. 

 
13.1 Introduction. 
 
13.1.1 The NHS Plan (DH, 2000) identified a need to develop national cleaning standards 
that would be applicable to all NHS Trusts. It made it a core objective for each Trust to 
nominate a board member to take personal responsibility for monitoring hospital 
cleanliness and that they would report to the board on cleanliness matters. 
 
13.1.2 The Health Act 2006 introduced a statutory duty on NHS organisations from 1st 
October 20016 to observe the provisions of the Code of Practice on Healthcare Associated 
Infections (The Hygiene Code). The Care Quality Commission assumed responsibility for 
the regulation of health and adult social care in England from 1st April n2009 under the 
Health & Social Care Act (2008). Criterion two of the Code of Practice for the prevention 
and control of healthcare associated infections places a duty on the NHS organisations to 
“provide and maintain a clean and appropriate environment which facilitates the 
prevention and control of HCAI”. 
 
13.1.3 During 2009, the National Patient Safety Agency (NPSA) published national 
specifications for cleanliness in the NHS: A framework for setting and measuring 
performance outcomes in ambulance trusts. As a private supplier to the NHS Trusts, as 
well as various Ambulance Trusts, we feel that All Wales Ambulance Services Limited 
should adopt the same guidelines and duties in order to fulfil our role within the NHS a 
whole. 
 
13.2 Accountability. 
 
13.2.1 Section 2.4 of the Guidance and Procedures for Infection Prevention and Control 
details the responsibilities of the Chief Executive, Board, Management Team and Front-
Line staff with regard to the cleaning strategy and Cleaning Operational Policy.  
Nominated staff member for lead of cleaning within All Wales Ambulance Services Limited 
is the Chief Executive. 
 
13.3 Performance monitoring. 
 
13.3.1 The implementation of the Strategic Cleaning Plan will be monitored by the 
Operations Managers according to the audit reporting mechanisms detailed in section 
2.5.2 of this document. Monitoring will include implementation of the Annual Infection 
Prevention and Control Programme (including cleaning) and the continual achievement of 
standards within the premises and vehicles.  
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13.4 Operational Cleaning Plan. 
 
13.4.1 In order to meet the national specification for cleanliness cleaning schedules 
stating the frequency, method standard and responsibility have been developed. 
Company-wide schedules have been adopted for the cleaning of front-line ambulances, 
patient transport ambulances and response vehicles. Generic schedules have been 
created for premises with an appointed domestic cleaner and for those without.  
 
13.4.2 For the purposes of the National Specifications for Cleanliness, the Infection 
Prevention and Control Policy and associated cleaning schedules have been adopted for 
the cleaning of Emergency Ambulances, PTS Ambulances and Rapid Response Vehicles. 
Generic schedules have been created for premises with an appointed domestic cleaner. 
The generic schedules should be adapted by the Operations Manager/s to meet day-to-
day circumstances. All premises should display an agreed cleaning schedule, which must 
be available to staff and public. 
 
13.4.3 For the purposes of the National Specifications for Cleanliness, the Infection 
Prevention and Control Policy and associated cleaning schedules are considered to be the 
Company’s Operational Cleaning Plan. 
 
13.4.4 The Infection Prevention and Control Policy fulfils the requirements of the National 
Specifications for Cleanliness eight key objectives (Table 7) 
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13.4.5 Table 7 – National Specifications for Cleanliness Eight Key Objectives. 
 

 Objective. Requirements. 
1 Taking cleanliness seriously. Setting clear standards and policies, and keeping cleanliness high on the 

working agenda. 

  Identifying a member of staff to take personal responsibility for monitoring 
healthcare environmental cleanliness. 

2 Listening to Patients. To ensure that Patients receive care in an environment that is clean, safe and 
welcoming, through promoting strong, visible leadership with clear authority 
at all levels, and acting on patient feedback. 

3. 31Infection control To ensure that the risk of healthcare associated infection is minimised 
through developing, implementing and monitoring infection control policies; 
and leaning from experience. 

4. Education and development. To ensure that all members of staff responsible for cleanliness have the 
ability and support to deliver a good job, through: 
 

 Induction training. 
 On the job support. 
 Customer service training. 
 Supervisory, managerial and leadership development training 

(where appropriate), and certified competence of operatives. 

5 Monitoring and performance. To make sure that those standards of comfort and cleanliness stay high on 
the agenda, and that any slippage is recognised and corrected, through 
setting targets that measure performance over a range of factors; 
establishing management systems that support continuous improvement; 
and involving station managers and supervisors in maintaining standards. 

6 Recruitment and retention. Recruitment and retention of the workforce is essential to the long term 
stability of the standards and will be achieved through: 
 

 A streamlined and timely recruitment process. 
 Robust sickness management policies. 
 Regular reviews of changes and developments to ensure efficient 

workforce planning. 
 Specific plans to enhance staff retention. 

7 Resources. The appropriate levels of resource are essential in delivering and maintaining 
the standards. Key to this will be: 
 

 Best value reviews and benchmarking , to ensure effective and 
efficient methods are being used, and that sufficient staff are 
always available;  

 Adequate and modern equipment is used to ensure the best 
achievable service. 

8 Documentation. Comprehensive documentation should be available to ensure that 
operational and strategic needs are met in terms of standards and will be 
achieved through: 
 

 An up-to-date cleaning manual that gives written guidance on how 
to complete each task. 

 Comprehensive risk assessments undertaken to ensure working 
methods and staff are as safe as possible. 

 Staff rota systems to ensure appropriately trained staff are 
available and deployed as necessary. 

 Policies that involve cleaning service providers in future 
developments or changes. 

 
 
13.5 Resources. 
 
13.5.1 Many factors affect the investment needs of a particular area, including age, levels 
of maintenance, and purpose. Sufficient resources should be allocated for cleaning and 
investment must recognise this. The company must also acknowledge that adequate 
investment is required for additional cleaning if there is an outbreak of infection or 
contamination.   
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13.6 Review. 
 
13.6.1 The Chief Executive Officer, together with the rest of the team, will ensure that the 
strategic cleaning plan is maintained at all times, reflects the current service requirements 
and takes into account pending codes of practice or legislation requirements that effect 
cleaning services. 
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Area/Item Frequency Method Standard Responsibility 

Equipment – Patient Contact 

¶ Stretcher After every 
patient use. 

Wipe all surfaces that may have 
come into contact with the 
patient with detergent wipes, 
paying particular attention to side 
rails and mattress. 

All parts should be visibly clean with no 
blood or body substances, dirt, dust 
debris or spillage. 

Clinician or 
Attendant 
crewing vehicle. 

¶ Bedpan/Urinal 

¶ Carry chair 

¶ Vehicle seats 

¶ Vehicle seat belts 

After every 
patient use. 

Wipe all surfaces with detergent 
wipes. 

All parts should be visibly clean with no 
blood or body substances, dirt, dust 
debris or spillage. 

Clinician or 
Attendant 
crewing vehicle. 

¶ Linen and single 
use items 

After every 
patient use. 

Linen and single use items must 
be disposed of correctly as per 
policy guidelines after every 
patient use. 

Linen and single use items must be 
disposed of correctly as per policy 
guidelines after every patient use. 

Clinician or 
Attendant 
crewing vehicle. 

Equipment – Non Patient Contact 

¶ Radios and mobile 
phones 

¶ Defibrillator 

¶ Equipment bags 

¶ Suction units 

¶ Oxygen equipment 

At least daily 
and if 
contaminated. 

Wipe all surfaces with detergent 
wipes. 

All parts should be visibly clean with no 
blood or body substances, dirt, dust 
debris or spillage. 

Clinician or 
Attendant 
crewing vehicle. 

 

 

 

                                    Patient Transport Cleaning Schedule.                            
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Area/Item Frequency Method Standard Responsibility 

Vehicle Interior – Patient Compartment. 

¶ All interior 
surfaces (Ceiling, 
Sides, Cupboards, 
Blinds, Brackets, 
Fire Extinguishers, 
Grab rails, Work 
Surfaces) 

At least daily 
and if 
contaminated. 

Wipe all surfaces with detergent 
wipes. 

All parts should be visibly clean with no 
blood or body substances, dirt, dust 
debris or spillage. 

Cleaning 
Operative. 
 
* Clinician or 
Attendant 
crewing vehicle. 

¶ Floor At least daily 
or if 
contaminated. 

Vacuum dust then mop with 
diluted bleach or hypochlorite 
solution. 

The complete floor, including skirting and 
edges should be visibly clean with no 
blood or body substances, dirt, dust 
debris or spillage. 

Cleaning 
Operative. 
 
* Clinician or 
Attendant 
crewing vehicle. 

Vehicle Interior – Drivers Compartment. 

¶ Steering wheel At least daily 
or if 
contaminated. 

Wipe all surfaces with detergent 
wipes. 

Should be visibly clean with no blood or 
body substances, dirt, dust debris or 
spillage. 

Cleaning 
Operative. 
 
*Clinician or 
Attendant 
crewing vehicle. 

¶ All other internal 
surfaces 

At least daily 
or if 
contaminated. 

Wipe all surfaces with detergent 
wipes. 

All parts should be visibly clean with no 
blood or body substances, dirt, dust 
debris or spillage. 

Cleaning 
Operative. 
 
*Clinician or 
Attendant 
crewing vehicle. 
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Area/Item Frequency Method Standard Responsibility 

External 

¶ Bodywork, Tail lift, 
Ramp, Wheels,  

At least daily. Wash all surfaces with washing 
detergent and finish off bodywork 
mouldings with trim restorer. 

All parts should be visibly clean with long 
standing dirt or debris. 

Cleaning 
Operative. 
 

¶ Engine 
compartment 

At least daily. Use of pressure washer with Film 
Remover to all surfaces. 

The complete floor compartment should 
be washed so as to ensure that there are 
no signs of oil or fuel visible. 
Bulkhead and under bonnet should be 
visibly clean. 

Cleaning 
Operative. 
 

¶ Glass and mirrors At least daily. All external surfaces to be washed 
with detergent. 
Internal surfaces to be cleaned 
with glass cleaner and wiped 
clean with Micro-Fibre cloth. 

Should be visibly clean with no blood or 
body substances, dirt, dust debris or 
spillage. 

Cleaning 
Operative. 
 
*Clinician or 
Attendant 
crewing vehicle. 

¶ All other internal 
surfaces 

At least daily 
or if 
contaminated. 

Wipe all surfaces with detergent 
wipes. 

All surfaces should be visibly clean and 
care should be taken with marks or 
smudges that may affect driving in bright 
sunny conditions. 

Cleaning 
Operative. 
 
*Clinician or 
Attendant 
crewing vehicle. 

 

 

* Where the above chart mentions both Cleaning Operative and Clinician or attendant – Staff must be fully aware that, although the 

Cleaning Operative is responsible for the day-to-day cleaning of the vehicles, the Clinician or Attendant has the legal and personal 

responsibility to ensure that the ambulance is kept clean during the shift. Any issues remaining at the end of the shift, where it is 

inappropriate or untimely for the Clinician or Attendant to resolve, must be reported to the Operations Manager for action before the 

vehicle is re-deployed. 
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Version Control Sheet. 

 
                                                                                                                             Appendix 11. 

 

Version Date Author Summary of changes 
1.1 22.06.2016 G Llewellyn Updates on staff information and in-depth research into the specific 

causes of infection. 

1.1 22.06.2016 G Llewellyn Patient Transport Cleaning Schedule – Reference to the personal 
responsibility of staff to maintain cleanliness at all times where 
appropriate. 

    

    

    

    

    

 
 

 
 
 
 
 

 

 
 
 

 

 

 Signed on behalf of All Wales Ambulance Services Limited:

  

 Name: Gareth Llewellyn (CEO) 

 Date: 29/06/2016 

 


