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Infection Control Policies and Procedures 
 
Policy No.   200 

 

Subject:  Infection Control  
 
Last reviewed:  November 2017 
 
Developed by  Executive Manager / Acting DON 

 
PURPOSE 
 
To outline the responsibilities of staff and Management in maintaining a safe and effective infection control 
program.  
 
POLICY 
 
Management accepts its Duty of Care to provide a safe and healthy working environment for our employees.  
We also recognise our common law Duty of Care to ensure the prevention and control of infection for all 
stakeholders. The Director of Nursing of the respective area is the Infection Control Coordinator 
 
Each employee must take reasonable care to protect his/her own health and safety and the safety of others 
within the facility. 
 
PROCEDURE 
 
Management will: 
 

 Establish and practice infection control guidelines. 

 Maintain adequate physical facilities, waste management methods and appropriate equipment to control the 
spread of harmful micro-organisms. 

 Monitor infections within the facility using infection control surveillance program. 

 Inform Staff of risks that they may face in the course of their employment and utilise Staff input to resolve 
risk situations. 

 Provide education, information, instruction, training, guidance and supervision to ensure that safe work 
practices are carried out to minimise the spread of infection eg. hand-washing and standard precautions 
and training in use of equipment. 

 Maintain an awareness of new vaccines becoming available to protect Staff and to initiate procedures to 
ensure that those at risk are fully vaccinated. 

 Ensure that all Staff are informed about the rights and responsibilities of the residents. 

 Maintain the confidentiality of medical information. 

 Provide access to support services for Staff who are concerned as a result of exposure to a potential 
hazard. 

 
The Employee must: 
 

 Carry out their duties in a responsible manner consistent with instructions given (Policies and Procedures) 
in relation to health and safety. 

 Use equipment for health and safety purposes. 

 Assist with the maintenance of a clean and safe environment. 

 Adhere to policies and procedures that guide work performance to prevent the spread of infection. 

 Notify the employer should their infection status pose any risk to residents or co-workers. 

 Maintain confidentiality of information about residents within the facility.  (Failure to uphold this is not only a 
breach of faith but may involve the employee in legal proceedings). 

 
Note: The Village Baxter utilises the Industry Standard Oates Colour Coding Guide, Blue for general cleaning, 
Red for wet areas, Green for Kitchen and Yellow for infectious areas.  
 
RELATED POLICIES AND DOCUMENTS 
 
Additional infection control information can be found on the following Australian Government website 
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www.nhmrc.gov.au/guidelines/publications 

http://www.nhmrc.gov.au/guidelines/publications
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Infection Control Policies and Procedures 
 
Policy No.   201 

 

Subject:  Pest Control 
 
Effective Date:  December 2014 
 
Developed by  Care Manager 

 
PURPOSE 
 
Effective Pest Control Systems assist in the overall infection control program. This policy provides guidance for 
staff in responding to ‘pest’ issues 
 
POLICY 

 
Pest control systems will be maintained in the Village’s Aged Care Facilities to minimise the occurrence of 
vermin and insects.  
 
PROCEDURE 
 
Mice and Rats 
 
Bait stations to assist in the control of vermin are utilised in and around the catering facilities and other ‘at risk’ 
areas. 
 
The General Services Manager along with the Catering Manager work together to ensure these Bait station 
remain functional. 
 
Signs of vermin should be immediately reported to Supervisors for investigation and response. Domestic traps 
are not permitted for use.  
 
 
Ants and Spiders 
 
Regular insect deterrent spraying by an external contractor occurs in the common areas of the Aged Care 
Facilities to minimise the emergence of ant nests and spider webs. The General Services Manager arranges 
these services in accordance with the Village’s established preventative maintenance program.  
Domestically available insect sprays are permitted to be used in between contract sprays to attend to any ants, 
spider or insect issues that may arise. These sprays must be used in accordance with manufacturer’s 
instructions and in accordance with Occupational Health and Safety guidelines.  
Staff are to encourage the storage of food and drinks in sealed containers. Food and drinks that require 
refrigeration are to be refrigerated. 
 
Wasps and Bees 
 
Domestically available insect sprays are permitted be used to attend to wasps, bees or flying insects that are 
inside units or common areas. These sprays must be used in accordance with manufacturer’s instructions and 
in accordance with Occupational Health and Safety guidelines.  
Staff are to encourage the storage of food and drinks in sealed containers. Food and drinks that require 
refrigeration are to be refrigerated. 

 
 
RELATED POLICIES AND DOCUMENTS 

 
224 Hand washing 
228 Protective Clothing 
753 OHS Policy – Housekeeping 
762 OHS Policy – Chemicals 
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Infection Control Policies and Procedures 
 
Policy No.   202 

 

Subject:  Summary Guidelines 
 
Effective Date:  July 2014 
 
Developed by  Care Manager 

 
PURPOSE 
 
The Infection Control Summary Guidelines provide Staff with a basic understanding of The Village Baxter 
Infection Control Program. 
 
POLICY 
 
The full Infection Control Policy Manual should be consulted for policies and procedures relevant to specific 
circumstances.   
 
Thorough hand washing in warm soapy water or the use of antibacterial hand sanitiser after each 
resident contact is the best defence against transmission of infections. 
 
Effective infection control is a basic and essential component of the safe environment and in providing optimum 
resident care. Our infection control program is developed to: 
 

 Reduce the risk of infection to residents, staff and visitors, 

 To monitor the effectiveness of such practices by establishing an infection control surveillance program, 

 Implement a course of management and intervention should an infectious outbreak occur, 

 To provide in-service education for all staff on hygiene and infection control practice, 

 To regularly review infection control policies to ensure that methods and practices are efficient and current. 

 All staff must be familiar with the contents of these summary guidelines 

 A copy of the Summary Guidelines is provided to all new staff 

 Copies of Summary Guidelines should be available in all staff rooms. 

Infection Control and Elderly People 
The Elderly may be at greater risk of infections due to the ageing process impairing the immune functioning. 
Additional factors include: 
 

 Fragile skin and thinning mucous membranes. 

 A less efficient circulatory system. 

 Onset of chronic diseases. 

 Reduced mobility. 

 Loss of self-caring ability. 

Sources of infection 
 Body secretions e.g. from the respiratory and genitourinary tracts. 

 Excreta – faeces, vomit, urine. 

 Exudate – from infected wounds and lesions. 

 Blood and blood products. 

 Equipment used in the care of an infected patient. 

Forms of Transmission 
 Direct contact – person to person. 

 Fomites – bed linen, towels, crockery. 

 Body substances – urine, faeces. 

 Airborne droplets and dust. 

 Contaminated food and fluids. 

 Vectors – e.g. insect. 
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PROCEDURE 

Staff Responsibilities 
As you work, it is important to consider potential sources of infection and to practice proactive measures to 
ensure that you protect yourself and do not spread infection between residents. The main mode of transmission 
of infection is by direct contact. Having intact skin and mucous membranes is the best barrier to infection. 
 
Staff should maintain: 

 A high standard of person hygiene and grooming. 

 Their own health status. 

 Recommended immunisation levels. 

Hands 
 Practicing good hand washing techniques. 

 Keeping fingernails short and clean. 

 Using moisturisers / hand creams to maintain skin integrity. 

 Using waterproof / protective dressings to cover open cuts. 

 Seeking prompt attention to diagnosis of skin lesions / rashes. 

Jewellery 
Ornate rings and watches should not be worn while giving direct care to residents as they prevent adequate 
hand washing and can harbour micro-organisms. 

Clothing 
Should be clean and changed each day to decrease the chance of cross infection. 
 

Reporting Infections 
Staff must contact their Unit Supervisor prior to attending work if they are suffering from any of the following: 
 

 Fever. 

 Sore throat. 

 Productive cough. 

 Flu like illness. 

 Acute skin eruptions or infections. 

 Diarrhoea. 

 Conjunctivitis. 

 Wound discharge. 

 Jaundice. 

 Symptom suggestive of scabies (itching). 

 Chicken pox, shingles. 
 
Incubation Periods: 

 Gastroenteritis: 
The incubation period for Gastroenteritis is on average 2 days. 

 
Note: Staff with symptoms of viral gastroenteritis should be sent home and requested to stay home until they 
have been symptom free for at least 48 hours. 

 Influenza: 
The incubation period for influenza is 1 – 3 days after infection. 
 
Note: Staff with symptoms of influenza should be sent home and requested to stay home until they have 
been symptom free for at least 72 hours. 
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Staff Immunisation 
Staff who have either direct or indirect contact with residents, soiled waste and / or body substances should be 
immunised against the following diseases: 
 

 Hepatitis B. 

 Influenza. 

 Diphtheria. 

 Poliomyelitis. 

 Measles. 

 Mumps. 

 Rubella. 

 Tuberculosis. 

 Whooping Cough. 
 

Staff should have knowledge of their immune status to the above diseases to assist them to avoid exposure. 
Staff with their immunisation not current or who have chosen against immunisation should advise their 
supervisor. 

Staff Practices – protective measures 

Hand washing techniques 
Washing of hands must be thorough, systematic and carried out as follows: 
 

 Before commencing work. 

 Before and after meal/ tea breaks. 

 Before handling food and utensils. 

 Before and after resident care activities. 

 When contaminated with body substances. 

 After touching a contaminated surface or material. 

 Before handling medical equipment. 

 Following the removal of gloves. 

 After personal toileting or handling toilet equipment. 

 After smoking. 

 Before all aseptic procedures. 

 After disposing of potentially infected materials. 

 Whenever hands are inadvertently contaminated. 
 
 

Process to wash hands 
 
Wet hands 

 Apply hand soap. 

 Lather well. 

 Rub together for at least 10 seconds. 

 Wash both back and front of hands and in between 

 fingers, concentrating on the cracks in the palm of  

 both hands. 

 Wash between the fingers. 

 Work cleanser into nails and cuticles. 

 "Hook" your hands together and rub. This 

 especially cleans the tips of the fingers. 

 Don’t miss between the thumb and forefinger. 

 Rinse and dry hands thoroughly and don't forget your wrists!  

 This technique guarantees clean hands!  
 

Note: 

 Turn taps on/off with paper towel or elbows. 

 Do not use your hands to open/close waste paper bins. 

 Wash for the specified time. 

 Wash all skin surfaces on your hands. The areas often "forgotten" are wrists; under wedding rings; 
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under fingernails; web spaces; sides of the hand; thumbs. 
 
Both hands must be washed equally well. 

 A clinical hand wash is required before commencing an aseptic technique such as wound dressing or 
catheterisation. Hands and forearms are washed with an anti-bacterial solution for one minute and then 
rinsed with the flow of water from hands to elbows. 

 

Protective Clothing 

Gloves 
Disposable gloves should be warn 

 To prevent the soiling of the hands with blood or other body substances e.g. changing urinary drainage 
bags, collecting pathology specimens, cleaning up body fluid spills. 

 To perform invasive procedures. 

 When carrying out dressings on infected wounds. 

 When applying medicated creams. 

 If you have an infection, lesion or skin break on your hands. 
 
Hands must be washed before and after glove usage. 
Disposable utility gloves should be used for housekeeping, cleaning and attending to residents ADLs.  

Plastic Aprons 
Aprons should be worn to protect staff clothing from water and residents bodily fluids. Disposal of aprons is in 
the general waste. 
 

Handling of Sharps 
 All sharp objects (needles, syringes, scalpel blades and razors) must be placed in the designated yellow 

sharps bins. 

 Needles and syringes must be placed without dis-assembling into the container 

 The person who ‘generates’ the sharp must be the person who places it into the bin. 
 

Specimen Collection 
This is potentially a hazardous procedure for staff because of the possible contact with contaminated or infected 
body fluid. 

 Gloves must be worn to carry out the procedure. 

 Containers must be labelled prior to taking the specimen. 

 Containers must be safely sealed in a labelled plastic bag for transporting to the lab. 

 The request slip must remain separate from the specimen to avoid contamination 

 If a specimen needs to be refridgerator before transportation it must be placed in the specimen refrigerator 
located in the treatment room/s. 

 Unwanted specimens are to be disposed of via the sewerage system. 
 

Spills of Body fluids 
 Redirect other staff and residents away from the spillage area 

 Wear gloves, plastic apron, mask and goggles are appropriate. 

 Contain the spill using paper towels (if blood, use the blood spill kit located in the treatment room). 

 Wash surface thoroughly using warm water and detergent. 

 Allow to dry. 
 
Use forceps to pick up any sharps or broken glass, disposing of it into the sharps container. 
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MAINTAINING ASEPTIC DRAINAGE OF URINARY CATHETERS 
 
INDWELLING CATHETERS 
 

 Indwelling catheters must be inserted under sterile conditions, using sterile, gloved hands and a no-touch 
technique. 

 Use only the manufactures recommended fluid type to inflate the balloon. 

 Aseptic technique must be maintained when emptying drainage bags. 

 Care must be taken to avoid kinking the tubing. 

 The catheter bag must be kept below the residents bladder. 

 Bags must not touch, or be placed on the floor. 

 Single-use bags must be replaced when full.  

 Re-usable catheter bags should be changed weekly or as per the manufactures recommendations. 

 The resident’s personal hygiene must be maintained. Twice-a-day soap and water washes to the genital 
area will usually prevent contamination by micro-organism. 

 Keep the meeting of catheter and urethra clean and dry. Catheter dressings are not recommended. 

 The application of antiseptics to the outside of the catheter is of little or no use. 

 Immobilise the catheter to prevent micro-organisms being carried into the urethra on the surface of a 
moving catheter. 

 To minimise contamination of the outside of the catheter, the catheter and tubing should be led over the 
thigh, not under it. Always attach the catheter or tubing to the resident, not to clothing and never to the 
bedclothes. 

 Collect urine specimens for culture by inserting a needle in the tubing’s rubber port (after swabbing the port 
with alcohol), not by disconnecting the catheter from the tubing. 

 If it is necessary to close off the catheter use an external clamp, rather than disconnecting the tubing and 
closing the catheter off with a spigot. 

 Choose the smallest catheter possible, not too small or it may buckle in the urethra during insertion. 

 Leakage around a catheter means either a blocked catheter or bladder spasm. The spasm will not be 
alleviated by changing the catheter for a bigger one. 

 If leg bags are used, the overnight bag should be connected to the leg bag, so the point of connection is 
furthest from the bladder. 

 Bladder washout should not be performed unless ordered by a medical practitioner. 

 Latex catheters should not be considered for long-term use. 

 Long-term catheters are available and may be used for up to 12 weeks. The date of insertion must be 
recorded in the resident’s notes and catheter care plan. 

 
CONDOM DRAINAGE 
 
A condom must be changed daily, with careful attention to washing and drying the penis. The resident’s foreskin 
must be retracted during the cleaning process and then returned to its original position. Creams should not be 
applied as they may cause irritation and inflammation. 
 

Clean and superficial – pink or pink-white tissue migrating from the wound edge. 
 
PROTOCOL FOR MANAGING NEEDLE STICK INJURIES AND OTHER EXPOSURES TO BODY 
SUBSTANCES 
 
If a Staff member has a needle stick injury or mucous membrane exposure (splash to nose, mouth or eye) to 
blood, or other body fluids, or exposure of non-intact skin to blood or body fluids, the following steps should be 
taken – 
 
First Aid: 

 
 Encourage bleeding – if needle stick or sharps injury 

 Wash with soap and water, or water alone 

 Eyes – rinse gently with water or saline 

 Mouth – rinse with water 
 
Report incident to nurse in charge: 
 
High risk exposures – e.g. Needle stick with needle contaminated with blood, or blood contact with mucous 
membrane – particularly the eye, should be evaluated as soon as possible.  This may necessitate referral to a 
specialist centre or specialist physician to ensure that recommended follow-up is carried out. 
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It may be necessary to obtain consent to list the source patient for HIV and Hepatitis B.  The informed consent 
for testing should be documented. The source resident’s physician should be informed. 
 
Hepatitis B – If the Staff member has not been vaccinated against Hepatitis B, Hepatitis B Immunoglobulin may 
be considered.  This must be given within 48 hours of exposure. 
Tetanus toxoid should be considered if needle or sharp is in waste, or garden. 
 

Thermometers 
Thermometers must be wiped with an alcoholic swab before after each use. 
 

Oxygen Masks, Cannulas – are single resident use items and must be disposed of when no longer 

required by the resident. Care staff are to wash both oxygen and cannulas with warm soapy water as required. 
 

Nebulisers- 
Clean with hot soapy water and stored dry. Must be returned to the same resident. 
 

Bed Pans / Urinals 
Must be cleaned and disinfected (soaking) after use. Dried and stored. Disposable bedpans or urinals should be 
disposed of in the macerater or double bagged in rubbish bin. 

Wheelchairs 
 must be maintained in a clean condition. 

 washed regularly with warm, soapy water and dried. 

 Cleaning should be on a regular basis or any other time if soiled. 
 

Shower chairs – must be cleaned after use with hot water and detergent 

 

Baths – must be cleaned after each resident use. 

 

Other General Guidelines for Resident Care 
 Residents are to use their own creams and toiletry items – do not share with other residents. 

 Never share razors. 

 Always wash the resident face first then the rest of the body (if this is not possible, use a clean washer for 
the face). 

 If a resident has an eye infection do not clean it with a washer – discuss alternative procedure with the 
Registered Nurse. 

 Report rashes to the Register Nurse. 
 

Wound Management 

Dressings 

 Use disposable equipment (when possible) 

 Use disposable equipment if dressing infected wounds 

 Aseptic technique is to be used when dressing wounds. 

 Dressings that become wet or soiled must be changed 

 Dispose of used material / dressings (medical waste) by double bagging 

 Dress infected wounds last 

 Report slow healing or infections to Registered Nurse (if EN or PCA attending to wound dressing) 

 Check expiry date on all equipment and solutions and do not use if out of date 
 

Disposal of waste 
 Incontinence pads, colostomy bags, urinary drainage bags are to be adequately contained and then 

disposed into the general waste by being double bagged.  
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 Rubbish must be placed in rubbish bins and secured 
 

 
Linen 
 

 Dirty linen is to be placed directly into the linen bag 

 Dirty linen must not be thrown onto the floor or placed on the sink or bedside table 

 If clean linen falls onto the floor it must be sent back to the laundry 

 Do not put clean linen for one residents bed on top of another residents bed  

 Keep dirty linen and clean linen separate 
 
 
RELATED POLICIES AND DOCUMENTS 
 

 145 – Care Policies – Wound Management 
 220 – Aseptic Technique 

 223 – Disinfection 

 224 – Hand washing 

 226 – Lab Specimens (collection, labelling, transport) 

 229 – Sharps 

 230 – Spills (Cleaning of) Blood and Body 

 231 – Standard Precautions 

 232 – Waste Management 

 260 – Immunisation for Staff Protection 

 262 – Infection reporting criteria 
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Infection Control Policies and Procedures 
 
Policy No.   210 

 

Subject:  Gastro-intestinal illness 
  Contingency Plan 
 
Reviewed Date  September 2017  
 
Developed by  Director of Nursing 

 
  

PURPOSE 
 
To ensure staff have a clear understanding of the signs, symptoms and mode of transmission for gastro 
intestinal illness and a understanding of outbreak procedures. 
 
POLICY 
 
Management of gastro intestinal illness in an RACF will occur in accordance with the Department of Health and 
Ageing documents “Guide for the management and control of gastroenteritis outbreaks in aged care, special 
care, health care, and residential care facilities, and the “Gastro-Info - Gastroenteritis Kit for Aged Care” 
 
PROCEDURE 
 
According to the Guide for the management and control of gastroenteritis outbreaks in aged care, special care, 
health care, and residential care facilities, guidelines, a gastroenteritis outbreak in an Aged Care Facility is 
defined as 2 or more cases of vomiting and/or diarrhoea (may also be accompanied by fever, headache and 
lethargy) among residents and/or staff within 72 hours of each other that cannot be explained by medication or 
other medical conditions  
 
The mode of transmission is dependent on the type of pathogen – bacterial, viral or parasitic. Generally, 
gastrointestinal pathogens are spread by direct person-to-person transmission (viruses), via aerosols of vomit, 
from contact with contaminated surfaces, or consuming contaminated food or water (bacteria, viruses or 
parasites) 
 
Clean up and control measures should be implemented for all gastrointestinal outbreaks as soon as possible 
after an outbreak is suspected, and should continue until the outbreak has been confirmed as being over (48 
hours after symptoms have ceased in the last case, and no further cases of illness have occurred) 
 
Actions to be undertaken if an outbreak occurs 
 

1. Appoint an Outbreak Coordinator (if not previously appointed) 

2. Implement Gastro Outbreak Kit – Lodge (Treatment Room) : Manor (Main Nurses Station) 

3. Outbreak Coordinator to complete Notification List located in Gastro Outbreak Kit 

4. Outbreak Coordinator provides information to staff, residents, visitors from “Gastro Info Kit” 

5. Post signage from “Gastro Kit For Aged Care” to external entry points, kitchen and affected residents 
suite 

6. Implement strict hygiene measures, e.g. hand hygiene and personal protective equipment (PPE) 

7. Isolate or group residents where possible 

8. Equipment to be set up outside affected resident suites (PPE, Waste Bin, 1000 ppm bleach sachets 
etc.) 
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9. Where spills of body fluid, e.g. vomit or diarrhoea occur, staff must wear PPE including face masks. 
After clean-up of spills the area must be cleaned with 1000 ppm bleach sachets (available in Gastro 
Outbreak Kit). Cleaning Department to be notified to provide a special clean to the area. 

10. Waste from infected suites must be double bagged and tied off before being placed in the general 
waste skips. 

11. Affected residents’ clothing must be placed in yellow dissolvable infectious bags and sent to the 
laundry for laundering. 

12. Where possible staff should be allocated to care for affected residents ONLY 

13. Obtain faecal samples from affected residents 

14. Serve meals/drinks in rooms using disposable crockery and cutlery 

15. Limit staff or visitor movement into restricted areas 

16. Ensure infected staff remain away from work until 48 hours after symptoms cease. 

The Catering Department will provide alternative diet for residents who are symptomatic, until 48 hrs. after 
their symptom. Dairy should be restricted, clear fluids (jelly, broths etc.) increased and Gastrolyte / electrolyte 
replacement considered. The Outbreak Coordinator will provide the Catering Department with an updated list 
daily. 
 
The Cleaning Department will provide increased cleaning in accordance with the Guide for the management 
and control of gastroenteritis outbreaks in aged care, special care, health care, and residential care facilities. 
This will include communal areas and affect resident suites. The Outbreak Coordinator will provide the 
Catering Department with an updated list daily. 
 
The Environmental Health Officer (EHO), Department of Communicable Disease Prevention & Control Unit 
and The Quality Agency will be notified of the Outbreak and are able to provide assistance. 

 
RELATED POLICIES AND DOCUMENTS 
 

 Gastro Kits 

 222 – Cleaning Resident Care Equipment 

 223 – Disinfection 

 224 – Hand Washing 

 226 – Laboratory Specimens (Collection, Labelling, Transport) 

 228 – Protective Clothing 

 231 – Standard Precautions 

 262 -  Infection Reporting Criteria 
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Checklist for Gastro / Influenza Outbreak 
 

 

Notification 

Contact Contact Number Date Yes No 

Director of Nursing 0417 695 162    

On Call  0488 330 804    

Country Wellness Pharmacy 9458 1912    

Kitchen  Ext: 316    

Cleaning / Nationwide 0439 371 269    

Frankston Council Environmental Health Officer 1300 322 322    

Department of Communicable Disease  
Prevention & Control Unit – Vic Govt. Dept. 
Health 

Phone: 1300 651 160 
Fax:      03 9096 9174    

Lodge Ext: 391    

Manor  Ext: 355    

Village Nurses Ext: 392    

Village Chaplain  Ext: 333    

Maintenance (Infrastructure Manager) Ext: 375    

Caring for You (Nursing Agency) 5971 2100    

Other     

 
Isolation 

Procedure Date Yes No 

Signs in place    

Collect Specimens    

Commence documentation (worksheets)    

Save previous 24/24 food in fridge (gastro only)    

Isolate / Cohort residents    

 
 
 
 
 
 
 
H:\Public\Master Copies - current\Outbreak Management\Checklist for Gastro-Influenza Outbreak.docx Review date 21/08/2017 
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Outbreak Management Kit 
 

To be checked every 3 months or when seal is broken 
 

Name Signature Date 

   

   

   

   
   

   

   

   

   

   
   

   

   

   

   
   

   

   

   

   

   
 
 
H:\Public\Master Copies - current\Outbreak Management\Outbreak Management Kit.docx   Review date 25-03-2015 
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Infection Control Policies and Procedures 
 
Policy No.   211 

 

Subject:  MRSA (Multi Resistant 
  Staphylococcus Aureus) V.R.E.  
 
Effective Date  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
These guidelines outline measure to prevent the spread of Multi Resistant Staphylococcus aureus (MRSA) and 
Vancomycin Resistant Enterococci (VRE).  This policy provides the basic principles of infection control for the 
care of such residents in these settings.  
 
Definition: 

Multi Resistant Staphylococcus Aureus 

 
Staphylococcus aureus grows readily on human skin and mucous membranes.  Multi-resistant S. aureus is a 
variant of S. aureus which is resistant to most antibiotics.  By definition MRSA is resistant to the anti-
staphylococcal antibiotics.  MRSA is neither more infectious nor more virulent than methicillin susceptible S. 
aureus, it is just more difficult to treat, MRSA infections are most effectively treated in intravenous vancomycin. 

Vancomycin-Resistant Enterococci 

 
Vancomycin-Resistant Enterococcus faecalis and Vancomycin-Resistant Enterococcus faecium are the two 
enterococcus species of greatest clinical and epidemiological importance. 
 
The emergence of VRE poses several problems since VRE is resistant to antibiotics normally used for the 
treatment of infections due to enterococci. 

Colonisation vs Infection 

 
Colonisation is the presence, growth and multiplication of the organism without observable clinical symptoms or 
immune reaction. 
 

 MRSA – colonisation may occur in the nose, armpit, perineum, chronic wounds or decubitus ulcer, around 
gastrostomy and tracheostomy sites and in the respiratory and urinary tracts.  One of the most common 
sites of colonisation in both residents and Staff is the nose. 

 Enterococci – are normally found in the bowel and the female genital tract.  When exposed to antibiotics for 
any reason, drug-resistant strains of these bacteria may survive and multiply resulting in an overgrowth of 
drug-resistant enterococci in the bowel. 

 
 
Infection refers to invasion of bacteria into tissues with replication of the organism.  Infection is characterised by 
isolation of the organism accompanied by clinical signs of  
illness such as fever, elevated white blood count, pus and inflammation (warmth, redness, and swelling). 
 
Epidemiology 
 
MRSA 
Mode of transmission – MRSA is transmitted primarily by contact with a person who has a purulent site of 
infection, a clinical infection of the respiratory tract or urinary tract or is colonised with the organism.  Hands of 
Staff appear to be most likely mode of transmission of MRSA.  Studies have demonstrated that MRSA can be 
present on the hands of Staff after performing such activities as wound debridement, dressing changes, tracheal 
suctioning and catheter care. 
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Reservoirs – colonised or infected patients are the major reservoir of MRSA.  MRSA has been isolated from 
environmental surfaces including floors, sinks and work areas, tourniquets used to aid blood drawing and blood 
pressure cuffs.  Although hands are the most likely source of spread, environmental surfaces and medical 
equipment should be cleaned routinely to reduce the bacterial load. 
 
Vancomycin-Resistant Enterococci 
 
Mode of transmission – reports have demonstrated that enterococci, including VRE, can spread from patient 
to patient by direct contact, via transient carriage on the hands of Staff or indirectly on contaminated 
environmental surfaces and patient care equipment for example, door handles, stethoscopes, over-bed tables, 
call bells. 
 
Reservoirs of VRE – enterococci are part of the normal flora of the gastrointestinal tract and female 
genitourinary tracts.  Most infections with these micro-organisms have been attributed to the patient’s 
endogenous flora.  VRE is capable of prolonged survival on hands, gloves and environmental surfaces.  
Enterococcus faecalis may be recovered from counter-tops for 5 days.  Enterococcus faecium persists for 7 
days.  Thus, environmental surfaces may serve as potential reservoirs for nosocomial transmission of VRE and 
need to be considered when formulating institutional infection control policies. 
 
POLICY 
 
Village Baxter will minimise MRSA/VRE infections and transmission by following our procedures as outlined 
below. 
 
PROCEDURE 
 
Hand Washing 
 
Health care workers are required to wash their hands before leaving a resident’s room whether or not gloves 
were worn. Various antimicrobial products, including 4% aqueous chlorhexidine or an alcoholic chlorhexidine 
preparation are recommended to help precent cross-transmission. Bland soap has been shown to be 
relatively ineffective in removing VRE from the hands. 
 
Infection control practices for care of patients 
 
Standard Precautions 
 
Standard Precautions are work practices required for the basic level of infection control. They include: 
 

 Good hygiene practices, particularly washing and drying hands before and after resident contact. 

 The use of protective barriers which may include gloves, gowns, plastic aprons, masks, eye shields or 
goggles 

 Appropriate handling and disposal of sharps and other contaminated or infectious waste 

 Use of aseptic techniques. 
 
 
Standard precautions are recommended for the treatment and care of all residents, regardless of their perceived 
infectious status and in handling of: 
 

 Blood 

 All other body fluids, secretions and excretions (including sweat), regardless of whether they contain visible 
blood. 

 Non-intact skin and mucous membranes. 
 
Additional Precautions – Contact Precautions 
 
Additional ‘transmission-based’ precautions are used for residents known or suspected to be infected by 
epidemiologically important pathogens spread by airborne or droplet transmission or by direct or indirect contact 
with skin or contaminated surfaces. 
 
Contact Precautions are work practices, which reduce the risk of the transmission of micro-organisms from 
contaminated environmental surfaces or by direct or indirect contact with a resident during routine care.  The 
routine use of gloves, gowns, plastic aprons, stringent handwashing techniques and the appropriate 
decontamination of resident care equipment will reduce the risk of transmission of micro-organisms.  
 
Indications for use: 
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Standard precautions should be practised for every contact with every resident. 
 
Examples of instances where Standard Precautions alone may be adequate are: 

 The resident who is nasally or superficially colonised with MRSA. 

 The VRE resident who is colonised in the gastrointestinal tract and is faecally continent and capable of 
maintaining hygienic practices (for example, hand-washing) 

 The resident who has VRE colonisation in the urinary tract alone and is continent (and has no catheter) 

 The patient who has superficial VRE infection which can be contained by an occlusive dressing. 
 
Contact precautions are indicated for certain residents with MRSA or VRE. 
 
The decision to implement contact precautions in addition to standard precautions should be based on the risk 
of transmission of the micro-organism from the colonised or infected resident to others. Factors to consider 
include the site and severity of infection and the resident’s mental status, reliability, personal hygiene, the ability 
to contain wound drainage and whether the patient who is colonised in the respiratory tract has a cough. 
 
Examples of instances where Contact Precautions are indicated, in addition to Standard Precautions are: 
 

 Residents with catheter-associated MRSA or VRE urinary tract infection or colonisation 

 Residents with wounds heavily colonised or infected with MRSA or VRE 

 Residents with a tracheostomy who have colonised or infected respiratory tract and who are unable to 
control their secretions 

 Residents with VRE who are faecally incontinent 

 When a cluster of nosocomial (institutionally acquired) infections is recognised. 
 
Details of Practices 
 
Gloves 
 

 Wear gloves (clean, single-use, non-sterile gloves are adequate) when providing direct patient care or 
handling items potentially contaminated by the patient. 

 During the course of providing care of a resident, change gloves after contact with potentially infected 
material (for example, faecal material, wound drainage). 

 Remove gloves before leaving resident’s environment and wash hands immediately.  Then ensure hands do 
not touch potentially contaminated environmental surfaces or items in the resident’s room to avoid transfer 
of micro-organisms to other residents or environments. 

 
 
Gown/Plastic Apron 
 

 Wear a gown (a clean, non-sterile gown is adequate) when performing direct resident care or if you 
anticipate that your clothing will have substantial contact with the resident, environment surfaces or items in 
the resident’s room, or if the resident is incontinent or has diarrhoea, an ileostomy, a colostomy or wound 
drainage not contained by a dressing. 

 Remove the gown before leaving the resident’s environment.  After gown removal, ensure that clothing does 
not contact potentially contaminated environmental surfaces in order to avoid transfer of micro-organisms to 
other residents or environments. 

 
Masks and Eye Protection or Face Shields 
 
Wear masks and eye protector or face shields when it is anticipated that blood or other body fluids may be 
splashed or sprayed onto the mucous membrane of the eyes, nose and mouth. 
 
Patient-Care Equipment 
 

 When possible, dedicate the use of non-critical resident care equipment (equipment which comes into 
contact only with intact skin for example, blood pressure cuff) to a single resident (or cohort of resident’ 
infected or colonised with the pathogen requiring precautions) to avoid sharing between residents. 

 Electronic thermometers used with the VRE resident should not be shared with other residents.  Dedicate a 
thermometer for single use for a resident with VRE and disinfect when the resident is removed from contact 
precautions. 

 If use of common equipment or items is unavoidable (for example, commode) then adequately clean with 
warm water and detergent and then disinfect (500 ppm sodium hypochlorite) before use by another 
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resident.  Commercially available household bleach usually contains 4-5% available chlorine and should be 
diluted 1:100 in cold water. 

 
Waste 
 
Special handling of contained waste is not required. Follow policy for waste management. 
 
Linen 
 
Soiled linen, especially linen associated with residents who are faecally incontinent, is grossly contaminated 
with a variety of micro-organisms.  The risk of disease transmission is considerably reduced if the linen is 
handled appropriately. 
 

 Place all soiled lined directly into a linen bag. Avoid putting wet, soiled linen on residents’ bedside tables, 
floors, chairs or on counter tops.  Keep soiled linen away from clothing and clean lined. 

 Special handling of linen is not required once contained in linen bags. The combination of hot water and 
detergent is sufficient to decontaminate laundry items. 

 
Dishes, Glasses, Cups and Eating Utensils. 
 
No special precautions are needed for dishes, glasses, cups or eating utensils.  The combinations of hot water 
and detergents used in institutional dishwashers is sufficient to decontaminate these items. 
 
Routine Cleaning 
 
The room should be cleaned daily with warm water and detergent, paying attention to all horizontal surfaces, 
bed rails, door handles, hand basins and taps.  Use disposable cleaning cloths.  The mop head should either be 
disposable or bagged before being taken to the laundry. Cleaning equipment (for example, mop bucket, bowls) 
should be dedicated for cleaning the patient’s room. After use, this equipment should be cleaned and 
decontaminated by heat or cleaned surfaces wiped with 500 ppm hypochlorite, left for 10 minutes then rinsed 
clean with water. 
 
Termination Of Precautions 
 
Before termination of precautions, Unit Supervisors advice should be sought.  The decision to terminate 
precautions will depend on a careful assessment of whether the Resident continues to present a risk of 
disseminating the organism. 
 
Visitors 
 
Visitors should be instructed regarding control measures with special emphasis on hand-washing and that items 
are not to be shared between residents unless they can be adequately cleaned. 
 
Activities 
 
In general, residents colonised or infected with multiple-resistant bacteria may use common living areas, 
recreational areas and dining facilities.  Residents leaving their room for activities should have clean, dry 
dressings and wear clean clothes or a clean gown.  If necessary, their hands must be washed whenever they 
may be contaminated and before they leave their rooms for common areas (refer Hand washing).  In addition to 
the above requirements, the VRE colonised or infected resident should be faecally continent (no diarrhoea). 
 
Resident Transport 
 
Health care workers responsible for transporting residents should wear appropriate personal protective 
equipment if contact with blood and body fluids is anticipated. 
 

 Wear appropriate personal protective equipment such as gloves and gowns when preparing resident for 
transportation if soiling of hands or clothing is anticipated. 

 Remove resident’s soiled or wet dressings and replace with dry dressings prior to transport. 

 Clean resident and use incontinence pads if urinary or faecal incontinence during transportation is 
anticipated 
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RELATED POLICIES AND DOCUMENTS 
 

 202 – Summary Guidelines 

 221 – Blood / Body fluid contamination 

 222 – Cleaning resident care equipment 

 223 – Disinfection 

 224 – Hand washing  
 226 – Laboratory Specimens (Collection, Labelling, Transport) 

 228 – Protective Clothing 

 230 – Spills (Cleaning of Blood and Body) 
 232 – Waste Management 

 231 – Standard Precautions 

 262 – Infection reporting criteria 

 263 – Monitoring of infections 
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Infection Control Policies and Procedures 
 
Policy No.   212 

 

Subject:  Nosocomial Infections-Prevent 
 
Effective Date:  July 2014 
 
Developed by  Care Manager 

 
PURPOSE 
 
To minimise the occurrence of Resident infections. 
 
Definition: 
 
A Nosocomial infection is one that develops during the period of residence in a Residential Care Facility and 
was not present or incubating at the time of admission. 
 

Examples 
 

 Respiratory Tract Infections. 

 Urinary Tract Infections. 

 Gastro-intestinal Tract Infections (e.g. Diarrhoea & vomiting). 

 Eye infections e.g. Conjunctivitis. 
 

POLICY 
 
To decrease the risk of infection and maximise the quality of life and care for residents, Staff are to carry out the 
following procedures to minimise the occurrence of Aged Care Home acquired infections. 
 
PROCEDURE 
 

A. Prevention of Infections 
(a) Respiratory Tract Infections / Pneumonia / Influenza 

 

 Influenza Vaccination for residents and staff is recommended. 

 Staff are encouraged to stay at home if they have influenza.    

 Encourage the resident with regular deep breathing. 

 Monitor relatives closely and advise them to stay at home if they have influenza. 

 Use strategies to reduce the potential for aspiration when feeding residents with swallowing 
difficulties. 

 Ensure that all respiratory equipment including nebulisers is clean and disinfected. (refer to 
Infection Control policy 222 -Cleaning Resident Care Equipment). 

 Staff are to wash hands after contact with respiratory secretions (even if gloves are worn). 

 Aquim gel is available in all work areas for use as an antibacterial wash. 
 
Refer to myDoctor website www.mydr.com.au for further interventions 

  

B. Urinary Tract Infections 
 

General 
 

 Avoid using indwelling urinary catheters. 

 Maintain strict personal hygiene for incontinent residents (wipe from front to back for females - 
discard the toilet paper and washer) 

 Encourage residents to drink 1 - 1.5 litres of fluid a day. 

 Staff must wash their hands after any resident contact (i.e. assisting residents with toileting, 
continence management, handling urinary drainage equipment, wet linen, etc.). 

 
 

http://www.mydr.com.au/
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Catheter Associated  
 

 Use strict Aseptic Technique when inserting indwelling urinary catheters. 

 Use the smallest catheter and smallest balloon consistent with good drainage (to minimise 
trauma) 

 Secure the catheter to the resident’s leg with surgical tape to minimise movement and trauma. 

 Keep the drainage system closed. 

 Do not allow the urinary drainage bag to be held higher than the level of the bladder. 

 Do not allow the urinary drainage bag to touch the floor. 

 Keep the urine flowing freely eg. avoid kinks in the tubing. 

 Give perineal toilets  when necessary. 

 Encourage fluid intake of 1 - 1.5 litres a day. 

 When emptying urinary drainage bag wear gloves, swab the outlet with an alcohol impregnated 
wipe - allow the urine to drain into the clean jug (Do not let the drainage tube dangle in the 
urine) - Wipe the outlet again with a new alcohol impregnated swab when finished - wash your 
hands. 

 

Refer to myDoctor website www.mydr.com.au for further interventions 
 

(b) Gastro-intestinal Tract Infections 
 

 Encourage strict hand-washing among staff and residents. 

 Prevent infections - kitchen and servery staff must follow infection control guidelines for food 
handlers. 

 Staff with Diarrhoea and Vomiting are to inform the Unit Manager and take sick leave, staying 

away from work until 2 days after symptoms have finished. 
 Diarrhoea and Vomiting are to inform the Unit Manager and take sick leave. 

 Staff must use gloves when attending to incontinent residents. 

 Staff must wash their hands (even if gloves are worn) between each resident contact. 

 Monitor fluid intake (ie. fluid balance chart). 

 Monitor food tolerance. 

 Treat linen as infectious  
 

(c) Eye Infections - Conjunctivitis 
 

 Hand-washing is the most important factor in preventing the spread. 

 Follow Aseptic Technique when administering eye medications, wear gloves - wash hand 
afterwards even if gloves are used. 

 Residents must not share eye make up. 

 Wash the residents hands regularly if they have any eye infection. 

 If the resident has an eye infection the Nurse is to attend to the Residents eye toilets.  (The 
eyes should not be washed with the washer during bathing/showering procedure.) 

 Under normal circumstances wash residents eyes and face first - before the rest of the body (or 
use a separate washer). 

 

 Aquim gel is available in all work areas for use as an anti-bacterial wash. 
 
 
 
RELATED POLICIES AND DOCUMENTS 
 

 202 – Summary guidelines 

 210 – Gastro intestinal Illness contingency plan 

 214 – Staff infections 

 220 – Aseptic technique 

 221 – Blood / body fluid contamination 

 222 – Cleaning Resident Care Equipment 

 223 – Disinfection 

 224 – Hand washing 

 226 – Laboratory Specimens (Collection, Labelling, Transport) 

 228 – Protective Clothing 

http://www.mydr.com.au/
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Infection Control Policies and Procedures 
 
Policy No.   213 

 

Subject:  Scabies – Prevention and 
  Management  
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To provide guidance to staff in containing and preventing Scabies in aged care facilities. 
 
Definition: 
 
Scabies is caused by a mite-Sarcoptes scabies which burrows into the surface layer of the skin and lays eggs.  
This causes intense itching (especially at night), skin inflammation, blisters and other skin lesions. 
 
Scabies can be easily spread by direct close contact between staff and residents (eg lifting and transferring 
procedures). 
 
POLICY 
 

 BVB Staff will endeavour to have a scabies free environment 

 BVB Staff will act swiftly if scabies infection is suspected 
 
PROCEDURE 
 
A. Assessment 
 

 If scabies infection is suspected: 
 

  Inspection of all skin areas is to be carried out. 
  Particular attention is to be given to the following areas - 

 

 Between fingers and toes 

 Hands and Wrists 

 Elbows 

 Armpits 

 Buttocks 

 Genitals 

 Naval Area 

 Around the Nipples 

 Behind the Knees 

 Ankles 
 

Identification includes evidence of a raised line of skin with a blister at one end. There may also be evidence 
of inflammation and the resident may have been noticed scratching. 

 
If rashes or lesions are noted, the resident's Doctor is to be informed to outline further treatment. 

 
Skin of other residents is to be assessed (as above) by the nurse who is responsible for bathing/showering 
and any abnormal finding is to be reported to the Registered Nurse for further assessment and follow-up. 

 
Staff are asked to inform the Registered Nurse if they observe residents scratching or if any resident    
complains of an itch. 

 

B.  Treatment: 
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Diagnosis usually depends upon identification of the mite following a skin scraping.  However, if there is 
 sufficient clinical suspicion of a scabies infestation, treatment prior to a confirmed diagnosis may be carried 
 out. 

 

1. Follow the exact instruction supplied by the drug company, do not over use cream or lotion as it will irritate 
the skin and result in more intense itching. 

 

i.The treatment may need to be repeated. Follow Instructions Exactly 
 

2. Clean and trim the residents nails before treatment. 
 

3. Staff treating the resident must wear protective gloves and gowns/plastic apron (use new gloves and 
 gown/apron for each resident). 

 

4. All clothing and bed linen used prior to treatment should be laundered in hot water and dried in a hot  drier.  
Articles that can't be washed can be placed in plastic bags and left in direct sunlight for 4 days. 

 

5. Any skin areas that are washed within the 12-24 hour period following application (for example due to 
faecal or urinary incontinence or hand-washing) should have a reapplication of medication (as per 
manufacturer’s recommendation). 

 

6. Treatment failures usually reflect incorrect application of treatment.  Close supervision is necessary by a 
Registered Nurse to ensure correct application. 

 

7. Strict adherence to hand-washing after contact with each resident is essential. 
 

8. Treatment should be undertaken on a co-ordinated mass basis.  Spot treatment is not successful.  
Simultaneous treatment of affected and unaffected residents, staff, family, visitors and other contacts 
should be carried out.  Visitors may need to be excluded from the time of the initial  treatment until  at 
least 24 hours after family, visitors and other contacts have started their treatment.  

 

9. Itching may not stop immediately after treatment even if all mites are killed.  Intense itching may persist for                
a few days (Common) but should gradually subside over a week or two. 

 

10. Isolated itchy nodules may persist for weeks or even months especially about groins or scrotum.         
These persisting nodules are not an indication for retreatment. 

 

11. An attack of scabies does not provide immunity from re-infection.  Re-infection can occur and likely to occur 
if other members of the facility, have not been treated simultaneously. 

 

12. Re-treatment should be undertaken only for definite evidence of re-infection ie Mite(s) found from skin 
scrapings. 

 

13. Scabies is not an indication of poor hygiene.   
 

Note: Hand-washing after resident contact is the most important method of preventing the 
transmission of infections.  Staff or visitors who are known to have Scabies should not enter 
aged care homes until the disease has been treated and a clearance has been given by a 
medical practitioner. 

 
RELATED POLICIES AND DOCUMENT 

 

 202 – Summary Guidelines 

 223 – Disinfection 

 224 – Hand washing 

 228 – Protective Clothing 

 231 – Standard precautions 

 261 – Infection control worksheet 

 262 – Infection reporting criteria 
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Infection Control Policies and Procedures 
 
Policy No.   214 

 

Subject:  Staff Infections  
 
Reviewed Date  November 2017 
 
Developed by  Executive Manager / Acting DON 

 
PURPOSE 
 
To provide guidance to staff related to their responsibilities in maintaining a safe and effective infection control 
environment. 
 
POLICY 
 
Some staff may have chronic or acute infections or may be a "contact" person to a friend or family member 
who is infectious.  Staff with infections or contact, have a responsibility (duty of care) to residents and other 
staff, to ensure that they do not expose them to the risk of infection. 
 
Safe work practices can reduce the potential for transmission of infectious diseases from staff to residents or 
staff to staff. The advice of physician should be sought by any staff member who has any of the following 
infections, for advice in relation to taking sick leave, or redeployment, and appropriate control practices (please 
inform the Doctor that you work with Older People): 
 

-  Sore Throat - Hepatitis A (food handlers) 
-  Measles - Hepatitis B 
-  Mumps - Exfoliate Skin condition 
-  Chicken Pox - Streptococcal infections 
-  Rubella - Persistent Sinusitis 
-  Glandular Fever - M.R.S.A. Colonisation 
-  Gastro-enteritis - Herpes Zoster  
-  Hepatic Lesions  
-  Salmonella typhi carriers (food handlers) 
 

In the event of a workplace incident in which body fluids are spilt a staff member will be required to provide 
information regarding their HIV / AIDS and Hepatitis C status. 
 
PROCEDURE 
 
While staff with infections must not be treated differently from any other staff member, consideration must be 
given to the area in which the staff member is working and other risk factors, and taking sick leave, or 
redeployment may be advisable. 
 

 Inform the Manager of your Department if you have, or think you have (or contracted) any of the above 
infections. 

 Seek the advice of your Doctor (as above). 

 Employ safe work practices to reduce the potential for transmission of infectious diseases from staff to 
residents, or staff to staff.  

*Staff with gastro-enteritis must take sick leave and stay away from work until 2 days after symptoms   
  have ceased. 
 
RELATED POLICIES AND DOCUMENTS 

 210 – Gastro intestinal illness   231 – Standard precautions 

 211 – MRSA      260 – Staff immunisations 

 221 – Blood  / Body fluid Contamination  263 – Monitoring infections 

 224 – Hand washing    314 – Leave entitlements 

 230 – Spills (Cleaning of) Blood and Body   
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Infection Control Policies and Procedures 
 
Policy No.   215 

 

Subject:  Influenza illness 
  Contingency Plan 
 
Reviewed Date  September 2017  
 
Developed by  Care Manager 

 
PURPOSE 
 
To ensure staff have a clear understanding of the signs and symptoms of Influenza illness and an 
understanding of management procedures. 
 
POLICY 
 
Management of Influenza illness in the RACF will occur in accordance with Department of Health; Respiratory 
illness in residential and aged care facilities Guidelines and information kit (updated May 2017) 
 
PROCEDURE 
 

Recognising and Managing Influenza 
 
The Respiratory illness in residential and aged care facilities Guidelines and information kit is located 
in the Gastro/Influenza Kit. Contents include Background information, Management of a respiratory outbreak, 
action summary checklist, and appendix information sheets.  
 

Activity  What to do 

 

Influenza suspected 

 
. Fever/chills 
. Cough 
. Sore throat 
. Shortness of breath 
. Runny or stuffy nose 
. Muscle and joint aches 
. Headaches 
. Fatigue 
. Increased confusion 
. Worsening chronic conditions of the lungs 
 
Inform your senior nursing staff on duty 

 
 

Implement precautions as soon as 
resident shows influenza-like 
symptoms 
 

 

. Isolate resident if possible 

. Increase hygiene measures (standard/droplet precautions) 

. Contact resident’s GP 

. Collect swabs as directed by medical  officer 

. Warn visitors of risk 

. Commence additional cleaning regime to affected area. 

 
 

Nominate an infection control 
coordinator 

 
Name: Director of Nursing / Registered Nurse 
 
Ph: 0417 695 162 or Manor 59716355 / Lodge 59716391 
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Notification requirements 

 
. Communicable Disease Prevention and Control (CDPC) at 
the Department of Health and Human Services on telephone 
1300 651 160  
 
(An outbreak should be declared when there are three or 
more people (residents and/or staff) with an onset of an 
influenza-like illness within a 72 hour period that are linked 
to one another. These people may have been in the same 
ward/unit/room or an area where they had contact with one 
another and there was an opportunity for the spread of 
infection. 
 
. Resident’s GP and relatives or representative, all  staff, all 
visiting GPs, allied health workers, volunteers, or anyone in 
contact with your facility 

  
 Document 

 
. Details of resident(s), staff with symptoms 
. Onset date of influenza-like symptoms for each 
. Types of symptoms 
. Their contacts – to identify ‘at risk’ groups 

 

 Manage residents who are ill 

 
. Isolation from residents who are well 
. Dedicated staff where possible 
. Dedicated equipment: hand basin, single-use towelling, en-
suite bathroom, containers for safe disposal of gloves, tissues, 
masks, towelling 
. Staff use personal protective measures (standard/droplet 
precautions) 
.Transfer to hospital if condition warrants 

 

 Restrict contact 

 
. Infected staff off work as determined by their medical 
officer 
. Limit staff movement into restricted area 
. Warn visitors and limit visit times 
. Suspend all group activities 

 

 Prevent spread 

 
Increase hygiene measures 
. Personal hygiene – wear gloves, mask, ensure good hand 
washing 
. Environment – enhance cleaning measures 
. Medical – anti viral medication as prescribed by GP, 
immunisation if not vaccinated 

 

Monitor  
 
 

 
Infection Control Coordinator will monitor the incident with 
the assistance of the Environmental Health Officer (CDPC). 
 
As a general rule, respiratory illness outbreak including those 
caused by influenza can be declared over if no new cases have 
occurred in 8 days from the onset of symptoms of the last 
resident case. 

 
Evaluate / Review 

 
Post outbreak, review of the outbreak procedure re and 
systems for potential improvement. 

 WASH AND DRY HANDS BEFORE AND AFTER 
CONTACT WITH AFFECTED RESIDENTS 
 
RELATED POLICIES AND DOCUMENTS 

 Gastro/Influenza Kits 

 222 – Cleaning Resident Care Equipment 

 223 – Disinfection 

 224 – Hand washing 

 226 – Laboratory Specimens (Collection, Labelling, Transport) 

 228 – Protective Clothing 

 231 – Standard Precautions 

 262 – Infection Reporting Criteria 
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Checklist for Gastro / Influenza Outbreak 
 

 

Notification 

Contact Contact Number Date Yes No 

Director of Nursing 0417 695 162    

On Call  0488 330 804    

Country Wellness Pharmacy 9458 1912    

Kitchen  Ext: 316    

Cleaning / Nationwide 0439 371 269    

Frankston Council Environmental Health Officer 1300 322 322    

Department of Communicable Disease  
Prevention & Control Unit – Vic Govt. Dept. 
Health 

Phone: 1300 651 160 
Fax:      03 9096 9174    

Lodge Ext: 391    

Manor  Ext: 355    

Village Nurses Ext: 392    

Village Chaplain  Ext: 333    

Maintenance (Infrastructure Manager) Ext: 375    

Caring for You (Nursing Agency) 5971 2100    

Other     

 
Isolation 

Procedure Date Yes No 

Signs in place    

Collect Specimens    

Commence documentation (worksheets)    

Save previous 24/24 food in fridge (gastro only)    

Isolate / Cohort residents    

 
 
 
 
 
 
 
H:\Public\Master Copies - current\Outbreak Management\Checklist for Gastro-Influenza Outbreak.docx Review date 21/08/2017 
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Outbreak Management Kit 
 

To be checked every 3 months or when seal is broken 
 

Name Signature Date 
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Infection Control Policies and Procedures 
 
Policy No.   216 

 

Subject:  Shingles (Herpes Zoster) 
 
Effective Date  August 2015 
 
Developed by  Director of Nursing 

 
PURPOSE 
 
To ensure staff have a clear understanding of the signs, symptoms and infectious period of the Herpes Zoster 
virus. 
 
POLICY 
 
Management of shingles is focused at minimising the discomfort of the affected resident and protecting other 
residents, staff and stakeholders from contracting the virus.  
 
PROCEDURE 
 
Preamble: 
 
Herpes zoster or ‘shingles’ is a localised, painful, vesicular skin rash resulting from reactivation of the same 
virus (the varicella-zoster virus) that causes chickenpox earlier in life. Shingles can affect any part of the body, 
including the face, but the rash classically takes the shape of a belt or band in the thoracic or lumbar region. 
Although usually self-limiting, shingles can also lead to post-herpetic neuralgia (PHN) in the elderly which is a 
chronic neuropathic pain syndrome, and other complications.  
Shingles is considered infectious when the blister fluid is exposed.  
 
Actions to be taken if shingles is suspected 
 

17. Resident is to remain isolated in their room (if possible) and a doctor is to confirm shingles. 

18. The resident is considered infectious (only the blister fluid), until all blisters have crusted over. 

19. Contact Precautions are necessary, with good hand hygiene, during the infectious phase. 

20. Immuno-compromised residents / staff / visitors should be kept away from affected residents. 
Pregnant staff / visitors and children are also to be restricted from entering a residents’ room during 
the infectious period. 

21. Cleaning procedures should be increased for any common-use patient equipment. 

22. Only immune staff should attend affected residents where possible. 

23. Clothing contaminated with blister fluid should be handled with gloves, and placed the dissolvable 
yellow infectious bags and sent to the laundry. 

24. Residents with shingles are to be monitored closely for other secondary conditions such pneumonia 
etc. 

Vaccinations are available for both staff and residents to reduce the risk of contracting shingles. 

RELATED POLICIES AND DOCUMENTS 
 

 222 – Cleaning Resident Care Equipment 

 223 – Disinfection 

 224 – Hand Washing 

 226 – Laboratory Specimens (Collection, Labelling, Transport) 

 228 – Protective Clothing 

 231 – Standard Precautions 

 262 -  Infection Reporting Criteria 

file:///C:/Users/Stuart.BVB/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/DB4F26SZ/Infection%20Control%20Policies%20and%20Procedures%20-%20shingles.docx%23i226
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Infection Control Policies and Procedures 
 
Policy No.   220 

 

Subject:   Aseptic Technique 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To reduce the risk of cross infection (Nosocomial) for both residents and care givers.  
 
POLICY 
 

 Whenever invasive procedures or dressings are being performed, aseptic technique must be implemented 
to prevent cross infection.  

 
PROCEDURE 
 
Any health care procedure in which purposeful actions are taken to prevent contamination of a person, object or 
area by micro-organisms.  
 

 Aseptic technique should only be carried out by staff who have undergone appropriate training and 
education.  

 

 Clinical hand-washing must be carried out before and after each resident contact and if hands are soiled 
during resident care.  

 

 The equipment to be used must be sterile and assembled in such a manner that it does not become 
contaminated (also minimise air currents).  

 

 There should be no contact between sterile and non-sterile items.  
 

 An appropriate sterile field should be created. 
 

 Sterile gloves or non-touch technique must be utilised.  
 

 All disposable equipment is considered contaminated and must be disposed of appropriately.     
 

 All re-useable items must be cleaned and sterilised.  
 
SPECIAL NOTES 
 

 Clean wounds are to be dressed before infected wounds. 
 

 Wound dressings are to be changed if they become wet, to reduce the drawing in of micro-organisms from 
unclean surfaces to the wound.   

 

 A wound swab (if required) is to be collected   
 
RELATED POLICIES AND DOCUMENTS 

 
 145 – Residential Care policy – Wound Management  231 – Standard precautions 

 224 – Hand washing  232 – Waste Management 

 228 – Protective Clothing  
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Infection Control Policies and Procedures 
 
Policy No.   221 

 

Subject:  Blood/Body Fluid Contamination 
  (Needle Stick Injury) 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To provide guidelines for staff in the event of a blood / body fluid contamination incident. 
 
POLICY 
 
All exposures to blood or body substances, regardless of the perceived risk or infectious status of the resident, 
must be reported immediately, to allow assessment and the implementation of a post injury management 
protocol.  
 
As mucous membrane splashes and penetrating injuries from sharps contaminated with blood or body fluid 
present the greatest risk of transmission of blood-borne viruses, prompt first aid and reporting of incidents is 
essential to enable early assessment and appropriate intervention. 
 
PROCEDURE 
 
Needle-Stick Injury and Other Contamination.  
 

i. Initial Procedure 
 

Needle stick injury 
 

Wash the area well with soap and / or water - make the injury bleed. 
 

Skin 
 
If blood gets on the skin (irrespective of whether there are cuts of abrasions) wash the with soap 
and water. 

 
Eyes 
 
If the eyes are contaminated, rinse the area gently but thoroughly with water or normal saline 
while the eyes are open. 

 
Mouth 
 
If blood / body fluid gets in the mouth spit it out and then rinse the mouth with water several 
times. 

 
ii. Next Step Procedure 

 
a) Report the incident immediately to the Care Manager, Registered Nurse in charge  or 

Supervisor. 
 
b) Write an accident/incident report - Include: 
 

 Date and time of exposure.  
 How the incident occurred. 
 Name of the person who's blood or body fluid was inoculated or splashed onto the 

employee. 



33 
 

 
 

 
c) If a needle / syringe is involved, place it in a rigid walled container with a lid (eg. tin or 
lunchbox).  Send it with the employee to your  doctor.  Do not recap the needle.  (this increases 
the risk of further injury.) 

 
d) Arrange for the employee to see a doctor immediately, ensure they take a copy of the incident 
report and this policy with them. A staff member cannot be forced to seek medial attention. If a 
staff member refuses to seek medical attention they must sign the declaration attached to this 
policy.  
 
e) Find out whether the person from whom the blood or body fluid came is known. If the Doctor 
requests information about the person whose blood or body fluid was inoculated or splashed on 
the employee, ask the Doctor to contact the Care Manager. If the Doctor recommends a blood 
test, contact the Resident or Resident’s representative to obtain consent for blood to be taken 
from this person. Organise this immediately once consent is obtained.  

 
f) A copy of all blood tests should be sent to the Human Resources Manager to complete the work 
place injury records.  
 
g) If the person from whom the blood or body fluid came (source individual), is known to be 
positive for either HIV antibody, Hepatitis B surface antigen or Hepatitis C antibody ensure that a 
physician experienced in the management of these infections has been contacted, and 
follow this Doctors' recommendations regarding treatment. (Contact the closest major 
Hospital for advice).The Doctor will then take appropriate action relevant to the type of 
exposure and will discuss all issues with the employee If necessary, the staff members' blood 
should be retested at 3, 6, and 12 months post-exposure 
 
h) Confidentiality of all information regarding testing and follow-up is assured. Only a 
small proportion of accidental exposures to blood result in infection. Further support, 
counselling and education can be arranged where necessary. 

 
 
  
RELATED POLICIES AND DOCUMENTS 

 
 

 214 – Staff Infections 

 224 – Hand washing 

 225 – Handling of a Body After Death 

 226 – Laboratory Specimens (Collection, Labelling, Transport) 

 228 – Protective clothing 

 229 – Sharps – Handling and Disposal  

 230 – Spills (Cleaning of) Blood & Body 

 232 – Waste Management 
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Infection Control Policies and Procedures 
 
Policy No.   222 

 

Subject:  Cleaning Resident Care 
  Equipment  
 
Effective Date:  July 2016 
 
Developed by  Director of Nursing 

 
PURPOSE 
 
To provide guidelines for the cleaning of Resident Care equipment. 
 
POLICY 
 
To inactivate non spore-bearing micro-organisms and to protect residents and staff from possible transmission 
of infection: 
 

 Cleaning of equipment following use is mandatory prior to disinfection. 

 Residents are to have their own equipment wherever possible. 

 Standard precautions are to be followed when cleaning resident equipment - including the use of 
protective equipment as appropriate. 

 Safety Data Sheets (S.D.S.) for disinfectants should be consulted prior to use. 

 S.D.S’ .are located in each area of the Lodge & Manor in manuals. Colour coded labels attached 
(Nationwide). 

 
PROCEDURE 

 

ITEM CLEANING FREQUENCY METHOD AND CLEANING AGENTS 

Bed-frame, Locker, 
Mattress 

*  After Discharge 
* After Transfer to Hospital 
*  According to routine 
cleaning regime 

* Clean using warm detergent water and disposable 
cloth 
* Dry thoroughly 

Bowls – Sponge, Kidney 
Dishes, etc. (Residents 
should have their own 
disposable wash bowls) 
/ disposable 

After each use * Wash after each use using warm detergent water 
and disposable cloth/paper towel. 
*  Store dry 

Commodes 
1.  Residents own 
2.  Sharing 

1.  Daily 
2.  After each use 

Clean using warm detergent water and disposable 
cloth. 
 

Dressing Trays/ 
Equipment 
(Non-disposable) 

After each use Nursing 
Staff 

Refer to Disinfection-Sterilisation policy and procedure 
guidelines. –  

Dressing Trolley/ Tray Before and after each use 
Nursing Staff 

 

* Clean using warm detergent water and paper 
towel/disposable cloth. 
*  Dry thoroughly 

Eye wear (Protective) 
Non-disposable 

After each use * Clean using warm detergent water and paper 
towel/disposable cloth. 
*  Dry thoroughly 
(N/A. But do have in case of emergency) 

Hand washing  
Solution 
Pumps 

Weekly or when containers 
need refilling 

* Rinse pump and container (if not disposable) 
thoroughly using warm detergent water 
*   Flush pump and rinse container with water to 
remove all traces of detergent. 
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ITEM CLEANING FREQUENCY METHOD AND CLEANING AGENTS 

Oxygen Administration 
Equipment (Masks, 
tubing, nebulisers etc.) 
 
Nebulisers 

Allocated to each individual 
residents' - discard when 
no longer needed 
- wash mask daily if long-
term use and change all 
equipment weekly 
Clean After each use 

Disposable 
 
 
Rinse with warm water, drain on clean paper towel, 
store dry in residents locker. 
 
 
 

Suction Equipment Between each resident *   Discard if disposable 
*   Clean using warm detergent water and disposable  
    cloth 
*   Sterile according to manufacturer’s instructions. 

Walking Frames When visibly contaminated 
or as per required – 
Nursing Staff 

*  Wash using warm detergent water and disposable 
   cloth 
*  Dry thoroughly 
 

Wheel Chairs 
 
 

When visibly contaminated 
and regularly 

*  Wash using warm detergent water and disposable 
   cloth 
*  Air dry 
Lodge / Manor Maintenance has manual in their 
workshop. 
 

Lifting Equipment & 
Slings 

Between each resident *  Wipe equipment using mild soap solution or Tuffy 
Wipes and air dry 
 

Slings When soiled *  Sent to laundry in yellow infectious bag for 
laundering 
 

 
 
RELATED POLICIES AND DOCUMENTS 
 

 223 – Disinfection 

 224 – Hand washing 

 228 – Protective Clothing 

 231 – Standard Precautions 
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Infection Control Policies and Procedures 
 
Policy No.   223 

 

Subject:  Disinfection 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To provide guidance for staff in the safe and effective disinfection of reusable equipment and therefore de-
activate non-spore bearing micro-organisms on the skin and reusable equipment, and thereby minimise the 
potential for infection. 
 
 
To de-activate non spore-bearing micro-organisms on the skin and reusable equipment and thereby minimise 
the potential for infection. 
 
POLICY 
 
Definition: 
 
1. Skin Disinfectants (Antiseptics) 

 
These are chemical agents applied to the surface of the skin to reduce the number of micro-organisms, on 
living tissue thereby minimising the potential for infection.  Skin disinfectants or antiseptics are chosen because 
they have lack of skin or tissue toxicity and because of their effectiveness. 
All skin disinfectants should be applied according to manufactures guidelines.  
 

 All skin disinfectants have limited shelf life once opened.  Solutions must be discarded according to their 
designated use-by date. 

 
 

 All skin disinfectant containers must be dated after opening (this includes normal saline).  Solutions 
must be discarded according to manufacturer’s instructions following opening (check with the pharmacy 
if uncertain). 

 

 Alcoholic solutions must be discarded six (6) months after opening. 
 
PROCEDURE 
 
2. Articles - Decontamination/Disinfection  

 
This relates to the cleaning and disinfection processes required to render inanimate (non-living) articles 
and equipment safe for reuse. 
 

 Semi-Critical and non-critical items require decontamination and disinfection prior to re-use. 
 

 Standard precautions, including protective equipment, is to be used by staff when cleaning and using 
chemicals. 

 
 

 Cleaning of equipment is to be carried out in a bowl or sink specifically designated for this use. 
 

 Prior to using disinfectants, Material Safety Data Sheets (M.S.D.S.) should be consulted. 
 
 
 

A.   Manual Cleaning of Used Items 
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a) Cleaning 
 

 Immerse used instruments / equipment in warm water and detergent prior to routine cleaning. 
 

 Clean as soon s as practicable after use. 
 

 Standard blood and body fluid precautions must be followed at all stages of handling and 
cleaning.  Wear general purpose utility gloves, face protection and plastic apron. 

 

 Take care to prevent splashing of mucous membranes or penetration of the skin by sharp 
instruments. 

 
b) Rinse - in warm water (15oC- 30oC) to remove gross visible blood and body substances. 
 
c) Wash - all surfaces in warm detergent water using friction.  Remove all visible soiled by 

 scrubbing     with a small, clean brush, working low in the sink or while immersed. 
 
d) Rinse - again in warm water and 
 
e) Check to ensure cleaning has been adequate 
 
f) Dry 
 

B.   Chemical Disinfection 
 

 Chemical disinfection of equipment used for wound dressings (critical site) is not permitted. 
 
CHEMICAL DISINFECTION PROCEDURES: 

 

 Prepare and change solution according to manufacturer’s instructions. 
 

1. Cleaning Resident Care Equipment 
 

Refer to policy 222 - Cleaning Resident Care Equipment 
 

2. Spilled Blood and/or Body Fluid 
 
Note: Refer to separate policy – 221 and 230. 

Refer to Safety Policies for information regarding use of chemicals. 
 
 
RELATED POLICIES AND DOCUMENTS 

 

 221 – Blood / Body Fluid Contamination (Needle Stick Injury) 
 222 – Cleaning Resident Care Equipment 

 224 – Hand washing 

 228 – Protective Clothing 

 230 – Spills (Cleaning of) Blood and body 

 231 – Standard precautions 
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Infection Control Policies and Procedures 
 
Policy No.   224 

 

Subject:  Hand Washing 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To highlight the importance of hand washing and explain that hand washing is the single most important                  
procedure for preventing the spread of infection. 
 
POLICY 
 

 Regular hand-washing is mandatory between Resident contact involving planned interventions. 
 

 Routine Hand-washing is to be carried out   

 Before commencing work 

 Before and after meal / tea breaks 

 Before handling food or food utensils  

 Before and after Resident care activities 

 When contaminated with body substance 

 After touching a contaminated surface or material 

 Before handling medical equipment 

 After any other unhygienic practices 

 Following removal of gloves 

 After personal toileting or handling toilet equipment 

 After smoking 

 After eating 
 

Clinic (surgical hand washing) is to be carried out: 
 

 Before any invasive procedures (eg. wound dressings, inserting urinary catheter etc.) 

 When caring for residents who have altered immunity (immuno-compromised) 

 When caring for residents who have an infection. 
 
PROCEDURE 
 

A. Routine Hand-washing 
 

Relies upon the mechanical action of liquid soap and water to remove soil and transient organisms.  
 

 Solution :  Liquid soap 

 Time :   15 - 30 seconds 

 Area :   Hands only 
 

Steps: 
 

To ensure contact with all surfaces of hands using the following technique.  
 

 Palm to palm - circular motion. 
 

 Right palm over back of left hand, left palm over back of right hand. 
 

 Palm to palm, fingers interlaced. 
 

 Backs of fingers to opposing palm with fingers interlaced. 
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 Rotational rubbing of right thumb clasped by left palm and left thumb by right palm.  
 

 Rotational rubbing backwards and forwards with clasped fingers of right hand in palm of left  hand 
and vice versa. 

1. Rub hand and wrists till end of 30 second period (about as long as it takes to sing happy birthday) 
 

 Extend hand washing to include forearms for clinical (surgery) hand washing.  An additional 5 mls 
of antiseptic skin cleanser is required and time extended to a minimum of one minute. 

 
2. Remember to turn off taps, using elbows or paper hand towel. 
 
3. ‘Pat’ dry with paper towel. 
 

 Wet hands 

 Apply hand soap. 

 Lather well.  

 Rub together for at least 10 seconds 
 

 Wash both back and front of hands and in between 
      fingers, concentrating on the cracks in the palm of  

           both hands. 
. 

 Wash between the fingers. 
 

 Work cleanser into nails and cuticles. 

 "Hook" your hands together and rub. This  
            especially cleans the tips of the fingers.                                       
 

 Don’t miss between the thumb and forefinger. 
 
 

 Rinse and dry hands thoroughly and don't forget your    
            wrists! This technique guarantees clean hands 
 
 
SPECIAL NOTE: 

 

 Do not use your hands to open/close waste paper bins. 

 Wash for the specified time. 

 Wash all skin surfaces on your hands.  The areas often "forgotten" are wrists; under wedding rings; under 
finger nails; web spaces; sides of the hand; thumbs.  

 Hand Care:  

 Staff who have Open cuts or wounds, Dermatitis and other exfoliative skin conditions, Infections e.g. 
Paronychia, or Skin allergies should discuss the potential infection risks with the supervisor prior to the 
commencement of their shift. Disposable gloves should be worn over Band-Aids or bandages on hands.  

 Keep fingernails short and clean to reduce the harbouring of micro-organisms.  Nail polish is not to 
be worn as it harbours micro-organisms. 

 Remove jewellery (wedding band excepted) when giving care as these may harbour micro-
organisms or cause skin tears  

 
 
RELATED POLICIES AND DOCUMENTS 
 

 202 – Summary Guidelines 
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Infection Control Policies and Procedures 
 
Policy No.   225 

 

Subject:  Handling of a Body After Death 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To protect staff caring for the deceased resident against possible transmission of infection from blood or body 
fluid: 
 
POLICY 
 

 Staff are to wear appropriate protective clothing when caring for deceased residents to reduce the risk 
of contact with blood and body substances. 

 
Preparation of the deceased resident for transfer to the undertakers must not take precedence or 
interfere with grieving relatives who wish to make physical contact with the deceased. 
 
PROCEDURE 
 

 Remove indwelling urinary catheters and naso-gastric/gastrostomy tubes. 

 If the resident is incontinent, place an incontinent pad in position to protect the staff who are removing 
the body. 

 Cover wounds with a waterproof dressing. 

 Leave resident in bed until staff from the undertakers arrive. 

 Inform staff removing the body if the resident has an infectious illness or other infection, and the 
likelihood of blood or body fluid leakage from the resident. 

 See Terminal Care Wishes form or Advanced Care Directive for advice and directions 

 Ensure that the Resident is clean and presentable for their family and loved ones to say their final 
goodbye. 

 Discard soiled linen in the appropriate manner. 

 Wash your hands. 
 
RELATED POLICIES AND DOCUMENTS 

 
 221 – Blood / Body Fluid Contamination (Needle Stick Injury) 

 224 – Hand washing 

 228 – Protective Clothing 

 230 – Spills (Cleaning of) Blood and Body 
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Infection Control Policies and Procedures 
 
Policy No.   226 

 

Subject:  Laboratory Specimens 
  (Collection, Labelling, Transport) 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To minimise contamination of specimens and risk of infection to residents / staff. 
 
POLICY 
  
Standard Blood and Body Substance Precautions and non-touch technique must be used when 
collecting/handling specimens. Specimens are collected only at Doctor’s request or on Environmental Health 
Officer’s request if suspected outbreak. 
 
General Guidelines 
 

 Apply Standard Blood and Body Substance Precautions when collecting and handling 
all specimens. 

 

 Use a non-touch collection technique and appropriate specimen containers and bags to:  
 

(i) Reduce the risk of contamination of the specimen and (ii) reduce the risk of infection to residents/staff. 
 

 Collect specimens before commencing the anti-microbial therapy where possible. 
 

 Collect sufficient quantity for test. 
 

 Wash hands before and after collecting the specimen (even though gloves have been worn throughout 
the procedure). 

 

 Arrange for pathology collection as soon as possible after obtaining the specimen. 
 
 
PROCEDURE 
 
Urine Collection - for Micro-urine and Culture. 

 

Fill out the information label on the jar prior to collection. 
 
 If a resident is unable to collect a mid-stream urine sample themselves, for the protection of the 

Residents dignity, place a clean ‘witches hat “ collection bowl into the Residents toilet to collect the 
urine.  

 

 If the Resident is incontinent, ensure that the perineal area is clean  
 

 Carefully decant the urine into a labelled urine collection jar, secure the lid place in the plastic sealable 
bag. 

 

 Refrigerate at 4 C until collected. 
 
Sputum Collection 
 

 Ensure that the specimen collected is Sputum and not saliva.  (Sputum should be thick  in consistency, 
opaque and varied in colour from white to yellow to green). 
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 The best time to collect the specimen is first thing in the morning (if it is being coughed up all day, any 
time will do). 

 

 Ask the resident to rinse out his/her mouth with tap water first or alternatively, give them a drink of 
water. 

 

 Encourage the resident to cough vigorously and spit into the container.  (Sometimes a specimen will 
have to be obtained with the assistance of suction equipment). 

 

 Continue with collecting and bagging procedures as outlined on page 4 of this Policy. 
 

 Keep at room temperature until collected. 
  

Faeces Collection 

 Use the scoop on the underside of the faeces collection container lid to collect a sample of faeces about 
2.5cm (1 inch) in diameter.  

 Place this sample in the collection container  

 Keep at room temperature - do not refrigerate unless specifically advised to.  

 
Wound Swabs - M/C/S 

 
(a) Wound Types 

 
Most superficial wounds have a microbiological flora.  The significance of an isolated organism depends on the 
type of organism.  Some organisms cause infection, some never.  Most may merely be present as colonisers 
without causing any adverse effects or may be causing an infection. 

 
The response to the organism (whether there are many pus cells present) and the number of organisms present 
are indicators of infection. 
 
Discharging Wound 
 

 At the time of wound dressing, remove the superficial pus with a sterile swab and discard. 
 

 Take the deeper pus for the specimen. 
 
Non-Discharging Wound 
 

 First clean the superficial parts of the wound with sterile swabs and sterile water or saline. 
 

 Take the swab for culture from the deepest accessible part of the wound. 
 
Chronic Ulcers 
 

 Using the sterile swab stick, swab the deeper part of the ulcer - central, rather that    
peripheral sites, and get as much material on swabs as possible. 

 

 If there is not much material, take two swabs from the one site - one can be used for the   
Gram stain and one for the culture. 

 
 
(b) Collection 

 

 Use the appropriate swab stick - one with transport medium.  Do not use 
dry swab containers. 

 

 Label appropriately 
 

 Leave at room temperature until collected 
 

 Continue with labelling and collection procedures as outlined below. 
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RELATED POLICIES AND DOCUMENTS 
 

 220 – Aseptic Technique 

 221 – Blood/Body Fluid Contamination (Needle Stick Injury) 

 224 – Hand washing 

 228 – Protective Clothing 

 230 – Spills (Cleaning of) Blood and body  
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Infection Control Policies and Procedures 
 
Policy No.   227 

 

Subject:  Multi-Dose Vials and Multi-Use 
  Products 
 
Effective Date:  January 2012 
 
Developed by  Care Manager 

 
PURPOSE 
 
To avoid cross-contamination and infection from multi-use products. 
 
POLICY 
 
Multi-dose vials, e.g. Insulin are to be used solely for the use of one individual resident - they are not to be 
shared.  
 

 Single-use sachets of lubricant are to be used in preference to a multi-use tube. 

 Creams and topical preparations are not to be shared between residents. 
 
PROCEDURE 
 
When opening any item (eg insulin, creams, eye drops etc.) that will be multi used the resident’s name and the 
date opened are to be placed in a visible location on the product.  
 
Product to be stored according to manufacturer’s guidelines. 
 
RELATED POLICIES AND DOCUMENTS 
 

 224 – Hand washing 
 Medication Policies 500 – 528  
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Infection Control Policies and Procedures 
 
Policy No.   228 

 

Subject:  Protective Clothing  
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To provide information and guidelines for Staff regarding barrier and protection for and thus avoid undue 
contamination and risk of infection where Staff are exposed to blood and body substances and mites (e.g. 
scabies)  
 
POLICY 
 

 The type of protective clothing required will vary according to the nature of the procedure.  The following 
should be considered: 

 

 The probability of exposure to blood and body substances. 

 The amount likely to be encountered. 

 The type of body substances involved, and 

 The probably route of transmission. 
 
PROCEDURE 
 
Gloves 
 

 Gloves must be worn whenever there is a risk of exposure to blood or body substances. Hands must be 
washed before and after use. 

 Gloves must be appropriate to the task to be carried out. 
 

a) Sterile gloves for procedure requiring a sterile field, involving normally sterile areas of the body. 
b) Non-sterile gloves for procedures not requiring sterility. 
c) General purpose utility gloves for housekeeping and cleaning. 

 

 Single use gloves must be changed and thrown away: 
 

a) As soon as they are damaged. 
b) After contact with each resident and whenever performing separate procedures on the same resident. 
c) After completing other tasks requiring the use of gloves. 
d) Before touching any other equipment, e.g. telephone. 
e) Gloves used for any resident care procedure must not be washed or re-used.  General purpose utility 

gloves may be re-used.  They must be washed in warm water and detergent after use, stored dry and 
replaced if damaged or deteriorating. 

 
 
Use of Gloves 
 

 Wash hands prior to putting on gloves 

 Use a non-touch technique when using sterile gloves. 

 Remove gloves without touching your clean skin with any part of the glove. 

 Dispose of gloves appropriately. 

 Wash hands after removing gloves. 
 
 
Masks 
 

 Masks must be worn where there is a likelihood of splashing or splattering of blood or other body 
substances or where airborne infection may occur. 
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Use of Masks 
  

 Read manufacturer’s instructions prior to using the mask. 

 Wash hands. 

 Touch only the strings of the mash when putting on and removing. 

 Do not touch the mask while it is being worn. 

 Change mask: - on completion of the procedure 
- if it becomes moist or soiled 

 Dispose of mask appropriately into waste bin. 

 Wash hands. 
 
Protective Eye Wear and Face Shields 
 

 Protective eye wear or face shields must be worn during procedures when splashing or spraying of blood or 
other body substances may occur. 

 
Use of Protective Eye Wear and Face Shields 
 

 Wash hands before placing eye wear and shields on face. 

 Do not touch during the procedure. 

 Remove at the end of the procedure. 

 Wash hands. 

 Wear gloves and wash the re-usable eye and face shields in warm detergent water, rinse and dry 
thoroughly.    

 
Gowns and Plastic Aprons 
 

 Protective gowns or plastic aprons must be worn if soiling of clothing by blood and/or other body fluid is 
anticipated. 

 
Use of Gowns and Plastic Aprons 
 

 Wash hands prior to putting gown on and before removing gown/apron. 

 Remove an discard plastic apron between each resident contact or procedure. 

 Dispose of apron/gown appropriately. 

 Wash hands. 
 
 
RELATED POLICIES AND DOCUMENTS 

 
 211 – MRSA (Multi Resistant Staphylococcus Aureus) / VRE 

 224 – Hand Washing 

 231 – Standard Precautions  

 232 – Waste Management 
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Infection Control Policies and Procedures 
 
Policy No.   229 

 

Subject:  Sharps-Handling and Disposal  
 
Effective Date:  January 2012 
 
Developed by  Care Manager 

 
PURPOSE 
 
To ensure that needles and sharps are used and disposed of correctly in order to decrease the risk of 
penetrating injuries and possible transmission of blood-borne infections. 
 
Definition: 
 

 Sharps have acute rigid corners, edges and points etc. which are capable of cutting or penetrating the 
skin (e.g. broken glasses, needles, scalpels). 

 
POLICY 
 

 All persons using or generating a sharp are responsible for its safe disposal as soon as practicable 
following its use (immediate disposal is preferred) and at the point of use whenever possible. 

 Needles are not to be recapped.  The whole unit - needle and syringe is to be placed into the sharps 
container. 

 Full sharps containers are to be stored in the treatment room and the waste disposal company, 
Gribbles Pathology contacted to facilitate prompt collection. 

 
PROCEDURE 
 

 Do not recap used needles. 

 Discard used needles and syringes as a whole unit.  (Do not clip, bend, or break a needle). 

 Place sharp end into the container first. 

 Dispose of sharps immediately after use into the sharps container. 

 Do not force sharps into the container. 

 Leave needles on syringes and intravenous tubing - discard as a complete unit. 

 Sharps bin lids are to be sealed tightly when being stored between disposal of sharps. 
 
RELATED POLICIES AND DOCUMENTS 

 

    214 – Staff infections 

    224 – Hand washing 
 232 – Waste Management 
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Infection Control Policies and Procedures 
 
Policy No.   230 

 

Subject:  Spills (Cleaning of) Blood and Body 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To establish procedures to be followed by staff to provide the safe management of potentially infectious body 
fluid spills. 
 
 
POLICY 
 
To decrease or minimise the risk of exposure of staff to blood-borne micro-organisms including HIV and 
Hepatitis B and C Virus. Spills of blood, and or other body substances containing blood, must be dealt with in a 
manner which safely and effectively contains the spill and removes visible and microbe contamination. 
Protective clothing, especially disposable gloves, must be worn when dealing with blood spills 
 
Spilled body fluids (including vomit, faeces, blood) may often be encountered in the workplace. It is essential for 
infection control procedures to be used appropriately to ensure as safe as possible an environment for staff, 
residents and visitors to the Village. 
 
PROCEDURE 
 
The basic principles of spill management are: 
 

 Standard precautions apply, including use of Personal Protective Equipment as applicable. 

 Cleaning and disinfection of spills should be conscientiously performed. 

 Hot water will make blood stick to the surface it is on. For this reason, cold or warm water should always 
be used for the first contact with blood or blood stained articles. 

 After clean up, ensure area is dry to avoid spills. 

 Disinfectants must not be mixed with detergents as this can render them ineffective, use these agents 
separately. 

 
REPORTING: 
 
Incidences involving body fluid spills should be reported using Resident Incident Reports if resident the spill is 
the result of an injury to a resident, or Accident / Incident / Near Miss Report if staff is involved. Common sense 
should be applied to reporting continence related spills in bathrooms etc. 
 
CLEANING 
 
Procedures for managing body fluid spills are dependent on the nature and size of the spill.  
Spot Cleaning of body fluids on non-skin contactable surfaces: 

 Wear disposable gloves 

 Wipe up spot immediately with damp cloth, tissue or absorbent paper towel. 

 Then clean with warm water and detergent (not hot water). 

 Discard contaminated materials (tissues, gloves etc.). NOTE: These should be placed in a plastic bag 
before being placed in bins. 

 Wash hands thoroughly. 
 
Small spills (palm size spills or smaller): 
 

 Collect cleaning materials (Blood Spills kit is optional – unless infection is suspected – then always 
use Blood Spill kit). 
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 Wear disposable gloves. If risk of splashing also wear mask, eyewear and apron. Clean area with 
 warm water and detergent using disposable cleaning materials. NOTE: Wet Floor signs should be 
displayed where appropriate. 

 Disinfect area using suitable disinfectant and yellow mop & bucket. 

 Ensure area is dry to avoid slip hazards.  

 Take off and discard disposable materials (gloves, mask, tissues etc.). NOTE: These should be placed 
in a plastic bag before being placed in bins. 

 Reusable materials should be thoroughly washed. 

 Wash hands. 
 
Large spills (larger than palm sized spills). 
 

 Where possible isolate spill area. 

 Collect cleaning materials, including blood spill kit. 

 Wear personal protective equipment (gloves, apron, mask, eyewear, overshoes) as appropriate. 

 Cover the spill with absorbent granules to contain and absorb the spill. Collect spill using pan, broom 
and place in biohazard bag and dispose in bio-waste container. 

 Disinfect area using suitable disinfectant. NOTE: Wet floor signs should be displayed where appropriate 
and yellow mop & bucket used. 

 After ten minutes, decontaminated areas should then be cleaned thoroughly using warm water and 
detergent. 

 Wipe any surrounding areas that may have come into contact with aerosol contaminants. 

 Ensure area is dry to prevent slip hazards.  

 Discard contaminated materials, including disposable PPEs. NOTE: These should be placed in a plastic 
bag before being placed in bins. 

 Wash hands thoroughly. 

 Clean and disinfect bucket and mop. 
 
Blood Spill Kits 
 
Blood Spill kits will be provided in each facility. Minimum requirements for Spill Kits will be: 

 Disposable gloves 

 Disposable face mask 

 Eyewear 

 Absorbent granules 

 Scraper 

 Disinfectant 
 
Linen  
 
Nationwide Maintenance Services are contracted to provide all laundry services. They have policies and 
procedures in place to manage soiled linen. Staff should place soiled linen and clothing into linen bags. 
 
RELATED POLICIES AND DOCUMENTS 
 

 202 – Summary guidelines 

 221 – Blood / body fluid Contamination (Needle Stick Injury) 

 224 – Hand washing 

 228 – Protective Clothing 

 231 – Standard precautions 

 232 – Waste management 
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Infection Control Policies and Procedures 
 
Policy No.   231 

 

Subject:  Standard Precautions 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To protect Staff and Residents from both diagnosed and undiagnosed infectious diseases. 
 
POLICY 
 

 The use of Standard Precautions will minimise the risk of transmission of infections including blood and 
body fluid infections (e.g. Hepatitis B & C & HIV) from resident to staff; from staff to resident; from staff to 
staff.  

 

 Standard Precautions Involve Hand-washing; the safe disposal of Sharps and other contaminated 
and infectious waste; Use of Aseptic Techniques. 

 
 

 All Staff must use Standard Precautions for the treatment and care of all residents regardless of their 
perceived infectious status. 

 

 Standard precautions are to be used in the 'handling' of blood; all other body fluids (regardless of whether 
they contain visible blood); non-intact skin and mucous membranes; dried blood; and other body 
substances including saliva. 

 

 All Staff must assume that the blood and body substances of all residents are a potential source of 
infection. 

 
PROCEDURE 

Standard precautions 

The use of standard precautions is essential as the primary strategy for the successful minimisation of 
transmission of health care associated infection because: 

 infectious patients may not show any signs or symptoms of infection that may be detected in a routine 
history and medical assessment 

 a patient’s infectious status is often determined by laboratory tests that may not be completed in time to 
provide emergency care 

 patients may be infectious before laboratory tests are positive or symptoms of disease are recognised 
(the window period of disease) 

 people may be placed at risk of infection from those who are asymptomatic but infectious. 

Standard precautions for infection control in health care settings consist of the following work practices: 

 aseptic technique for all invasive procedures, including appropriate use of skin disinfectants 

 personal hygiene practices, particularly hand washing and drying before and after all significant patient 
contacts 

 the use of 70% alcohol-based chlorhexidine (0.5%) hand rub solutions as an adjunct to hand washing 

 use of personal protective equipment, which may include gloves, impermeable gowns, plastic aprons, 
masks/face shields and eye protection 

 appropriate handling and disposal of sharps and other clinical (infectious) waste 
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 appropriate reprocessing of reusable equipment and instruments, including appropriate use of 
disinfectants 

 environmental controls, including design and maintenance of premises, cleaning and spills 
management including appropriate use of disinfectants 

 Appropriate provision of support services such as laundry and food services. 

Additional precautions 

Additional Precautions are used for patients known or suspected to be infected or colonised with 
epidemiologically important or highly transmissible pathogens that can transmit/cause infection by the following 
means: 

 airborne transmission (e.g. pulmonary tuberculosis, chickenpox, measles) 

 droplet transmission of respiratory secretions (e.g. rubella, pertussis, influenza) 

 contact transmission (direct or indirect) with patients who may be disseminators of infectious agents of 
special concern (e.g. the dry skin of those colonised with Multi-resistant Staphylococcus aureus 
[MRSA], faecal contamination from carriers of vancomycin-resistant enterococci [VRE] or contaminated 
surfaces) 

 inherent resistance to standard sterilisation procedures or other disease-specific means of transmission 
where standard precautions are not sufficient (e.g. patients with known or suspected Creutzfeldt-Jakob 
disease) 

 any combination of these routes. 

Additional precautions are designed to interrupt transmission of infection by these routes and should be used, in 
addition to standard precautions, when standard precautions alone might not contain transmission of infection. 
Additional precautions may be specific to the situation for which they are required, or may be combined where 
microorganisms have multiple routes of transmission. 

Additional precautions should be tailored to the particular infectious agent involved and the mode of 
transmission, and may include one or any combination of the following: 

 allocation of a single room with ensuite facilities 

 a dedicated toilet (to prevent transmission of infections that are transmitted primarily by contact with 
faecal material, such as for patients with infectious diarrhoea or gastroenteritis caused by enteric 
bacteria or viruses) 

 cohorting (room sharing by people with the same infection) may be an alternative if single rooms are not 
available 

 special ventilation requirements (e.g. monitored negative air pressure in relation to surrounding areas) 

 additional use of personal protective equipment (e.g. health care workers attending to patients in 
respiratory isolation should wear a well-fitting mask: a 0.3-mm particulate filter mask (P2 or N95 mask) 
is recommended for tuberculosis) 

 rostering of immune health care workers to care for certain classes of infectious patients (e.g. 
chickenpox) 

 dedicated patient equipment 

 restricted movement of both patients and health care workers. 

Additional precautions are not required for patients with blood borne viruses, such as HIV, hepatitis B virus or 
hepatitis C virus, unless there are complicating infections, such as pulmonary tuberculosis. 

To minimise the exposure time of other people in office practices or hospital waiting rooms, people identified as 
‘at risk’ of transmitting droplet or airborne diseases (e.g. a child with suspected chicken pox) should be subject 
to additional precautions including isolation and should be attended to before other people waiting for treatment. 

 
RELATED POLICIES AND DOCUMENTS 

 
 220 – Aseptic Techniques  229 –Sharps-Handling & Disposal 

 224 – Hand washing  230 – Spills (Cleaning of) Blood & Body 

 226 – Laboratory Specimens (Collection, Labelling, Transport)  232 – Waste Management 

 228 – Protective Clothing  
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Infection Control Policies and Procedures 
 
Policy No.   232 

 

Subject:  Waste Management 
 
Effective Date:  January 2012 
 
Developed by  Care Manager 

 
PURPOSE 
 
To guide the safe and hygienic management of waste. 
 
POLICY 
 
Waste products generated from the residential care environment are divided into two (2) categories Pathological 
Clinical Waste (also referred as Medical Waste) and General Waste.  Systems are in place for the disposal of 
each category. 

 
The Village Baxter has contracted commercial waste disposal services that service all areas of the 
Village regularly. Details of collection days and locations can be obtained from the Maintenance 
Department.  

 
 
PROCEDURE 
 
Pathological / Clinical / Medical Waste  
 
Due to the possible health risks associated with this form of waste - segregation and special management is 
expected. 
 
Types 

 All sharps must be disposed of in a secure sharps / infectious waste disposal bin 

 Infectious and potential infectious waste (not sharps) e.g. Swabs, discarded dressings and the like are 
to be disposed of in the designated infectious waste bins located outside of RACF’s.  

 Sharps waste e.g. needles; lancets and the like are to be disposed                                                                                   
of in the designated sharps disposal units located throughout the facility.  

 Pharmaceutical Waste should be returned to the pharmacy for disposal 

 Chemical Waste should be referred to the Maintenance Manager for advice on the appropriate disposal 
method 

 
All waste should be contained within plastic bags. Continence aids should be double bagged.  
 
Cardboard/ paper (e.g. newspapers not paper containing resident details) can be placed in the 
cardboard / paper industrial bin located at each facility.  

 
 
 
RELATED POLICIES AND DOCUMENTS 
 

 202 – Summary guidelines 

 211 – MRSA (Multi Resistant Staphylococcus Aureus) VRE 

 221 – Blood/Body Fluid Contamination (Needle Stick Injury) 

 224 – Hand washing 

 228 – Protective Clothing 

 229 – Sharps – Handling & Disposal 

 230 – Spills (Cleaning of) Blood and Body  
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Infection Control Policies and Procedures 
 
Policy No.   260 

 

Subject:  Immunisation for Staff Protection 

 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To inform Staff of the importance of immunisation as a means of self-protection and resident protection. 
 
POLICY 
 
As the residential care environment is a potential source of infectious micro-organisms, knowledge of potentially 
infectious disease hazards allows staff to take precautions necessary to minimise the risk of infection.  

 
It is recommended that staff who have either direct or indirect contact with residents, soiled linen, waste and/or 
body substances are immunised against the following diseases: 
 

Hepatitis B Mumps 
Diphtheria Rubella (German Measles) 
Tetanus Influenza 
Poliomyelitis Tuberculosis 
Measles Whooping Cough (Pertussis) 
Chicken pox 
 

Plumbers and Maintenance Personnel should also be immunised against Hepatitis A. 
Immunisation is a personal decision; it is the staff member’s responsibility to ensure that they maintain their 
immunisation status. 
 
PROCEDURE 
 

 Staff should have knowledge of their immune status to the above diseases to assist them to avoid 
exposure to known cases of diseases and to allow implementation of appropriate precautions. 

 

 Staff should find out their immune status to Chicken Pox. 
 

 Staff are advised to have appropriate vaccinations (or updated if previously vaccinated) not only for 
their protection, but also to prevent staff infections spreading to residents. 

 

 Influenza immunisation is offered to staff annually during March. Hepatitis B booster immunisation is 
offered every 3 to 4 years.  

 

 Questions related to immune status should be discussed with a Medical Officer or Registered Nurse. 
 
 
 
RELATED POLICIES AND DOCUMENTS 

 
 214 – Staff Infections 

 262 – Infection reporting criteria 

 HR policy 424 – Leave entitlements 
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Infection Control Policies and Procedures 
 
Policy No.   261 

 

Subject:  Infection Control Worksheet 
 
Effective Date:  January 2014 
 
Developed by  Director of Nursing / Care Manager  

 
PURPOSE 
 
To monitor infections / infectious diseases amongst residents, the prescription of antibiotic usage and to assist 
in the prevention of transmission of these diseases.  
 
POLICY 
 

 Resident infections will be collated on the Infection Control Worksheet 
 
PROCEDURE 
 
1. All resident infections will be listed on the Infection Control Worksheet 
2. The Infection Control Worksheet will have infections listed on a monthly basis 
3. At the beginning of each month, the previous month’s Infection Control Worksheet is forwarded to the 

Assistant to the Director of Nursing 
 
RELATED POLICIES AND DOCUMENTS 
 

 262 – Infection reporting criteria 

 263 – Monitoring of infections 
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        Resident Infection History  
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Infection site 
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Infectious 
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(if known) 

Antibiotic Prescribed  
 

(or other interventions 
implemented) 

Possible Causes and  
Contributing Factors 

(May include diseases with direct 
contributing factors such as 

Psoriasis, or diseases that increase 
risk for adverse outcomes e.g.  
diabetes, CRF, dementia, or 
contributing factors such as 

smoking, poor mobility, self-harming 
behaviours etc. 
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NB:  File in resident history section 9:  Incident Reports 

 

 
Affix Bradma Label here 
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Date 
Identified 

Room Resident 

Infection Site/Type  
(Check ONE only) 

*Reportable 
Infection 
Yes / No 

Chronic 
or 

New 

Pathology 
Sent Date 

Organism 

(if known) 

Antibiotic 
Prescribed 
(or other 

interventions) 

Additional 
Antibiotic 
(specify) 

Date 
Resolved 

U
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(specify) 

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

             Y     N        

* Refer to Australian national notifiable diseases and case definitions: http://www.health.gov.au/casedefinitions list 

NB:  Each infection identified for the resident must have a separate entry.  If one antibiotic will provide appropriate cover, this can be noted 
as dual coverage for second entry.                                                 
Forward to DON/CM at end of month. 

INFECTION  CONTROL WORKSHEET 
 

Infections Surveillance Register Developed 28 Mar 12 / Review Date Mar 2014           Version 3 – January 2014  Authorised by DON/CM Page 1 of 1 

Month: .......................   Year: ...........................  
 
Lodge Manor 

http://www.health.gov.au/casedefinitions
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Infection Control Policies and Procedures 
 
Policy No.   262 

 

Subject:  Infection Reporting Criteria 
 
Effective Date:  December 2013 
 
Developed by  Care Manager 

 
PURPOSE 
 
To provide clear guidelines for reporting infections. 
 
POLICY 
 
Infections reported on infection control worksheets should be reported in accordance with the reporting criteria 
below. 
 
PROCEDURE 
 

 
 

 
INFECTION REPORTING CRITERIA 

Infection Type Infection Name Reporting  Criteria 

EYE &  ENT Conjunctivitis EITHER: 
1. Pus from one or both eyes for .> 24 hours 
    OR 
2. New/increased conjunctival redness with/without 

itching pain for > 24 hours 

 
 

 
 

 

Ear Infection EITHER: 
1. Diagnosis by Doctor 
    OR 
2. New drainage from one or both ears, may also be 

pain or redness 

 
 

 
 

 

Mouth/Perioral Infection Must be diagnosed by doctor or dentist  

Sinusitis Must be diagnosed by a doctor  

GIT GIT Infection EITHER: 
1. Two or more loose watery stools above what is 

normal for resident within 24 hours 
2. Two or more vomiting episodes in 24 hours 
3. Both of the following: 

a) Stool culture positive for pathogen 
b) At least 1 sign/symptom of GIT infection 

 
 

 
 

 
 
 

RESPIRATORY Common Cold At least 2 of the following: 
1. Runny nose or sneezing 
2. Nasal congestion 
3. Sore throat/hoarseness/difficulty swallowing 
4. Dry cough 
5. Swollen/tender neck glands 

 
 
 
 

 
 

 Flu-Like Illness 1. Fever at or > 38°c 
    AND 
2. At least 3 of the following: 
     a)   Chills 

a) New headache or eye pain 
b) Myalgias 
c) Malaise or loss of appetite 
d) Sore throat 
e) New or increased dry cough 
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INFECTION REPORTING CRITERIA 

Infection Type Infection Name Reporting  Criteria 

 Respiratory Tract 
Infection 

At least 3 of the following: 
1. New/increased cough 
2. New/increased sputum production 
3. Fever at or > 38°c 
4. Pleuritic chest pain 
5. New/increased findings on chest exam by doctor 

 
 

 
 
 
 
 

 
 

SCABIES Scabies 1. Maculopapular rash and/or itching rash 
    AND 
2. Doctor or pathology confirmation 

 
 

 

SKIN Cellulitis, Soft Tissue 
and Wound Infection 

EITHER: 
1. Pus at site 
    OR 
2. At least 4 of the following: 

a) Fever > 38°c 
b) New/increased heat at site 
c) New/increased redness at site 
d) New/increased tenderness/pain at site 
e) New/increased swelling at site 
f) Serious drainage 

 
 

 
 
 
 
 
 
 
 

Fungal Skin Infection 1. Maculopapular rash / Interdigital rash 
    AND 
2. Either doctor or pathology confirmation 

 
 

 

Herpes Simplex & 
Zoster Infections (Cold 
Sores/Shingles) 

1. Vesicular rash 
    AND 
2. Either doctor or pathology confirmation 

 
 

 

SYSTEMIC Systemic Infection EITHER: 
1. Two or more blood cultures positive for same 

organism 
     OR 
2. Single blood culture with an organism thought not to 

be a contaminant & at least 1 of the following: 
a) Fever at or > 38°c 
b) New hypothermia <34.5° c  
c) Drop in systolic BP of > 30 mm Hg from 

baseline 
d) Worsening mental/functional status 

 
 

 
 
 
 
 

 
 

 
 
 

URINARY TRACT UTI without IDC At least 3 of the following: 
1. Fever at or > 38°c 
2. New/increased burning pain on urination, frequency 

or urgency 
3. New flank, suprapubic pain/tenderness 
4. Change in character or urine (smell, colour, 

sediment, pathology) 
5. Worsening mental or functional status 
 

 
 

 
 
 

 
 
 

 UTI with IDC At least 2 of the following: 
1. Fever at or > 38°c or chills 
2. New flank/suprapubic pain/tenderness 
3. Change in character or urine (smell, colour, 

sediment, pathology) 
4. Worsening mental or functional status 

 
 
 

 
 
 

 
*Note: Not all infection types are listed 
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RELATED POLICIES AND DOCUMENTS 
 

 210 – Gastro Intestinal Illness Contingency Plan 

 213 – Scabies – Prevention & Management 

 214 – Staff infections 

 261 – Infection control worksheet 

 263 – Monitoring of infections 

 HR Policy 424 – Leave entitlements 



60 
 

 
 

Infection Control Policies and Procedures 
 
Policy No.   263 

 

Subject:  Monitoring of Infections 
 
Effective Date:  January 2014 
 
Developed by  Director of Nursing / Care Manager 

 
PURPOSE 
 
To have guidelines in place in order to identify changes in infection rates, recognise outbreaks and enable swift 
action to be taken. 
 
POLICY 
 
Monitoring and recording the occurrences of specific infections leads to improved practices of infection control 
and quality resident care. 
 

 It also helps to identify changes in infection rates, and thus recognise outbreaks, and enable swift action 
to be taken. 

 

 Main Lodge & Manor resident infections are to be documented on the monthly infection control reports.  
This data is analysed monthly and benchmarked quarterly to ensure that the Village maintains best 
practice procedures.  

 
PROCEDURE 
 

 Resident infections are to be clearly documented on infection control worksheets in each area. 
 

 Managers should review the worksheets regularly and report any abnormal data to the Director of 
Nursing/ Care Manager immediately. 

 

 Incidents of gastro-enteritis or other highly contagious or reportable infections must be reported to the 
Director of Nursing / Care Manager immediately. 

 Reportable infections are listed on the Australian Government Department of Health website 
www.health.gov.au/casedefinitions list 

 

 Worksheets are to be forwarded to the Assistant to the Director of Nursing at the end of each month for 
statistical analysis. 

 

 Data presented at Unit Manager’s meetings for analysis and action if required. 
 

RELATED POLICIES AND DOCUMENTS 
 

 261 – Infection Control Worksheet 

 262 – Infection Reporting Criteria 

 210 -  215 - Diseases and infections 

http://www.health.gov.au/casedefinitions

