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KEY WORD 

Hand Hygiene, Hand washing, Cleaning hands, Hand Decontamination, Hand 
Cleansing, Alcohol Hand Rub, Alcohol Sanitiser, Alcohol Gel, Soap, 5 Moments 
 

1. INTRODUCTION AND OVERVIEW 

1.1 This document sets out the University Hospitals of Leicester (UHL) NHS Trusts 
Policy and Procedures for Hand Hygiene. Effective Hand Hygiene is crucial and is 
considered an important practice in reducing the transmission of micro-organisms 
that cause healthcare associated infections (HAI’s) NHSEI (2019) 
Evidence shows that achieving high levels of appropriate hand hygiene 
compliance can be difficult. Continuous commitment is required throughout 
University Hospitals of Leicester NHS Trust (UHL). 
 

2 POLICY SCOPE  

2.1   The aim of this policy is to provide anyone entering University Hospitals of 
Leicester NHS Trust premises with evidence based information on effective hand 
decontamination to reduce/eliminate healthcare acquired infection which resulted 
from poor hand hygiene. The policy is to support a sustained improvement in hand 
hygiene compliance using a Red = <60% Amber = 60-89% Green = >90% score. 

2.2  This policy details the responsibilities of staff groups or departments towards 
facilitating best hand hygiene practice in the trust. It will describe the products that 
are available for use within UHL for hand hygiene; the different methods of hand 
hygiene and circumstances to use each method and elements of good practice 
used to prevent the spread of infection via contact transmission. 

2.3 This policy is not intended to address in detail the uniform or dress policy for the 
Trust but will provide guidelines on aspects that affect hand hygiene practice. For 
dress code refer to Uniform and Dress Code Policy  (UHL 2018) 

2.4   The policy and attached guidelines are intended for use by anyone employed 
within UHL delivering health care, either on a permanent or temporary contract, 
volunteers and anyone in a training capacity. 

 

3 DEFINITIONS AND ABBREVIATIONS 

Commensals - Micro-organisms that live on or in the body that do not cause harm to 
the individual. 
Cross Infection - Cross infection is the transfer of harmful micro-organisms.e.g 
Bacteria and viruses from one person to another. 
Transmission - A passage or transfer, as of a disease from one individual to another 
Hand decontamination/Hand Hygiene - Hand decontamination is the use of handrub 
or handwashing to reduce the number of bacteria on the hands or other harmful and 
unwanted substances stuck to the hands. The term is often interchangeable with 'hand 
hygiene'. 
Micro-organisms - Micro-organisms are very tiny living things. They are so small that 
you need a microscope to see them. Micro-organisms are all around us, in the air, in our 
bodies and in water. Some microorganisms are harmful to us, but others are helpful to 
us. There are three types of microorganism viruses, bacteria and fungi. 
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Patient zone - is the area in the immediate vicinity of the patient where care is 
provided. The  zone can differ according to where the patient is being treated and needs 
to be agreed by the staff working within that environment. Staff need to be aware of the 
5 moments for hand hygiene when entering and leaving the patient zone. 
Point of care - refers to the patient’s immediate environment (zone) in which healthcare 
staff-to- patient contact or treatment is taking place. In the hospital environment it is 
usually at the patient’s bed, but in other contexts it could be a treatment room, cot, 
chair, ambulance or a patient’s home, for example. 
Resident Micro-organisms - Consists of microorganisms residing under the superficial 
cells of the stratum corneum and can also be found on the surface of the skin.These 
organisms are less likely to be associated with infections. 
Transient Skin flora - Micro-organisms acquired on the surface of the skin through 
contact with other people, objects or the environment.These organisms are more likely 
to be removed by routine hand hygiene. 
 

4 ROLES  
4.1 CORPORATE RESPONSIBILITY 
 The executive lead for this area is the Chief Nurse,  Director of Infection 

Prevention and Control. The Trust will support and encourage compliance by: 
 Adopting the practice of routine hand decontamination, especially: 

• Complying with the WHO 5 moments for Hand Hygiene 

• Using the correct technique 

• Using alcohol hand sanitiser or hand washing with soap and water. 
 Doing all that is possible to embed routine hand hygiene as an integral part of 

Trust ‘culture’, i.e. something that is expected of all staff who work within the 
Trust as a matter of clinical governance. Lapses in hand hygiene are a serious 
clinical issue and persistent or intentional failure to comply with this policy will be 
subject to the Trusts disciplinary procedure. See appendix 3 for a flowchart on 
the management of non-compliance. 

 

4.2 ALL STAFF 

It is the responsibility of all staff to ensure that they adhere to evidence based 
best practice. All staff must take responsibility for their own hand hygiene and 
should act as an advocate for all their patients/clients and others to ensure that 
everyone decontaminates their hands appropriately. Timely, effective hand 
hygiene is the personal responsibility of all individuals involved in the provision of 
healthcare. Staff must inform the Infection Prevention team and facilities if hand 
hygiene facilities are inadequate or absent. 
 

4.3  FACILITIES 
4.3.1  The Director of Estate and Facilities is responsible for ensuring there is adequate 

facilities provided by the Trust to encourage staff to clean their hands regularly 
and appropriately. This includes accessible hand wash basins, soap, alcohol 
hand rubs, and disposable paper towels. 
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4.3.2 The Ward / Department Manager is responsible for ensuring the provision of 
agents for surgical scrub procedure must be available in operating departments 
and other clinical areas where invasive procedures are performed. 

4.3.3 It is the responsibility of ward / Department managers to ensure that staff have 
access to hand hygiene products at point of care  

4.3.4 The Director for Facilities is responsible for ensuring there is hand wash basins 
fitted with lever operated taps be installed with thermal mixer valves in clinical 
areas. 

4.3.5 Facilities are responsible for the provision of and maintenance of hand washing 
facilities. 

 

4.3 PATIENTS AND VISITORS 
4.3.1 The Director for Facilities is responsible for ensuring the general public has 

access to appropriate facilities for cleaning their hands. 
4.3.2 The ward / Department Managers are responsible for ensuring  all Patients are 

offered appropriate methods of cleaning their hands in line with their abilities. 
 

4.4 CLINICAL MANAGEMENT GROUP STRUCTURE 
4.4.1 Directors, Managers and Heads of Nursing are responsible for ensuring 

compliance with the hand hygiene policy within the Clinical management Group. 
4.4.2 The clinical management group medical leads, lead nurses or midwife and 

department managers are responsible for ensuring compliance with the policy 
within their respective departments. 

 

4.5 MATRONS 

4.5.1 Matrons have a particular role in ensuring that hand hygiene meets expected 
standards. They are responsible at a local level for leading and driving a culture 
of adherence to good hand hygiene practice in clinical areas and for monitoring, 
recording and reporting compliance with standards. This will be completed by 
auditing monthly using the Trust standard audit tool and implementing an action 
plan if deficiencies are noted. 

 

4.6  WARD SISTER/CHARGE NURSE OR DEPARTMENT MANAGER 

4.6.1 The Ward Sister/Charge Nurse/Departmental Manager is accountable for the 
standards of infection prevention within the clinical area managed. The Ward 
Sister/Charge Nurse/Departmental Manager is expected to audit, observe and 
report compliance with infection control policies and guidelines and to personally 
demonstrate and promote compliance within their ward/department. 

4.6.2 The Ward Sister/Charge Nurse/Departmental Manager is expected to challenge 
and correct poor practice when observed and identifying through appraisal and 
observational training to develop the needs of team members making the 
appropriate arrangements to have these training needs met in co-operation with 
the Infection Prevention and Control Service. 
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4.7 PROCUREMENT  

4.7.1 Procurement and purchasing are  responsible  for securing  appropriate hand  
hygiene products. 

 

4.8 INFECTION PREVENTION TEAM MANAGER  

4.8.1 Infection Prevention Team is responsible for educating and training staff relating 
to hand hygiene practice. 

4.8.2 The Infection Prevention Team on behalf of the Trust will ensure that new 
developments in hand hygiene or new initiatives are communicated to staff, 
visitors and patients with the support of the clinical management group. 

4.8.3 The Infection Prevention Team will also ensure that information such as leaflets 
and posters are available for the clinical management group to use. 

 

5. POLICY IMPLEMENTATION AND ASSOCIATED  

5.1.1 INDICATIONS FOR HAND HYGIENE 
The below is not exhaustive and we expect all staff to use the W.H.O five 
moments for hand hygiene when within the patient zone and their clinical 
judgment. The 5 moments can be found in section 5.1.3 

5.1.2  When to decontaminate hands outside of the patient zone 
• Before starting and at the end of each shift/work period. 
• Before and after each ‘hands on’ patient contact at the point of care. 
• After contact with any body fluid or secretion. 
• After handling soiled or contaminated equipment or linen. 
• As part of the drug administration process. 
• Whenever skin is visibly soiled. 
• Before and after glove use. 
• Before  performing  or  assisting  at  operative  procedures,  a  surgical  scrub  

for  hand decontamination should be performed. 
• After using the toilet. 
• Before eating, drinking or handling food. 

5.1.3 Your 5 moments for hand hygiene at the point of care 
The point of care refers to the place where three elements come together: the 
patient, the health care worker, and care or treatment involving contact with the 
patient or their surroundings/equipments. To be effective and prevent 
transmission of micro-organisms during health care delivery, hand hygiene 
should be performed when it is needed (at 5 specific moments) and in the most 
effective way (by using the right technique with readily available products) at the 
point of care.(WHO 2021) 

 

https://www.who.int/multi-media/details/your-5-moments-for-hand-hygiene-poster
https://www.who.int/multi-media/details/how-to-handwash-and-handrub
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5.2  TYPE OF AGENT   

5.2.1 Soap must be a liquid soap in sealed units. The dispensing nozzle must be 
integral with the reservoir and the whole unit changed when empty. Soap and 
water have a key place in hand hygiene and staff will always need to use a sink 
and soap for hand washing in certain situations. These are:- 
• If hands or gloves are visibly dirty or visibly soiled with blood or bodily fluids 
• If the hands have been in contact with blood or bodily fluids 
• If the person they are caring for is having diarrhoea and /or vomiting 
• Before leaving a patient requiring isolation precautions 

(Contact/Drople/Airborne/Enhanced)(this is then followed by using alcohol 
hand sanitizer on the outside of the room) 

• Before preparing food/eating 
5.2.2 Alcohol Hand Sanitiser enables staff to clean their hands at the point of care. 

Alcohol hand sanitiser can be used in place of soap and water, except for those 
situations listed above. At present, alcohol-based handrubs are the only known 
means for rapidly and effectively inactivating a wide array of potentially harmful 
microorganisms on hands (WHO 2009). It must be in sealed units. The 
dispensing nozzle must be integral with the reservoir and the whole unit changed 
when empty. 

5.2.3 Hand sanitiser is especially useful in situations where hand washing and drying 
facilities are inadequate, or where there is frequent need for hands to be washed. 
Ensuring that staff can clean their hands in the right way at the right time 
depends not only on sanitiser dispensers being where they are needed, when 
they are needed  but also on the dispensers being full and functional. Most 
importantly, if the alcohol hand sanitiser is not at the point of care then a crucial 
opportunity for hand hygiene is lost. Hand sanitiser within a ward area should be 
placed at the end of each patient’s bed unless the patient is at risk of harm.If 
hand sanitiser is not available at the point of care a risk assessment needs to be 
completed to mitigate any harm. Within other clinical areas within UHL the hand 
sanitiser should be easily accessible to staff. 

5.2.4 The use of hand sanitiser containing synthetic alcohol does not fall within the 
Muslim prohibition against natural alcohol (from fermented fruit or grain) therefore 
there should be no concerns regarding their use on religious grounds.(WHO 
2009) 

5.2.5 Surgical Scrubs are used in situations where a reduction in the resident flora is 
necessary, such as in operating theatres or similar departments. 

5.2.6 The choice of scrub allows staff to avoid the use of agents to which they may be 
sensitised. 
Note: All materials are supplied ready for use and must not be diluted 
Chlorhexidine Gluconate 4% Surgical Srub – e.g ‘Hibiscrub’ (500ML) 
This is an antiseptic skin cleansing solution for pre-operative hand disinfection. 
Chlorhexidine is active against Gram-positive organisms, and less active against 
Gram-negative organisms. It is inactivated by soaps and anionic agents. 
Povidone-Iodine 7.5% Surgical Scrub e.g ‘Betadine’ (500ML) 
Used for pre-operative hand disinfection. It may have a slightly wider spectrum of 
activity than alternative products. 
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Triclosan 2% Surgical Scrub (500ML) 
Used for pre-operative hand disinfection. The spectrum of activity is very 
comparable to that of Chlorhexidine 
Where hazardous substances are identified, additional responsibilities for the 
effective management of these risks are set out in the Control of Substances 
Hazardous to Health Policy Reference  (UHL 2020) 
 

5.3 MAINTAINING GOOD PRACTICE IN HAND HYGIENE  

5.3.1 Hand Care 
The skin should be maintained in good condition to discourage the accumulation 
of micro- organisms. This may require the regular application of hand creams, 
which should be preferably water-based and contain an effective preservative, 
dispensed from sealed units, and should not be refilled.  If it is not dispensed 
from an appropriate dispenser it should be for individual staff use. 
Any member of staff who is unable to use the appropriate hand hygiene agents 
due to the development of a skin condition/allergy must seek advice from the 
Occupational Health Department. 
Any member of staff wearing a cast or splint will not be bare below the elbow. In 
such cases re-assignment of the staff member’s clinical duties may be required. 
Please liaise with Occupational Health for further specific advice if required. 
Cuts and abrasions must be covered with an occlusive, waterproof dressing. 

5.3.2 Finger Nails 
Staff working within a clinical area or handling medicines (dispensaries, 
treatment rooms etc): Fingernails must be kept clean, short and smooth; long 
nails are harder to keep clean. When hands are viewed from palm side, no nail 
should be visible beyond the fingertip. Nail varnish or false nails must not be 
worn; false nails harbour micro-organisms and can reduce compliance with hand 
hygiene. 

5.3.3 Jewellery 
Remove all hand/wrist jewellery (a single, plain metal finger ring or ring dosimeter 
(radiation ring) is permitted but should be removed (or moved up) during hand 
hygiene); bracelets or bangles such as the metal Kara which are worn for 
religious reasons should be able to be pushed higher up the arm and secured in 
place to enable effective hand hygiene which includes the wrists (NHSEI 2019) 

5.3.4 Clothing 
All staff who have patient contact or handling medicines (dispensaries, treatment 
rooms etc): will be bare below the elbow. Clothing must have short sleeves or 
long sleeves rolled up as cuffs can become heavily contaminated with micro-
organisms and are more likely to come into contact with patients. All staff should 
be prepared to challenge their colleagues if they are not complying with being 
bare below the elbow. 

5.3.5  Glove use 
Gloves must be used as single use items. They must be put on immediately 
before an episode of patient contact or treatment and removed as soon as the 
activity is completed. Gloves must be changed between caring for different 
patients, and between different care or treatment activities. Glove use does not 
replace the need for hand hygiene and hands must be cleaned before putting on 
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gloves. Gloves must not be cleaned with alcohol hand sanitiser between patient 
contact with the exeption of the VHF guidelines as they are single use.Reference 
(NHSEI 2019) 
 

5.4   PROCEDURES  

This policy is supported by the following procedures / standards found in the associated 
documents as detailed below, which must be used in conjunction with this policy: 
 
Procedure Appendix 
Procedure for cleaning hands with soap and water 1 
Procedure for cleaning hands with alcohol Hand sanitiser 2 
Management of all staff who are non-compliant with infection prevention 
precautions 

3 
 

Hand Hygiene Competency 4 
. 
6 EDUCATION AND TRAINING REQUIREMENTS 

6.1 The Health and Social Care Act (2008) states that all staff should have training 
on hand hygiene. 

6.2 Hand hygiene training forms part of the infection prevention mandatory on line 
(Helm) training. Compliance with infection prevention mandatory training will be 
monitored through the ward manager and presented at the monthly CMG 
infection prevention meeting. In addition to routine training the infection 
prevention team provide face to face infection prevention training involving 
practical demonstrations. It is the responsibility of the CMG to utilise and facilitate 
additional training.Annual competency in hand hygiene technique is required and 
documented at time of appraisal.(Hand Hygiene Competency is appendix 4) 

6.3 All department areas should have access to staff hand hygiene leaflets/5 
moment hand hygiene cards. It is the responsibility of the line manager in each 
area to highlight this to any temporary staff undertaking work in that area.
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7 PROCESS FOR MONITORING COMPLIANCE 

 
Element to be 
monitored 

Lead Tool Frequency Reporting arrangements 

Hand Hygiene,  
Bare below the 
elbow and Hand 
Sanitiser availability 

Heads of 
Nursing/ 
Department 
manager 

Hand Hygiene and 
Dress Code 
policies audit tool 

Monthly CMG Infection Prevention Meetings (IPOG) and the 
Trust Infection Prevention Committee (TIPAC) 
 
The Matron and ward Sister for the ward / area 
concerned will undertake action plans within 
reasonable time frames. 

Hand Hygiene,  
Bare below the 
elbow and Hand 
Sanitiser availability 
ward areas 

Infection 
Prevention 
Team 

Audit tool for 
monitoring 
compliance with 
the Hand Hygiene 
and dress code 
policies 

Three Monthly CMG Infection Prevention Meetings/IPOG meetings 
 
The Infection Prevention team will advise that action 
plans are produced in a timely manner and feedback 
given to the ward/department area from Ward Sisters 
/Charge Nurses 
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8 EQUALITY IMPACT ASSESSMENT 

8.1 The Trust recognises the diversity of the local community it serves. Our aim therefore 
is to provide a safe environment free from discrimination and treat all individuals fairly 
with dignity and appropriately according to their needs. 

8.1.2 As part of its development, this policy and its impact on equality have been reviewed 
and no detriment was identified. 
 

9 SUPPORTING REFERENCES, EVIDENCE BASE AND RELATED POLICIES 

• DH (2008) The Health and Social Care Act 2008 
Code of Practice for health and adult social care on the prevention and control of infections 
and related guidance Department of health 24th of July 2015 p1-98 available from 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_dat
a/file/449049/Code_of_practice_280715_acc.pdf  

• NHSEI (2019)   
https://www.england.nhs.uk/wp-content/uploads/2019/03/national-policy-on-hand-
hygiene-and-ppe.pdf  

• UHL Control  of substances hazardous to health policy (2020) 
http://insitetogether.xuhl-
tr.nhs.uk/pag/pagdocuments/Control%20of%20Substances%20Hazardous%20to%20
Health%20COSHH%20UHL%20Policy.pdf  

• UHL Uniform and dress code policy 2018 - http://insitetogether.xuhl-
tr.nhs.uk/pag/pagdocuments/Uniform%20and%20Dress%20Code%20UHL%20Policy
.pdf 

• UHL 5 Moments for Hand Hygiene Audit available accessed 04/10/2021 INsite - 
Hand hygiene 

• WHO (2009) Guidelines on Hand Hygiene in Health Care 
https://www.ncbi.nlm.nih.gov/books/NBK144013/pdf/Bookshelf_NBK144013.pdf  

• WHO (2021) World Hand Hygiene Day 2021,Seconds Save Lives (accessed 
04/10/2021_ https://www.who.int/campaigns/world-hand-hygiene-day/2021  

 
10 PROCESS FOR VERSION CONTROL, DOCUMENT ARCHIVING AND REVIEW 

10.1  This document will be uploaded onto SharePoint and available for access by Staff 
through INsite. It will be stored and archived through this system. 

10.2 Unless there is a change in national guidance or a requirement within the Trust this 
policy will be reviewed every 3 years. 

10.3 Consultation will be sought at each review from relevant stakeholders such as 
Infection Prevention and all relevant Clinical management groups. 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/449049/Code_of_practice_280715_acc.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/449049/Code_of_practice_280715_acc.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/03/national-policy-on-hand-hygiene-and-ppe.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/03/national-policy-on-hand-hygiene-and-ppe.pdf
http://insitetogether.xuhl-tr.nhs.uk/pag/pagdocuments/Control%20of%20Substances%20Hazardous%20to%20Health%20COSHH%20UHL%20Policy.pdf
http://insitetogether.xuhl-tr.nhs.uk/pag/pagdocuments/Control%20of%20Substances%20Hazardous%20to%20Health%20COSHH%20UHL%20Policy.pdf
http://insitetogether.xuhl-tr.nhs.uk/pag/pagdocuments/Control%20of%20Substances%20Hazardous%20to%20Health%20COSHH%20UHL%20Policy.pdf
http://insitetogether.xuhl-tr.nhs.uk/pag/pagdocuments/Uniform%20and%20Dress%20Code%20UHL%20Policy.pdf
http://insitetogether.xuhl-tr.nhs.uk/pag/pagdocuments/Uniform%20and%20Dress%20Code%20UHL%20Policy.pdf
http://insitetogether.xuhl-tr.nhs.uk/pag/pagdocuments/Uniform%20and%20Dress%20Code%20UHL%20Policy.pdf
http://insite.xuhl-tr.nhs.uk/homepage/clinical/infection-prevention/hand-hygiene-
http://insite.xuhl-tr.nhs.uk/homepage/clinical/infection-prevention/hand-hygiene-
https://www.ncbi.nlm.nih.gov/books/NBK144013/pdf/Bookshelf_NBK144013.pdf
https://www.who.int/campaigns/world-hand-hygiene-day/2021
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Procedure for Cleaning hands with Soap and 
Water 

 

Appendix 1 Hand Hygiene 
Policy 

  
 
Soap and water must be used. 

• If hands are visibly dirty or visibly soiled with blood or bodily fluids 
 

• If the person they are caring for is having diarrhoea and vomiting 
 

• Before leaving a patient in source/strict isolation (this is then followed by using 
alcohol hand sanitizer on leaving the room) 

 

• Before preparing food 
 

• After using the toilet 
 
When soap is mixed with water using friction, lather is created. Micro-organisms are 
suspended in the lather and physically removed from the skin when rinsed with clean water. 
It is essential to ensure that all surfaces of the hands are covered by lather. The wrists and 
arms can also be washed as necessary following an assessment of the task to be 
commenced or completed. 
 
A 40-60 second hand wash will remove the majority of transient micro-organisms. Wet 
hands prior to applying cleansing agent and ensure all surfaces of hands (and arms up to 
elbows if necessary as per training programme) are in contact with the agent and then 
rinsed thoroughly using running water and dried. 
 
Towels used for drying are single-use and disposable. The soap and hand towels should be 
of a quality acceptable to users so as not to deter handwashing.Towels must be disposed 
into ‘hands free’ waste bins 
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Procedure for Cleaning hands with Alcohol 

Hand Sanitiser 
 

Appendix 2 Hand Hygiene 
Policy 

 
Handrubbing with alcohol hand rub/sanitiser is the gold standard technique to perform hand 
hygiene on all occasions except for those described for hand washing with soap and water, 
i.e. handrubbing is the action recommended for health-care workers for the routine, day-to-
day decontamination of hands (WHO 2009) 
 

Alcohol Hand Sanitiser alone cannot be used: 
 

• If hands are visibly dirty or visibly soiled with blood or bodily fluids 
 

• After using the toilet 
 

• If the person they are caring for is having diarrhoea and/or vomiting 
 

• Before leaving a patient in source/strict isolation (Hand washing is then followed by 
using alcohol hand sanitiser on leaving the room) 
 

• Before preparing food hands must be cleaned with soap and water first 
 

Press pump once to apply the sanitiser and apply one to three shots depending on size of  
hands. Rub in well covering all surfaces of the hands for at least 20- 30 seconds ensuring 
hands are dry before commencing activity. 
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MANAGEMENT OF ALL STAFF WHO ARE NON 

COMPLIANT WITH 
INFECTION CONTROL PRECAUTIONS 

Appendix 3 Hand Hygiene 
Policy 

 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

Yes No 

Is this the first time non- compliance 
has been observed? 

Report to Heads of Nursing Head of 
Department as appropriate 

Yes No 

Is the member of staff who is observing non-compliance able to address the issue with non-
compliant member of staff 

 

Member of staff observed as being non-compliant either through audit and/or practice 

Ascertain reason for non- compliance 
e.g. lack of knowledge, inadequate 
equipment and rectify 

Report to Head of Nursing or Clinical 
Director who will deal with in 
accordance with disciplinary 
procedures 

Situation 
Rectified 

Further non-
compliance 

Non-compliance 
continues 

Situation rectified 

 
Consider whether behaviour constitutes professional misconduct and, if so, take 

appropriate action 
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HAND HYGIENE COMPETENCY ASSESSMENT- Appendix 4 
 

 
 

Healthcare worker Observer   Max Score Mark 

 

Turn on the taps and 
wet your hands with 
warm or cold water  

HCW wet hands with water 
(warm or cold). 

 
 

1 

 

 

Apply liquid soap to all 
surfaces of your 
hands. 

HCW applied liquid soap to 
all surfaces of their hands.  

 
 

1 

 

 

Rub hands palm to 
palm. HCW rubbed palm to palm. 

 
 

1 

 

 

Rub the back of your 
left hand with your 
right palm with 
interlaced fingers. 
Repeat with the other 
hand. 

HCW rub the back of their 
left hand with their right palm 
with interlaced fingers. Then 
repeat the process with their 
other hand. 

 
 

1 

 

 

Rub your palms 
together with fingers 
interlaced 

HCW rub their palms 
together with fingers 
interlaced 

 
 

1 

 

 

Rub the backs of your 
fingers against your 
palms with fingers 
interlocked. 

HCW rub the backs of their 
fingers against their palms 
with fingers interlocked. 

 
 

1 

 

Before Assessment check staff are bare below the elbow and they only one plain ring or plain bangle may 
be worn for cultural or religious reasons. All other jewellery, including watches/fit bits and stone rings are 
not worn. 
 

Fingernails are short, clean and free from nail polish. No false nails or nail extensions are worn 
Cuts and abrasions on hands are covered with a waterproof dressing 
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are observed performing the following technique and can answer the fquestions:  (record ‘1’ if criteria achieved, 
‘0’ if not achieved) 

 

OVERALL PASS/FAIL 
 
Name: …………………………………….. Signed: …………………...……. Date: __ / __ / __ 
 
Assessor: …………………………… …… Signed: ………………………… Date: __ / __ / __ 

 

Clasp your left thumb 
with your right hand 
and rub in rotation. 
Repeat with your left 
hand and right thumb. 

HCW clasped their left thumb in 
their right hand and rub in 
rotation. Then repeated the 
process with their left hand and 
right thumb. 

 
 
 
1 
 

 
 

 

Rub the tips of your 
fingers in the other 
palm in a circular 
motion, going 
backwards and 
forwards. Repeat with 
the other hand. 

HCW rubbed the tips of their 
fingers in the other palm in a 
circular motion, going 
backwards and forwards. Then 
repeated the process with the 
other hand. 

 
 
1 

 

 

Rub each wrist with 
the opposite hand  

HCW Rubbed each wrist with 
the opposite hand 

 
 
1 

 

 

Rinse hands with 
water (warm or cold). 

HCW rinsed  hands with water  
 
1 

 

 

Turn taps off with your 
elbow or disposable 
hand towel  

HCW Used their elbow to turn 
off taps or disposable hand 
towel. 

 
 
1 

 

 

Dry each hand 
thoroughly, with a 
disposable towel and 
dispose the paper 
hand towel into a foot 
operated clinical waste 
bin 1 

HCW Dried each hand 
thoroughly, with a disposable 
towel and disposed the paper 
hand towel into a foot operated 
clinical waste bin  

 
 
 
1 

 

Questions  Max Score Mark  
1. Staff member can identify when alcohol handrub and soap and water should be used 1  
2. Staff member can correctly identify the 5 moments for hand hygiene 1  
3. Staff member is aware of the audit process for hand hygiene 1  
4. Staff can identify appropriate times to wear gloves as PPE 1  
5. Staff member is aware of which department should be contacted in case of skin irritation 1  
Total (including observation and Knowledge) 17  


