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Preventing Infection Workbook

1. Introduction

As an NHS Community Infection Prevention and Control (IPC)
Team based in North Yorkshire, our aim is to support Ge

es “Good infection
ensure that people who use

clinical staff, but all staff groups
ning staff and is designed to be

s before moving on to the next section.
anager will check that you have achieved

g and sign the ‘Certificate of completion’. You should
orkbook as evidence of learning and as an on-going

2 Workbook is evidence-based using national guidance.
Completion of this Workbook also helps your General Practice
demonstrate compliance with The Code of Practice and Care
Quality Commission registration requirements in relation to
infection prevention and control training.

Introduction

1.
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Infection pre en. “n and control

2,
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The chain of infection

Organism: Microorganisms, such as bacteria and viruses, e.g.
Clostridioides difficile, MRSA, Norovirus

Reservoir: A reservoir for the microorganisms (where the infectio

as coughing, sneezing, diarrhoea, exudate (wound disc
touching contaminated equipment or surfaces

age, well-being, level of immurg
medical interventions

Chain of infection shi “how (-SAs can be spread

Case study
Mr Green, a 19

-SA to her when applying a dressing. A
fo the surgery with an abscess and

Chain of
infection

{\
(J Means of .
transmission

How to break the link

Skin wound,
e.g. cut hand
How to break the link
Hand hygiene before
contact with a patient

Via hands Hand washing




SICPsand T c¢s
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Transmission based precautions
In some circumstances, standard infection control

precautions (SICPs) may not be sufficient to prevent
transmission of specific infections. Therefore, additio
transmission based precautions (TBPs) may also n
taken.

The need for TBPs is based on the:
+ Infectious agent that is confirmed or suspected

¢ Severity of illness

¢ Transmission route of the infectious
more than one route)

nt (which may Be

Procedures undertake

routes of transmission:

itted via direct contact

Airbr 1e precautions

», to prevent and control infections transmitted without
ecessarily having close patient contact via aerosols (less than 5
microns), from the respiratory tract of one person directly onto a
mucosal surface, e.g. eyes, nose, mouth, of another person.
Aerosols can penetrate deeper than droplets, to the endpoint
(alveoli). Unlike droplets, because the size is much smaller,
aerosols can travel on air currents for potentially hours before they
fall onto surfaces.

10



Hand hygier (> '°
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Hand cleaning methods

The use of liquid soap, warm running water and paper towels, is
best practice. This removes dirt, organic matter, e.g. faeces, body
fluids, and most transient, but not resident, microorganisms

be used when it is not possible to perform handwashi
visits without adequate handwashing facilities.

The use of an alcohol handrub (minimu

hands are not visibly dirty or soileg
handrub to cover all surfaces usj

. exidine, removes transient as
evel of hand hygiene should

well as resident microo
be used prior to minor s
are immuno

st practice to be ‘Bare Below the Elbows’ (BBE) to

ate good hand hygiene when delivering direct care to
patients. BBE has been adopted by the NHS. BBE is about
exposing the forearms and being free from wrist and hand
jewellery, including dermal piercings, (other than one plain
band ring). Nails should be short, free from nail varnish, false
or gel nails and nail jewellery. Long sleeves, if worn, should
be rolled or pushed up to the elbows.

12
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Your 5 moments for hand hygiene at the point of care

BEFORE PATIENT

CONTACT

her.
WHY? To protect tie

BEFORE A CLEAN/ f gds i 3 Before any clean/aseptic procedure.

ASEPTIC
PROCEDURE

AFTER BODY

giful germs, including the patient’s

FLUID EXPOSURE

RISK

AFTER PATIENT > patient’s side.

CONTACT

AFTER CO\
WITH PATIE.
SURROUNDI

e healthcare environment from harmful

\CT I .

equipment (PPE) or domestic gloves

Before and after having a coffee/tea/meal break
After coughing, sneezing or blowing your nose

After using the toilet

13

Hand hygiene (SICP)
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nnnnnn

of the patient. Documentation, e.g.

Inter-Health and Social Care Infection

Control Transfer Form or patient
passport, should be completed with

details of the patient’s infectious
status, e.g. confirmed risk, suspected

risk or no known risk. The form
should be given to any person

providing further support or nursing/

medical care. An Inter-Health and

Social Care Infection Control Transfer
Form is available to download at
www.infectionpreventioncontrol.cg

Note

e Prior to transfer, alway:
are covered with an app

A copy of the

1. [Pater Wi g gicct
i Pesignated room or area.

)| room/area requires cleaning

When transferring a patient to hospital, it is
not necessary to inform the patient’s
infectious status to the ambulance service
and hospital department.

19
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Aprons
Disposable aprons should be worn as single use
items for one procedure or episode of patient care.

All healthcare facilities are recommended to adopt
the national colour code for aprons, such as:

White Clinical tasks, e.g. wound dressing

Yellow | Cleaning of treatment and minor operation

Cleaning of general areas, e.g..consulting room

Cleaning of sanitary areas

Cleaning of kitchen arg

| N
Correct order for putting on and rr  ving Perso’  protectiv.

pment (PPE)

Order for putting on PPE cder for removing PPE

t (SICP)

st and peel off. Discard.

Grasp the outside of the
glove with opposite
gloved hand, peel off,
holding the removed
glove in the gloved

. Slide the fingers of the ungloved

gd under the remaining glove at the

Clean hands.

ds, mould the flexible band
e of your nose.

fold down on itself.
Break waste straps at
your back and fold
apron in on itself. Fold
or roll into a bundle
taking care not to touch
the outside surface.
Discard. Clean hands.

@ — " Break apron strap at the
ﬁ i l neck, allow the apron to
7

.eC. ‘e equipmen

Holding the eye
protection by the sides,
place over your eyes.

hands.

Handle eye protection only
by the headband or the
sides. Discard disposable
eye protection. Reusable
eye protection must be
decontaminated. Clean

Put on gloves and
extend to cover

your wrists. Tied masks:

Personal prs

upper straps.

Elasticated masks: Pull
loops over ears.

Untie or break

lower straps followed by

Both masks: Holding only by the loops or
straps, discard. Clean hands.

6.
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7. Respiratory and cough hygiene

Good respiratory and cough hygiene by everyone is essential
to reduce the risk of spreading respiratory ilinesses, e.g.

COVID-19, flu, TB and more commonly, coughs and cold
In vulnerable people, this can cause more severe illnegg
as pneumonia.

Viruses such as measles and chickenpox are also
transmitted through respiratory secretions.

Respiratory ilinesses are spread by droplet
When a person with a respiratory iline

hands and food.

The virus is spread from p

irect route, such as hands
ces, e.g. door handle,
can then transfer the virus to

riSk of spreading infections when coughing,
ing or blowing the nose, staff, patients and

+ Have access to and use disposable tissues (not cloth
handkerchiefs)

+ Cover the nose and mouth with a disposable tissue when
sheezing, coughing, wiping and blowing the nose

Respiratory and cough hygiene (SICP)

~

25
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Orange | Waste classified as infectious
stream | Waste contaminated with body fluids from a patient with a
confirmed or suspected infection, but no contamination vy
medicines or chemicals. Examples are:
Contaminated PPE (gloves, aprons, etc.)

Contaminated dressings that do not contain an active
pharmaceutical

Very small pieces of tissue

Syringe bodies contaminated with body f
medicines

Purple | Waste classified as hazardoug
stream | Waste consisting of, or contag

otoxic or cytostatic
Byringe barrels)

tostatic medicines, e.g.

medicines (bottles,
ltems contaminated

Yellow

and
black i ith body fluids. Examples are:

stream

assified as non-hazardous medicinal waste (non-
or cytostatic). Examples are:

empty containers containing residues of medicines
pty medicine bottles

cludes items normally found in household waste. Examples
stream | are:

Newspapers
Food waste
Paper towels

Notes: * Colour waste streams may vary depending on waste contractors - check with
your local contractor before implementing the above guidance.

29
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9. Safe management of blood and body fluids

A spillage of blood or body fluids, e.g. urine, vomit, diarrhoea,
may contain microorganisms and expose staff, patients and
visitors to infection, so should be dealt with promptly. Staff
dealing with spillages should wear appropriate personal
protective equipment (PPE) and use standard infectio
precautions, including colour coded cleaning equipm®
National Colour coding scheme on page 43).

Spillage kits
Always use the appropriate spillage kit for
e.g. blood, urine or vomit.

Always ensure:
¢ The manufacturer’s instructiog

+ The spillage kit is in date gs e
may not be effective

+ The spillage kit is suitabl
surfaces if required

¢+ Waste is disp

If the spillage kit is e on a surface, e.g. soft
furnishing with pH neutral detergent
carpet shampooer.

or body fluids promptly. I:l I:l

2. Spillage kits with an expired date are
effective. I:l I:I

3. If amop is used, after use the mop head I:l I:I
should be disposed of.

9. Safe management of blood and body fluids (SIC:

31
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10. Safe management of care equipment

Cleaning, disinfection and sterilisation is known as

decontamination. Safe decontamination of reusable
equipment and care equipment before its first use
each use is an essential part of routine infection
prevent the transmission of infection.

There are 3 levels of decontamination

1. Cleaning Is a process which physically remove
blood, body fluids an

2. Disinfection | |s a process to rais

3. Sterilisation

tion - follows cleaning, for items used on
Act skin, mucous membranes, body fluids,
irmed or suspected infectious patients
finfectants are not effective if dirt or visible soiling is

Disinfectants can be in the form of a wipe, e.g. Azo wipes,
or as chlorine releasing tablets, such as Haztabs, Presept,
or liquids.

Some disinfectant products are ‘2 in 1°, which contain both

10. Safe manage¢ aer. of care equipment (SICP)

32



11. Safe managr nei. of linen, including uniforms and workwear (SICP)
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11. Safe management of linen, including
uniforms and workwear

Best practice in General Practice

settings is to use disposable paper
products, e.g. paper towels, couch rolls, {¢
to prevent the spread of infection.

Linen or fabric items are not

between each patient. Couch roll sh
modesty cover rather than a blank

n an undamaged, sealed
minated after each use.

nge in and out of uniform at work, or completely cover
form when travelling to and from work

¢ Wear a clean uniform at the start of each shift and have
enough uniforms to facilitate this

+ Use personal protective equipment, e.g. disposable apron,
to prevent contamination of uniform and workwear

36



(SICP)

injuries

12. Safe managr e, * of sharps and inoculation

Preventing Infection Workbook

12. Safe management of sharps and
inoculation injuries

Sharps are items that could cause cuts or puncture w
including needles and sharp instruments. It is the
responsibility of the user to dispose of sharps s
sharps container.

d patients.

correct colour coded sharps containers

p lid with matching purple labelled container:

ﬂ 2 disposal of sharps contaminated with cytotoxic and

Bstatic medicines, e.g. hormone and cancer drugs

Orange lid with matching orange labelled container:
for the disposal of sharps not contaminated with medicines

Yellow lid with matching yellow labelled container:
for the disposal of sharps contaminated with medicines

38
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Procedure following a splash or inoculation injury

In the event of a splash injury to eyes, nose or mouth

1. Rinse affected area thoroughly with copious amounts of running
water.

In the event of a bite or skin contamination

1. Wash affected area with liquid soap and warm run
and cover with a waterproof dressing.

In the event of a needlestick/sharps injury

1. Encourage bleeding of the wound by squeezing
under running water (do not suck the ygund).

2. Wash the wound with liquid soap and
running water and dry (do not s¢

ies (SICP)

ion Injur

In all cases

4. Report the injury to your
If the injury is cause
origin, splash to non-
has broken the skin
5. i ccufational Health department.

p or sharp of unknown
gucous membrane or a bite

mple from the patient to test for hepatitis
(following counselling and agreement of

on/antibody levels and you will be offered

noglobulin if they are low. The blood sample will be stored
results are available from the patient’s blood sample. If the
ource of the sharps injury is unknown, you will also have blood
samples taken at 6, 12 and 24 weeks for hepatitis C and HIV

If the patient (source) is confirmed or suspected to be HIV
positive, you will be offered Post Exposure HIV Prophylaxis (PEP)
treatment. This should ideally commence within 1 hour of the
injury, but not recommended beyond 72 hours post exposure

12. Safe manag' ne. * of sharps and inoculat

40
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Red Blue

Sanitary areas including sinks General areas, e.g. waiting/consulting
in sanitary areas rooms and sinks in general areas

Green Yellow
Kitchens Treatmer'1t and minor
operation rooms

+ Cleaning cloths should be single use.

+ Cleaning equipment should be stored clean, dried or Ie
air dry after use and not left to soak overgl

visibly stained.

Cleaning products

When using cleaning prod
personal protective equip
and gloves, and wear facial
splashing to the f;

the appropriate
disposable apron
is a risk of

Detergents

hdgfd also be used following contamination with
fluids (refer to the ‘Safe management of blood

Cleaning is essential before disinfection is carried out, unless
a ‘2-in-1’cleaning and disinfecting product is used.

Disinfectants which are virucidal and bactericidal should be
used for disinfecting surfaces after dealing with a patient with
a confirmed infection, e.g. MDRO, MRSA, or suspected viral

43

13. Safe management of the care environment (SICP,
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dress significant wounds that are less than 48 hours old,
cavity wounds or wounds of patients who are significantly
immunosuppressed, diabetic or at high risk of infection.

Aseptic technique competency
Only staff trained and competent in an aseptic techpife
should undertake the procedure.

L

An ‘Aseptic technique competency assessment record

and ‘Aseptic technique procedure audit tool’ for both
urinary catheterisation and wound dress
completed on an annual basis. Availg
www.infectionpreventioncontrol.cg

Training records and audit tog
inspection.

Summary for wour. \ -es

Description

S\, S

Gloves

Non-sterile

Sterile

Tap water (drinking
quality)

2023-10-31
Use by date, i.e.
use by

31 October 2023

(]

2021-10
Date of manufacture,
i.e. manufactured during
October 2021

Do not reuse,
Single use, use
only once

LOT

Batch code

ABC123

47
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15. Specimen collection

A specimen is a sample of tissue, organ or body fluid, e.g.

blood, urine, faeces, pus or sputum, taken from a patient for
the purpose of analysis to identify microorganisms that c3
disease and to provide medical direction for appropriatg
treatment.

All specimens are a potential infection risk to staff and sf
be handled and transported safely. Therefore, all specime
must be collected using standard infection
precautions.

Microscopy, culture and sensitivitieg
which microorganisms and their 4

Wherever possible, pecimen. As much

i ptoms, current antibiotic
d should be included on the
ost appropriate tests are

should be taken not to contaminate the
specimen, its outer container or label.

+ Ensure the lid is securely closed and
container placed in the plastic transport bag.

15. Specimen collection (Key topic)

49
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Remember

+ Venepuncture poses a risk of infection to both the patient
and staff member performing the procedure.

+ Use safer sharps incorporating a protection me
where possible.

It’s a fact

In 2010 WHO highlighted the most d¢ ~erous practices
known to increase the risk of needlestic. ~iury and
transmission of disease as beir-

# Recapping used needles sing two ands

# Recapping and disassern.  *ng v- aum containing tubes
and holders

# Reusing tourniquete . ‘acuu.  “ibe holders that may be
contaminated with be. *en. nd so..etimes blood

e®incture reduces the risk of you
uiring a blood borne virus if you sustain
needlestick injury during the procedure.

Fabric tourniquets can harbour more
microorganisms.

[
[

. When taking multiple blood samples from
a patient, they can be taken in any order.

[
[

16. Venepunctu : (k. 'topic)

56
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17. Clostridioides difficile

C. difficile is a bacteria that is present in the gut of around 66%
of children and 3% - 5% of adults. Our ‘good’ bacteria (normal
flora) keep the growth of C. difficile in check. However, whejg
antibiotics are given for an infection, the antibiotics can dig
the balance of bacteria in the gut and C. difficile can m
rapidly producing toxins (poisons) that cause diarrhoea O
inflammation of the bowel.

C. difficile produces microscopic spores, w
the naked eye, and are hard to kill, thegg
diarrhoea. The spores are resistan
and can survive in the environmg
years.

Risk factors for C. diffici
The risk factors associated

chronic renal disease,
ions and oncology

icnts who are receiving or recently
(within 3 months), especially

r medication: patients receiving anti-ulcer
medications, including antacids and proton pump inhibitors
(PPIls), for treating reflux (heartburn and indigestion)

+ Nasogastric tubes: patients with a nasogastric tube in situ

17. Clostridioides difficile (Specific infection)
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18. MDROSs, including ESBL and CPO (Multidrug-
resistant organisms including extended-spectrum beta-
lactamase and carbapenemase-producing organism)

Multidrug-resistant organisms (MDROs) are microorganisryg
that have become resistant to the drugs normally used ig
treat them. MDROs include bacteria, fungi, viruses g4
parasites, however this section will focus on bacteria O

Antimicrobial resistance is the ability of bacteria to resist thW
effects of antibiotics normally used to treat g@gm, so the
bacteria are not killed, this is known as ‘anti resistance’.

Antibiotic resistance makes infectio
also increase the length of severi
infection, adverse reactions (du§

alternative drugs), length of, fo. ion and overall
costs.

Numerous bacteria are nor i bowel. Not all
are resistant to agiiotics an i

illness. Species ' und include
Escherichia coli (E. ) '
Enterobag [ . ¥ollectively these bacteria
jve bacilli (GNB). These

2d to as multidrug-resistant organisms
ly known as multi-resistant Gram-negative

s contain beta-lactamases (extended

eta lactamases or ESBL's) which can destroy/
e even broad spectrum antibiotics, such as
cefuroxime and cefotaxime.

Newer recently identified MDROs known as MDRO CPO
(carbapenemase-producing organism), formerly known as
CPE (carbapenemase-producing Enterobacteriaceae), are

61
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Guidance for General Practice

e.g. long-term respiratory ventilation

Routes of transmission
MDROs can be spread by:

Direct contact: person-to-person, e.g. contact with an
infected persons body fluids

Indirect contact: medical devices, care equipment or
environment that has not been appropriately decontaming

MDRO colonisation: means that MDRO i sent on orin
the body without causing an infection. Co
MDRO may be long term

MDRO infection: means that thg

cautions (SICPs)
and, where re i ed precautions

ence of wound drainage,
. In these situations, there

ding for a wound dressing, where possible,
eduled at the end of the session to allow

of extensive splashing of body fluids to the
unitorm, e.g. dealing with an ileostomy.

+ If the patient has attended for an examination or
procedure, reusable devices, care equipment, the
treatment couch and the immediate area, should be
cleaned and disinfected (see sections 10 and 13).
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bacteria. Colonisation may be long term and usually does not
require antibiotic treatment.

MRSA infection
Usually occurs in health and social care settings an
particularly in vulnerable patients. MRSA can ca
infections ranging from wound infections to pn
bacteraemia. Clinical infection occurs either fro
own resident MRSA (if they are colonised) or by tra
from another person with MRSA. If in
antibiotic treatment should be prescrib
treatment considered.

MRSA screening

p of the swab inside the nostril at
angle shown.

isthot necessary to insert the swab too far
o the nostril.

Gently rotate the swab ensuring it is touching
the inside of the nostril.

¢ Repeat the process using the same swab for
the other nostril.

¢ Place the swab into the container.

» Remove and dispose of gloves and apron
and clean hands.

e Complete patient details on the container and
specimen form. Request ‘MRSA screening’
under clinical details on the form.

19. MRSA (Speci cin. ction)
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recommended unless the patient is particularly vulnerable
to infection, poses a special risk to others, e.g. healthcare
worker, or spread of infection is continuing in close
contacts.

¢+ Communicate PVL-SA status to any receiving health g0
social care providers (see page 19).

Note

¢ An advice sheet ‘PVL-SA Information fo
available to download at
www.infectionpreventioncontrol.co

crvice users’ is

It’s a fact

# Panton and Valentine w two . ' .s who discovered
this toxin which kills whit. *. ~d cen. “eukocytes), and is
known as ‘leucocidin’.

1 be suSpected if a patient
rrent boils, abscesses, or

0 an infection.

o
O
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4. Patients attending for a wound dressing,
where possible, should be scheduled at
the end of the session to allow time for
environmental cleaning and disinfection.
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21. Respiratory illnesses

Viral and bacterial infections can be transmitted by the
respiratory tract in respiratory secretions.

Respiratory tract infections (RTls) are mainly cau
viruses and can affect the upper respiratory tr
respiratory tract.

Upper respiratory tract infections (URTlIs), e.g. sore
Rhinovirus (common cold), sinusitis, golve the throat,
or sinuses. usually get better without

lungs.

Respiratory viral an i @ ons, which cause more

pe®ed cases, follow national IPC guidance
atory illnesses may all have similar symptoms
iding runny nose, sore throat, cough, wheeze, lethargy,
pody aches and fever.

RTIs caused by bacteria, e.g. pneumonia, tuberculosis,
usually require antibiotic treatment and in some cases,
admission to hospital.

21. Respiratory .ne ses (Specific infection)
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22. Viral gastroenteritis/Norovirus

Viral gastroenteritis is usually caused by a virus known as

Norovirus, other less common causes include Rotavirus and
Sapovirus. The incubation period for viral gastroenteritis
ranges from 24-48 hours, but cases can occur within 1
of exposure.

Viral gastroenteritis is highly infectious and can spread €3
from person-to-person, therefore, it is important to use
standard infection control precautions.

What does viral gastroenteritis ca
Symptoms include:

+ Sudden onset of vomiting w
projectile

ct: person-to-person, e.g. hands that have not
thoroughly

contact: medical devices, care equipment or
environment, that has not been appropriately decontaminated.
Faecally contaminated food or water

Also, via the droplet route: infectious droplets in vomit
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