
Guidance for General Practice 

1 

             

 
  

 
 

 

Name  
 
Job Title  

 

Preventing 

Infection 

Workbook 
 Guidance for  

General Practice 

5th Edition 

 

 

 

 

SAMPLE



Guidance for General Practice 

3  C
o

n
te

n
ts

 

S
e
c
ti

o
n

 1
 

S
e
c
ti

o
n

 2
 -

 S
IC

P
s

 a
n

d
 T

B
P

s
 

S
e
c
ti

o
n

 3
 -

  
K

e
y
 t

o
p

ic
s
 

S
e
c
ti

o
n

 4
 -

 S
p

e
c

if
ic

 i
n

fe
c

ti
o

n
s
 

S
e
c
ti

o
n

 5
 

Contents  
Page 

1. Introduction ◼ 4 

2. Infection prevention and control  ◼ 5 

3. SICPs and TBPs ◼ 9 

4. Hand hygiene ◼ 11 

5. Patient placement and assessment for infection risk ◼ 17 

6. PPE ◼ 19 

7. Respiratory and cough hygiene ◼ 24 

8. Safe disposal of waste, including sharps ◼ 26 

9. Safe management of blood and body fluid spillages ◼ 30 

10. Safe management of care equipment ◼ 32 

11. Safe management of linen, including uniforms and 
 workwear ◼ 36 

12. Safe management of sharps and inoculation injuries ◼ 38 

13. Safe management of the care environment  ◼ 41 

14. Antimicrobial stewardship ◼ 44 

15. Aseptic technique ◼ 45 

16. Specimen collection ◼ 49 

17. Venepuncture ◼ 54 

18. C. difficile ◼ 57 

19. MRGNB, including CPE ◼ 61 

20. MRSA  ◼ 65 

21. PVL-SA ◼ 69 

22. Respiratory illnesses ◼ 72 

23. Viral gastroenteritis/Norovirus ◼ 75 

Commentary  77 

Key references  78 

Certificate of completion  79 

Manager to tick sections to be completed 

SAMPLE



Preventing Infection Workbook 

4 

1.  Introduction 

We are an NHS Community Infection Prevention and Control (IPC) 

Team based in North Yorkshire, and our aim is to support staff in 

General Practice to achieve best practice in IPC.  This Workbook 

complements a range of educational resources and bulletins, further 

information is available at www.infectionpreventioncontrol.co.uk. 

The Workbook is evidence-based using national guidance.  It is 

intended to be the foundation for best practice for IPC.  By applying the 

principles within the Workbook you will demonstrate commitment to 

high quality care and patient safety.  The Health and Social Care Act 

2008: code of practice on the prevention and control of infections and 

related guidance (Code of practice), Department of Health and Social 

Care, December 2022, states “Good IPC, including cleanliness, is 

essential to ensure that people who use health and social care services 

receive safe and effective care”. 

The IPC Education Framework, NHS England, 2023, describes 3 tiers 

to classify the IPC education requirements of staff, including 

antimicrobial stewardship (AMS).  The tiers are incremental, building 

from tier 1 to tier 3 as follows: 

Tier 1 - Everyone working in health and social care settings 

Tier 2 - All staff working directly with/providing care to patients and/

 or who work in the clinical environment 

Tier 3 - All staff who are responsible for an area of care 

The Workbook provides the IPC knowledge required to underpin the 

standards of practice expected from staff across each of the 3 tiers.  It 

is designed to be undertaken in stages which allows you to complete 

the ‘Test your knowledge’ sections before moving onto the next section.  

On completion, your Manager will check that you have achieved 100% 

competency and sign the ‘Certificate of completion’.  You should keep it 

as evidence of learning and as an on-going reference guide.  

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 IPC training. 
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Examples of the chain of infection 

 

Case study: Chain of infection showing how Panton Valentine 
Leukocidin Staphylococcus aureus (PVL-SA) can be spread  

Mr Smith, a 19 year old rugby player, has an abscess confirmed to be PVL-SA positive.  

A Practice Nurse dresses the wound and does not perform hand hygiene after removing 

her gloves and apron.  Her next patient is 24 year old Miss Jones who has a deep cut 

on her hand.  The Practice Nurse transmits PVL-SA to Miss Jones when applying a new 

dressing.  A week later Miss Jones returns to the surgery with an abscess and 

subsequently develops further abscesses over the next 6 months which were confirmed 

to be PVL-SA positive.  

Examples of how to break the PVL-SA chain of infection 

 

Agent 
Bacteria 
Viruses 

Susceptible host 
 Chronic diseases 
Invasive devices 

Immunosuppressed 
Age 

Reservoir 
People 

Contaminated care 
equipment/surfaces 

Water/food 

Portal of entry 

Mucous membrane 
Urinary tract 

Respiratory tract 
Gastrointestinal tract 

Broken skin 

Means of  
transmission 

Hands 
Equipment/surfaces 

Ingestion 
Airborne 

Portal of exit 

Coughing 
Sneezing 

Diarrhoea/vomiting 
Skin 

Break the chain 
Standard infection control 
precautions 

Agent 
PVL-SA 

Susceptible host 
 PVL-SA exposure 

Reservoir 

People 
Contaminated care 
equipment/surfaces 

Portal of entry 
Broken skin 

Means of  
transmission 

Hands 
Equipment/surfaces 

Portal of exit 
Wound exudate 

Break the chain 
Rapid identification of organism, 
prompt treatment if appropriate 

Break the chain 
End of session appointments, 
hand hygiene, cleaning and 
disinfection 

Break the chain 
Hand hygiene, aseptic 
technique  

Break the chain 
Hand hygiene, PPE, transmission 
based precautions, decontamination 

Break the chain 
Hand hygiene, correct disposal 
of dressings, aseptic technique 
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TBPs (Transmission based precautions) 

In some circumstances, SICPs may not be sufficient to prevent 

transmission of specific infections.  Therefore, additional TBPs 

may also need to be taken. 

The need for TBPs is based on the: 

 Infectious agent that is confirmed or suspected 

 Severity of illness caused by the specific infection 

 Transmission route of the infectious agent (which may be 

more than one route) 

 Procedures undertaken 
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TBPs are categorised by the following routes of 

transmission: 

Contact precautions 

Used to prevent and control infections transmitted via direct contact 

with the patient, or indirectly from the patient’s immediate care 

environment and care equipment.  This is the most common route of 

transmission of infection. 

Droplet precautions 

Used to prevent and control infections transmitted over short distances 

(at least 1 metre) via droplets from the respiratory tract of one person 

directly onto a mucous membrane, e.g. eyes, nose, mouth, of another 

person.  Droplets can penetrate the respiratory system to above the 

alveolar level.  Droplets fall rapidly onto surfaces due to their weight. 

Airborne precautions 

Used to prevent and control infections transmitted without necessarily 

having close patient contact via aerosols from the respiratory tract of 

one person directly onto a mucous membrane, 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. 
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Bare below the elbows 

‘Bare below the elbows’ (BBE) facilitates good hand hygiene.  

BBE is about exposing the forearms and being free from wrist 

and hand jewellery, including dermal piercings (other than one 

plain band ring).  A religious bangle can be worn, but should be 

moved up the forearm during hand hygiene and secured during 

patient care activities.  Disposable oversleeves, if worn, must be 

removed and disposed of before hand hygiene is performed.  

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. 

Hand cleaning methods 

Handwashing (using the technique shown on page 15) 

Wash hands with liquid soap, warm running water and dry  

with paper towels when: 

 Hands are visibly soiled or dirty 

 Seeing a patient who has symptoms of vomiting or diarrhoea 

 Seeing a patient with a confirmed or suspected gastrointestinal 

infection, e.g. Norovirus, C. difficile 

Non-alcohol skin wipes can be used when it is not possible to perform 

handwashing, e.g. home visits with inadequate hand hygiene facilities.  

This should be followed by the use of alcohol handrub, and staff must 

wash their hands at the first opportunity. 

Alcohol handrub (use steps 2-8 of the technique on page 15) 

In all circumstances, except those listed above, alcohol handrub offers 

a practical and acceptable alternative to handwashing for routine hand 

hygiene.  Apply a palmful of the alcohol handrub into a cupped hand. 

Surgical hand antisepsis 

Liquid soap and warm water followed by alcohol handrub licenced for 

surgical rubbing, or the use of an antibacterial solution licenced for 

surgical scrubbing, removes transient as well as resident 

microorganisms.  This level of hand hygiene should be used prior to 

minor surgery.  Alcohol handrub licenced for surgical rubbing can be 

used between procedures. 
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 When hands are visibly dirty or soiled 

 Before the start of your shift and before you go home  

 Before putting on and after removal of personal protective 

equipment (PPE) 

 Before and after having a coffee/tea/meal break 

 After coughing, sneezing or blowing your nose 

 After using the toilet 

Adapted from the WHO Alliance for Patient Safety 2006 

Your 5 moments for hand hygiene at the point of care 

1 
BEFORE PATIENT 
CONTACT 

WHEN?  Clean your hands before touching a patient when approaching him/her. 
WHY?  To protect the patient against harmful germs carried on your hands. 

2 
BEFORE A CLEAN/
ASEPTIC 
PROCEDURE 

WHEN?  Clean your hands immediately before any clean/aseptic procedure. 
WHY?  To protect the patient against harmful germs, including the patient’s own, 

from entering his/her body. 

3 
AFTER BODY 
FLUID EXPOSURE 
RISK 

WHEN?  Clean your hands immediately after an exposure risk to body fluids (and 
after glove removal). 
WHY?  To protect yourself and the healthcare environment from harmful patient 
germs. 

4 
AFTER PATIENT 
CONTACT 

WHEN?  Clean your hands after touching a patient and her/his immediate 
surroundings, when leaving the patient’s side. 
WHY?  To protect yourself and the healthcare environment from harmful patient 
germs. 

5 
AFTER CONTACT 
WITH PATIENT’S 
SURROUNDINGS 

WHEN?  Clean your hands after touching any object or furniture in the patient’s 
immediate surroundings when leaving—even if the patient has not been touched. 
WHY?  To protect yourself and the healthcare environment from harmful patient 
germs. 
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 Where possible, ensure good ventilation by opening windows. 

Decontamination of the room or area 

 The room or area used for isolation should be 

decontaminated, e.g. cleaned and disinfected, after use.   

 If the room or area cannot be decontaminated immediately, a 

notice should be displayed stating ‘Isolation area - awaiting 

deep clean, do not enter’.  

If transfer to hospital is required, the ambulance service and 

hospital department should be notified of the infectious status of 

the patient.  Documentation, such as a patient passport or ‘Inter-

health and social care infection control transfer form’, 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.  A form is available to download at 

www.infectionpreventioncontrol.co.uk. 
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Note 

• Prior to transfer, always ensure that any leaking wounds are 

covered with an appropriate dressing. 

• File completed transfer documentation in the patient’s notes. 

Test your knowledge  
Please tick the correct answer 

 
True 

 
False 

1. Patients with specific infections should be 

isolated in a designated room or area.   

2. Where possible, open windows to ensure good 

ventilation.   

3. The room or area used for isolation should be 

decontaminated after use.    

4. It is not necessary to inform the ambulance 

service of the patient’s infectious status.   
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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: 

Facial protection (eye protection, masks/respirators, visors) 

 Appropriate facial protection should be worn when there is a 

risk of splashing of blood and/or body fluids or substances 

hazardous to health, e.g. cleaning/disinfecting products, to 

the face, or the patient has a confirmed or suspected 

infection transmitted by the droplet or airborne route, such as 

flu, Pulmonary TB, rubella, measles.  For any new or 

emerging infections refer to the latest national IPC guidance.  

Facial protection must not be touched when being worn. 

 Prescription glasses are not considered as eye protection.   

Disposable or reusable eye protection should be worn when 

required. 

 A fluid resistant surgical mask should be worn when there is 

a risk of splashing on to the nose or mouth or the patient has 

a confirmed or suspected infection transmitted by the droplet 

or airborne route, see page 10.  

 FFP3 (respirator) masks are rarely required in General 

Practice.  Advice on wearing these is issued by the UK 

Health Security Agency (UKHSA).  When either a disposable 

or reusable FFP3 mask is required, staff must have been fit 

tested and also perform a fit check each time a mask is worn. 

White Clinical tasks, e.g. wound dressing 

Yellow Cleaning of treatment and minor operation rooms 

Blue Cleaning of general areas, e.g. consulting rooms 

Red  Cleaning of sanitary areas 

Green Cleaning of kitchen areas 
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Note 

• Supplies of PPE should be available wherever care is 

delivered, be within the expiry. 

• Hands should be cleaned before putting on and after removal 

and disposal of each item of PPE. 

• Gloves are not a substitute for handwashing. 

• Risk assessments should be performed before use of latex 

gloves due to the potential patient and staff sensitivity to latex. 

• Vinyl gloves are loose fitting, less durable, more likely to tear, 

and not recommended for contact with blood or body fluids. 

• All PPE should be changed between each task and disposed 

of in the appropriate waste stream as soon as the task is 

completed.   

• To minimise the risk of transmission of infection, gloves, 

which are potentially the most contaminated item, should 

always be removed first, followed by the apron and then eye 

protection and mask (see page 22). 

Test your knowledge 
Please tick the correct answer True False 

1. Wearing PPE protects patients and staff from 

infection.   

2. Prescription glasses are considered 

appropriate eye protection.   

3. When removing PPE, gloves are the last item 

to be removed.   

4. Infectious PPE should be disposed of in the 

orange waste stream.   

support and cover the entire foot to avoid contamination. 
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 To cover their nose and mouth with a disposable tissue when 

sneezing or coughing and using a disposable tissue for 

wiping and blowing their nose 

 To wash their hands with liquid soap and warm running water 

or use an alcohol handrub after coughing, sneezing, wiping 

or blowing their nose 

 To cough or sneeze into the crux of 

the elbow if a tissue is not available, 

not into their hands and not into the 

air 

 To dispose of used tissues promptly 

into a waste bin 

 

A ‘Respiratory and cough hygiene 

Poster’ is available to download at 

www.infectionpreventioncontrol.co.uk.  

Test your knowledge   
Please tick the correct answer True False 

1. Good respiratory and cough hygiene is 

essential to reduce the risk of spreading 

respiratory infections.  

  

2. The influenza virus can survive in the 

environment for up to 24 hours, COVID-19 up 

to 72 hours. 

  

3. It is not important for rooms to be well 

ventilated.   

4. Cover the nose and mouth with a disposable 

tissue when coughing or sneezing.   
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Waste stream guide for General Practice (continued) 

Colour * Description 

Yellow and 

black 

striped 

bag 

Offensive (non-infectious) waste from patients with no 
confirmed or suspected infection, which may be 
contaminated with body fluids 
Examples are: 

• Used non-infectious PPE, e.g. gloves, aprons, facial protection 

• Uncontaminated dressings 

• Non-infectious contaminated couch roll 

 Cytotoxic or cytostatic medicine waste 
Examples are: 

• Medicine containers with residues of cytotoxic or cytostatic 
medicines (bottles, infusion bags or syringe barrels)  

• Items contaminated with cytotoxic or cytostatic medicines, e.g. 
swabs 

• Used sharps from treatment using cytotoxic or cytostatic 
medicines  

 Medicinal waste classed as non-hazardous (excluding cytotoxic 
and cytostatic).  Examples are: 

• Unused medicines in original packages 

• Part empty containers containing residues of medicines  

• Empty medicine bottles  

 Domestic/municipal waste (includes items normally found in 
household waste).  Examples are: 

• Uncontaminated couch roll 

• Food waste 

• Paper towels 

Purple 

bag or 

purple 

lidded 

sharps 

container 

Black 
bag 

   

Blue 

lidded 

sharps 

container 

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

Sharps containers 

 Must only be used for the disposal of sharps. 

 Should be the correct size and colour according to usage. 

 Must be assembled correctly in line with the manufacturer’s 

instructions, ensuring the lid is snapped firmly in place all 

around the rim to avoid spillage or injury. 
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Test your knowledge  
Please tick the correct answer True False 

1. All staff in General Practice are responsible 

for the safe management and disposal of 

waste. 

  

2. Waste bins in clinical areas and toilets should 

be foot pedal operated with a lid and liner.   

3. Waste bags should be labelled with the 

address and date prior to collection.   

4. Waste classified as offensive should be 

placed in an orange waste bag.   

 Must have the label completed with date, signature and 

location on assembly and locking for traceability purposes. 

 Must  be located in a safe position that avoids spillage and at 

a height that allows for safe disposal of sharps.  Containers 

should not be placed on the floor. 

 Must be away from public areas, e.g. waiting rooms, and out 

of the reach of children, to avoid accidents. 

 Must have the lid opening put into the temporary closed 

position when not in use to prevent the risk of spillage. 

 Must not be shaken or the contents pressed down to make 

room for more sharps or attempts to move or retrieve an item 

from the sharps container. 

 Must not be filled above the ‘fill line’ as this could result in 

sharps protruding from the opening. 

 Sharps containers must be disposed of when the fill line has 

been reached. 

 Containers awaiting disposal should be stored in a secure 

location. 
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Test your knowledge  
Please tick the correct answer True False 

1. A spillage of blood or body fluids, e.g. urine, 
vomit, diarrhoea, may contain microorganisms.   

2. A spillage of blood or body fluid should be 

dealt with promptly.   

3. Always ensure the spillage kit is in date. 
  

4. Spillage kits should be securely stored away 

from public access.   

they should be disposed of in the appropriate waste stream. 

Note 

• Some spillage kits contain solidifying polymer granules.  A 

National Patient Safety Agency Alert was issued following a 

number of deaths and incidents related to patients ingesting 

the product.  The Alert advises a risk assessment and 

establishment of procedures to ensure supplies are securely 

stored away from the general public. 

• All staff need to be trained on the use of 

spillage kits and be aware of where they 

are stored.   

• Good practice is to display signs indicating 

where spillage kits are stored.  A ‘Spillage 

kit location Poster’ is available to download 

at www.infectionpreventioncontrol.co.uk.  

Remember 

 Best practice is to use the appropriate spillage kit for the type 

of spillage.   
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10.  Safe management of care equipment 

Cleaning and/or disinfection and/or sterilisation are known as 

decontamination.  Safe decontamination of reusable medical 

equipment and care equipment before its first use and after each 

use is an essential part of routine infection control to prevent the 

transmission of infection. 

1.  Cleaning - for items used on intact skin and  

non-infectious patients 

 Detergent wipes or general purpose neutral detergent, warm 

water and single use cloths should be used for the cleaning 

of any reusable medical or care equipment, e.g. examination 

couch, pillow case, stethoscope, doppler, that has been in 

contact with intact skin (for example skin which has no 

breaks, grazes, cuts).  Cleaning is essential before 

disinfection or sterilisation is carried out.   

2.  Disinfection - follows cleaning, for items in contact with 

non-intact skin, mucous membranes, body fluids, 

confirmed or suspected infectious patients  

 Disinfectants are not effective if dirt or visible soiling is 

present.  

 Disinfectants can be in the form of a wipe, tablets or liquids. 

There are 3 levels of decontamination that can be used 

1.  Cleaning Is a process which physically removes dirt, blood, 

body fluids and many microorganisms, e.g. 

bacteria or viruses.  

2.  Disinfection Is a process which removes or kills pathogenic 

(disease causing) microorganisms using a 

disinfecting agent or method.  

Is a process for the complete destruction or 

removal of all microorganisms.   

3.  Sterilisation 
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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 recommended 

for use as it is not practical to launder them between each 

patient.  Couch roll should be used for modesty cover rather 

than a blanket. 

A new disposable couch roll sheet should be used to cover 

couches and pillows after each patient use.   

Pillows, if used, should be encased in an undamaged, sealed 

wipeable plastic cover and decontaminated after each use. 

It is recommended that disposable curtains and screens are 

used.  They should be changed as per local cleaning schedule 

or immediately if visibly soiled, e.g. with blood, body fluids, dirt or 

stains.  If fabric curtains or screens are used, they should be 

professionally laundered as per local cleaning schedule or 

immediately if visibly soiled. 

Washing uniforms or clothing worn at work 

Always:  

 Change in and out of uniform at work, or completely cover 

uniform 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 (PPE) in accordance with 

‘Standard infection control precautions’ (SICPs), e.g. 

disposable apron, to prevent contamination of uniform and 

workwear 
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12.  Safe management of sharps and 
 inoculation injuries 

An inoculation incident is where the blood/body fluid of one 
person could gain entry into another person’s body, such as: 

 A sharps/needlestick injury with a used instrument or needle 

 Spillage of blood or body fluid onto damaged skin, e.g. graze, 
cut, rash, burn 

 Splash of blood or blood stained body fluid into the eyes, 
nose or mouth 

 Human bite causing skin to be broken 

Many accidental exposures to blood and body fluids are not 

classed as inoculation incidents, e.g. splashes onto intact skin.  

In these circumstances, washing the contaminated area 

thoroughly with liquid soap and warm running water is all that is 

required.  Exposure to sterile sharps are also not considered to 

be inoculation injuries.  

Good practice to prevent a needlestick/sharps injury 

 Where possible, use safer sharps devices which have a 

protection mechanism incorporated.  

 Never recap needles due to the high risk of injury. 

 Dispose of the needle and syringe as one 

unit.  If it is necessary to detach the 

needle, great care must be taken, 

preferably using the device on the sharps 

container. 

 Sharps should be disposed of at the point 

of use by the person using the sharp.   

 Never pass used sharps from person-to-person as it 

increases the risk of injury. 

 Request assistance when using sharps with reluctant or 

confused patients. 
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Test your knowledge 
Please tick the correct answer True False 

1. Many accidental exposures to blood and body

fluids are not classed as inoculation incidents,

e.g. splashes onto intact skin.

 

2. Sharps should be disposed of at the point of

use by the person using the sharp.  

3. Needles should be recapped after use.
 

4. If you sustain a used sharps injury, you must

Bleed it, Wash it, Cover it and Report it.  

Note 

• Hepatitis B vaccination should be

offered to all staff in contact with

sharps or inoculation risk.

• It is good practice to display an

’Actions to be taken following a

sharps injury, blood splash or body

fluid incident’ poster for staff.

For further details visit

www.infectionpreventioncontrol.co.uk.

It’s a fact 

 The risk of acquiring a blood-borne virus from an infected 

patient is approximately up to 30% for hepatitis B, 3% for 

hepatitis C and 0.3% for HIV. 

 Around 100,000 needlestick and other sharps related injuries 

are reported by UK healthcare workers every year. 
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significant wounds that are less than 48 hours old, cavity 

wounds or wounds of patients who are significantly 

immunosuppressed, have diabetes or are at high risk of 

infection. 

Aseptic technique competency 

 Only staff trained and competent in an aseptic technique 

should undertake the procedure. 

 An ‘Aseptic technique competency: Annual Assessment Tool’ 

should be completed on an annual basis.  Available to 

download at www.infectionpreventioncontrol.co.uk.  

 Training records and audit tools should be available for 

inspection. 

Symbols and their meaning 

2026-01-31 
Use by date, i.e. 
use by 
31 January 2026 

2024-01 
Date of manufacture, 
i.e. manufactured
during
January 2024

Do not reuse, 
single use, use only 
once Batch code 

LOT ABC123 

Summary for wound dressings

Description Aseptic technique Clean technique 

Gloves Sterile Non-sterile 

Dressings Sterile Sterile 

Cleansing 

solution 

Sterile water/saline/

antiseptic 

Tap water (drinking 

quality) 
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16. Specimen collection

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

blood, urine, faeces, pus or sputum, taken from a patient to 

identify microorganisms, e.g. bacteria and viruses, that cause 

disease and to provide medical direction for appropriate 

treatment.  Sometimes, specimens are obtained for monitoring 

purposes, e.g. checking for blood and kidney disease. 

All specimens are a potential infection risk to staff and should be 

handled and transported safely.  Therefore, all specimens must 

be collected using ‘Standard infection control precautions’. 

Microscopy, culture and sensitivities (MC&S) is the process in 

which microorganisms and their antimicrobial sensitivities are 

identified.   

Specimens for MC&S should only be taken if there are 

indications of a clinical infection (see tables, pages 51 and 52).  

This helps reduce the risk of inappropriate antibiotic prescribing. 

Wherever possible, obtain a fresh specimen.  As much relevant 

clinical information, e.g. symptoms, current or recent antibiotic 

treatment, recent travel abroad, should be included on the 

specimen form to ensure the most appropriate tests are 

undertaken in the laboratory. 

Taking specimens in General Practice or the community 

 Wash hands before and after specimen collection. 

 Wear appropriate personal protective equipment (PPE). 

 Care should be taken not to contaminate the 

specimen, the outer container or label. 

 Ensure the lid is securely closed and place the 

container in the plastic transport bag. 

 Specimens should be labelled correctly, all details completed 

on the form and placed in the appropriate specimen bag. 
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Test your knowledge  
Please tick the correct answer True False 

1. Venepuncture only poses a risk to the patient. 
  

2. Use safer sharps devices which incorporate a 

protection mechanism, where possible.   

3. Wearing gloves can help prevent acquiring a 

blood-borne virus if you sustain a needlestick 

injury when undertaking venepuncture. 

  

4. Blood samples can be taken in any order. 
  

Remember 

 Venepuncture poses a risk of infection to both the patient and 

staff member performing the procedure. 

 Use safer sharps devices incorporating a protection 
mechanism, where possible.  

 Best practice is to decontaminate the skin prior to 
venepuncture. 

It’s a fact  

In 2010 WHO highlighted the most dangerous practices known 

to increase the risk of needlestick injury and transmission of 

disease as being: 

 Recapping used needles using two hands 

 Recapping and disassembling vacuum containing tubes and 

holders  

 Reusing tourniquets and vacuum tube holders that may be 

contaminated with bacteria and sometimes blood 
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18.  C. difficile 

Clostridioides difficile (C. difficile) is a bacteria that is present in the 

gut of 30%-40% of babies and 3%-5% of adults.  Our ‘good’ 

bacteria (normal flora) keep the growth of C. difficile in check.  

However, when antibiotics are given for an infection, the antibiotics 

can disturb the balance of bacteria in the gut and C. difficile can 

multiply rapidly producing toxins (poisons) that cause inflammation 

of the bowel and diarrhoea. 

C. difficile produces microscopic spores, which are invisible to 

the naked eye, and are hard to kill, these are then passed in 

diarrhoea.  The spores are resistant to air, drying and heat, and 

can survive in the environment for months and even years. 

 

Risk factors for C. difficile  

The risk factors associated with acquiring C. difficile are: 

 Age: incidence is much higher in those aged over 65 years 

 Underlying disease: those with chronic renal disease, 

underlying gastrointestinal conditions and oncology patients 

 Antibiotic therapy: patients who are receiving or recently 

received antibiotic treatment (within 3 months), especially 

broad-spectrum antibiotics 

 Recent hospital stay: patients who are frequently in hospital 

or who have had a lengthy stay in hospital 

 Bowel surgery: those who have had bowel surgery 

 Other medication: patients receiving anti-ulcer medications, 

including antacids and proton pump inhibitors (PPIs), for 

treating reflux (heartburn and indigestion) 

 Nasogastric tubes: patients with a nasogastric tube in situ 

 Previous history of colonisation or infection with 

C. difficile: patients are at greater risk of developing 

C. difficile infection (CDI) 
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19.  MRGNB, including CPE  

Some types of Gram-negative bacteria, which live naturally in 

the gut, have developed the ability to be resistant to many 

commonly used antibiotics.  These bacteria are known as Multi-

resistant Gram-negative bacteria (MRGNB).  Not only are these 

bacteria resistant to antibiotics, but they can also pass on this 

resistance to other types of bacteria.  The types of bacteria that 

most commonly develop this ability include: 

 E. coli 

 Klebsiella 

 Pseudomonas 

 Enterobacter 

 Proteus 

If MRGNB cause an infection, for example, urinary tract 

infection, pneumonia or wound infection, they are very difficult to 

treat as they are resistant to many antibiotics.   

Over recent years, another type of MRGNB known as 

carbapenemase-producing Enterobacterales (CPE) has been 

identified.  These resistant strains of bacteria produce an 

enzyme that destroys the powerful group of antibiotics, such as 

imipenem which is used in hospitals.  Until now, these have 

been the ‘last resort’ antibiotics relied on when other antibiotics 

have failed to treat infections.   

In the UK, over the last number of years, there has been a rapid 

increase of infection and colonisation by CPE bacteria causing a 

number of outbreaks. 

It is important to remember that MRGNB are not usually a 

problem to people who are healthy, but are a risk to vulnerable 

people. 
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Where are these bacteria found? 

These bacteria are commonly found in the gastrointestinal tract 

(gut) where they are part of the ‘healthy’ bacteria (normal flora).   

They can also be found: 

 In the environment 

 In water or soil 

 On the hands of staff 

 On care equipment 

These bacteria are often found in urine specimens submitted to 

the Microbiology Department.  

 

Risk factors for MRGNB 

People at most risk of being colonised or infected with MRGNB 

are: 

 Those who in the last 12 months have: 

 Been an inpatient in any hospital, UK or abroad 

 Had multiple hospital treatments, e.g. dialysis, or have 

had cancer chemotherapy 

 Been previously identified as CPE positive (includes 

household and care home contacts of confirmed cases) 

 Been admitted to a hospital augmented care or high-risk 

unit 

 Or based on local epidemiology: 

 Are immunosuppressed 

 Have had previous exposure to broad-spectrum antibiotic 

courses, particularly carbapenems in the last month 

 Are resident in ‘Long Term Care Facilities’, particularly 

where higher levels of interventional care are provided, 

e.g. long-term respiratory ventilation 
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MRGNB colonisation: means that MRGNB is present on or in 

the body without causing an infection.  Colonisation with 

MRGNB may be long term 

MRGNB infection: means that the MRGNB is present on or in 

the body and is multiplying causing clinical signs of infection, e.g. 

urine infection, pneumonia, or wound infection 

Routes of transmission 

MRGNB can be spread by: 

 Direct contact: person-to-person, e.g. contact with an 

infected person 

 Indirect contact: medical devices, care equipment or 

environment that have not been appropriately 

decontaminated, e.g. toilet flush button/handle, toilet 

assistance rails 

Management of a patient colonised/infected with MRGNB 

 Always use ‘Standard infection control precautions’ (SICPs) 

and, where required, ‘Transmission based precautions’  

(TBPs) should be used on a risk assessed basis, particularly 

where there is a presence of wound drainage, diarrhoea or 

faecal incontinence.  In these situations, there is increased 

potential for environmental contamination and subsequent 

risk of transmission. 

 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. 

 A long sleeved fluid repellent gown should be worn if there is 

a risk of extensive splashing of body fluids to the uniform, 

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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MRSA.  If infection is present, antibiotic treatment should be 

prescribed and suppression treatment considered. 

Routes of transmission 

MRSA can be spread by: 

 Direct contact: person-to-person, e.g. touching or dressing 

a wound  

 Indirect contact: medical devices, care equipment or 

environment that have not been appropriately 

decontaminated  

MRSA screening 
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How to take a nasal swab for MRSA screening 

 • Wash hands, apply apron and non-sterile 

gloves. 

• Place a few drops of either sterile 0.9% 

sodium chloride or sterile water onto the swab 

taking care not to contaminate the swab. 

 • Place the tip of the swab inside the nostril at 

the angle shown.    

• It is not necessary to insert the swab too far 

into 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. 

• Complete patient details on the container and 

specimen form.  Request ‘MRSA screening’ 

under clinical details on the form. 
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the immediate area, should be cleaned and disinfected (see 

sections 10 and 13). 

 Repeat screening and suppression treatment is not required 

unless the patient has recurrent infection, is particularly 

vulnerable, 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 and 

social care providers (see page 18). 
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Test your knowledge  
Please tick the correct answer True False 

1. PVL-SA produces a toxin which destroys 

white blood cells.   

2. Risk factors for PVL-SA include crowding, 

e.g. military training camps.   

3. PVL-SA should be suspected if a patient has 

recurrent boils, abscesses, or if there is a 

history PVL-SA in any close contact. 

  

4. Repeat screening and suppression treatment 

is always required.   

Note 

• An advice sheet ‘PVL-SA Information for service users’ is 

available to download at 

www.infectionpreventioncontrol.co.uk. 

It’s a fact  

 Panton and Valentine were two Doctors who discovered this 
toxin which kills white blood cells (leukocytes), and is known 
as ‘leukocidin’. 

 PVL-SA has played a role in a number of outbreaks of fatal 
bacterial infections. 
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22.  Respiratory illnesses 

Respiratory illnesses are a major cause of hospitalisation, 

morbidity and death in the elderly and are amongst the most 

common winter ailments, predominantly due to a viral infection.  

People suffering from underlying chronic health conditions 

become more susceptible and vulnerable to severe disease.  

Vaccination provides the best protection against acquiring or 

spreading infection. 

Acute respiratory infections of public health significance include 

influenza (flu), COVID-19 and Streptococcus pneumoniae. 

Other viral infections, such as human metapneumovirus, 

respiratory syncytial virus (RSV), parainfluenza and rhinovirus, 

are not usually considered to be of public health concern. 

Respiratory illness symptoms vary, but commonly include 

continuous cough, high temperature, shortness of breath, body 

aches and tiredness.  

 

How are respiratory viruses spread? 

Respiratory viruses are spread by:  

 Predominantly droplet transmission.  Droplets are generated 

during coughing, sneezing, talking.  If droplets from an 

infected person come into contact with the mucous 

membranes, e.g. eyes, nose, mouth, of another person, they 

can cause infection.  Droplets remain in the air for a short 

period and can travel about 1 metre.  They can land on 

surfaces and equipment and can infect others if touched and 

the person then has contact with their eyes, nose, mouth 

 Aerosol transmission is usually associated with an aerosol 

generating procedure (AGP).  An AGP can result in the 

release of airborne particles (aerosols) from the respiratory 

tract, when treating someone with a confirmed or suspected 

viral infection.  During an AGP, smaller viral particles than 
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23.  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 12 hours of 

exposure. 

Viral gastroenteritis is highly infectious and can spread easily 

from person-to-person, therefore, it is important to use ‘Standard 

infection control precautions’ (SICPs) and, where required 

‘Transmission based precautions’ (TBPs). 

What does viral gastroenteritis cause? 

Symptoms include: 

 Sudden onset of vomiting which can be projectile 

 Watery non-bloody diarrhoea 

 Abdominal cramps 

 Nausea 

 Headache, low grade fever 

 

The illness lasts 24-72 hours with no long term effects.   

Routes of transmission 

Norovirus is transmitted primarily through the faecal/oral route by: 

 Direct contact: person-to-person, e.g. hands that have not 

been washed thoroughly 

 Indirect contact: faecally contaminated food or water.  

Medical devices, care equipment or environment, that have 

not been appropriately decontaminated, e.g. toilet flush 

button/hand, toilet assistance rails   

 Also, via the droplet route: infectious droplets in vomit can 

remain in the air and be swallowed by another person 
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Management of a patient with viral gastroenteritis/Norovirus 
 Where possible, see an infectious patient virtually, e.g. using 

a smart phone, tablet or computer, or in their own home.  

Refer to the ‘Patient placement and assessment for infection 

risk Policy for General Practice’. 

 Always use ‘Standard infection control precautions’ (SICPs) 

and, where required, ‘Transmission based precautions’ 

(TBPs) should be used on a risk assessed basis. 

 Alcohol handrub should not be used for hand hygiene, as it is 

not effective at killing Norovirus. 

 Communicate viral gastroenteritis status to any receiving 

health and social care providers (see page 18). 

Due to the highly infectious nature of viral gastroenteritis/

Norovirus, if a patient vomits or has diarrhoea: 

 In a toilet, the area should be immediately deemed ‘out of 

order’ and cleaned and disinfected promptly 

 Elsewhere in the General Practice, clean and disinfect the 

area promptly using an appropriate spillage kit.  If possible, 

move waiting patients to another waiting room/area until the 

spillage has been dealt with 

Test your knowledge  
Please tick the correct answer True False 

1. Viral gastroenteritis is mildly infectious. 
  

2. The incubation period for viral gastroenteritis 
  

3 Norovirus is transmitted primarily through the 

faecal/oral route via direct or indirect contact.   

4 Alcohol handrub is not effective at killing 

Norovirus.   
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