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Introduction 

The 3 Boroughs Infection Prevention and Control Team have produced this work book and 

intend it to be used for health care workers in a variety of settings including care homes, 

social carers, GP practices and schools and nurseries.  

This workbook should follow on from the Skills for Care - Care Certificate standard 15 as 

pictured below 

 

https://www.skillsforcare.org.uk/Document-library/Standards/Care-

Certificate/Standard%2015%20CC%20Workbook.pdf 

 

 

 

In this work book there 9 sections and most sections have an activity quiz to complete.  

If you have any questions regarding the work book or any other infection control questions 

here are our contact details: 

Website - https://www.sthelensccg.nhs.uk/your-health/infection-control/ 

Email – sthccg.3boroughsinfectioncontrol@nhs.net 

3boroughs.infectioncontrol@sthelensccg.nhs.uk 

Telephone – 01744  457314 

 

 

 

 

 

https://www.skillsforcare.org.uk/Document-library/Standards/Care-Certificate/Standard%2015%20CC%20Workbook.pdf
https://www.skillsforcare.org.uk/Document-library/Standards/Care-Certificate/Standard%2015%20CC%20Workbook.pdf
https://www.sthelensccg.nhs.uk/your-health/infection-control/
mailto:sthccg.3boroughsinfectioncontrol@nhs.net
mailto:3boroughs.infectioncontrol@sthelensccg.nhs.uk
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1.Clostridium difficile 

• Clostridium difficile is the major cause of antibiotic-associated diarrhoea and colitis 

• It does not grow in the presence of oxygen 

• It produces spores (invisible to the naked eye) that can survive for a long time in the 

environment. 

• Usually found in the large intestine.  

• Found in low numbers in about 5% of the adult population but it is kept in check by 

the normal “good” bacterial population of the intestine. 

• Normal bowel flora suppress the growth of C difficile 

• Antibiotics alter the normal gut flora 

• This allows C difficile to grow and produce toxins 

• Toxins A/B cause colonic cell death 

• Infection can be acquired by 

 - Ingesting spores – very resistant  

- Less commonly by overgrowth of C difficile already present in the gut 

Risk factors for Clostridium difficile 

• Previous history of antibiotic use 

• Treatment with PPI’s (Proton pump inhibitor) 

• Recent medical care 

• Gastrointestinal surgery/Endoscopy  

• Admission to acute hospital setting 

• A serious underlying illness 

• Immunosuppression 

• Age over 65 years 

(CDC, 2010a) 
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Isolation  

• Isolate and barrier nurse in a single room (with en suite wc if possible). Commodes 

and bed pans should be dedicated for the sole use of the affected resident whilst 

symptomatic.  

• If it is difficult to isolate the resident due to their mental health needs, extreme care 

will need to be taken to make sure any spillages are cleaned immediately. It may be 

necessary to employ additional staff to help care for residents in isolation or who 

need one-to-one care.  

• Continue to isolate until the resident has been free of symptoms and loose stools for 

48 hours and has passed a stool that is normal for them.  

• The resident may come out of isolation once they have been free of symptoms and 

loose stools for 48 hours and have passed a stool that is normal for them.  
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Monitoring of resident  

• Document a plan of care in the resident’s notes. Keep a written record of all 

monitoring carried out and care given, including a daily record of the resident’s 

condition and bowel movements.  

• Monitor the resident’s condition carefully as this infection can cause rapid 

dehydration and rapid deterioration (within hours).  

• Keep a fluid balance chart, recording all drinks taken and the number of times the 

resident passes urine (and how much, if possible) and the number of times the 

resident has their bowels open.  

• Record all bowel actions on a bowel chart, as per the Bristol Stool Chart – see below.  

• Record the resident’s temperature daily. Report to GP if outside normal limits.  

• Monitor the resident for abdominal pain. Report to GP if pain develops.  

• If the resident becomes confused, stops eating or if you are at all concerned inform 

the GP.  

• Keep the resident and their relatives informed about their condition and why you are 

taking special precautions.  

• If the resident is admitted to hospital, please call the hospital before the resident 

arrives so they can arrange immediate isolation and prevent a hospital outbreak. Call 

the infection control team or A&E ward Manager, as appropriate to time of day. Tell 

the ambulance crew in advance.  
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Send 

types 5, 
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for C 

diff 

testing 
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• Occur in 20% to 30% of cases 

• Usually 1 to 3 weeks after completion of treatment, but can occur at any point 

especially if patient has had further antibiotic therapy.  

• Some relapses are due to re-acquisition of same strain from contaminated 

environment 

• DO NOT SEND REPEAT FAECAL SPECIMEN IF WITHIN 28 DAYS OF LAST OCCURANCE. 

• DO NOT SEND FAECAL SPECIMEN FOR ‘CLEARANCE’ Clostridium difficile can be 

detected in faeces for up to 6 months post initial infection. 

• C diff-associated diarrhoea recurs in around a third of cases and often requires 

further treatment.  

• One recurrence is often followed by further recurrences and sometimes long-term 

treatments are used.  

• New exposure to antibiotics is important in recurrence, especially cephalosporins 

and quinolones. 

•  Recurrence may be due to new strains of C diff rather than inadequate treatment of 

previous infection.  
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Activity – QUIZ 

• Where is C diff commonly found? 

 

• Does it grow with or without oxygen? 

 

• Name 3 things which can ‘cause’ C diff? 

 

 

• What do the initials SIGHT stand for? 

 

• How easy/difficult would it be to isolate residents like this in your care home? 

 

 

• What would you need to clean the residents room? 

 

• What are the symptoms of C diff? 

 

 

• What does the bacteria produce? 

 

• How is C diff diagnosed? 

 

 

• What is C diff treated with? 
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2.MRSA                         

                       
 
MRSA stands for Meticillin Resistant Staphylococcus Aureus. It is a variety of a common 
bacteria Staphylococcus aureus which live harmlessly on the skin, in the nose and throat of 
about one third of people. MRSA is resistant to some of the commonly used antibiotics, e.g., 
Flucloxacillin. 
Where is MRSA found? 

MRSA prefers to live in the nose, armpit, groin and wounds of people. It can also be found in 
the environment, in dust and has been found in hospitals and in the community. 
How is MRSA spread? 

From person to person by direct skin contact, surfaces or contaminated equipment. MRSA 
can be spread to the next person on hands that have not been decontaminated 
appropriately. 
MRSA colonisation 

People carrying MRSA bacteraemia on their skin/ nose or in long standing wounds such as 
leg ulcers, who do display clinical signs of infection is said to represent colonisation only. The 
MRSA bacteria are simply “hitching a ride” on the skins surface without causing any harm. 
The bacteria is not usually harmful to healthy people. Some people may never know they 
are colonised with MRSA unless they have been screened for this. 
MRSA Infection   
People can become infected with MRSA if the bacteria enters the skin and causes harm 
through a wound, boil and abscesses etc. MRSA may cause a serious infection if it enters the 
bloodstream resulting in what is called a bacteraemia. Signs of infection can include fever, 
redness to the wound site, pain and a discharge. Emergency medical advice is then required. 
If an infection is diagnosed antibiotic treatment will then be administered and the person  
will be assessed for suppression therapy. 
Suppression Therapy 

The aim of suppression therapy is to reduce the numbers of MRSA bacteria to as low a level 
as possible to reduce any harm. It does not eradicate the bacteria. Treatment usually 
consists of a 5 day course of antibacterial wash as well as nasal ointment.  It is not usually 
required to rescreen the person following completion of the therapy. 
 

Management of a service user with MRSA  

• Staff are required to refer to the organisations local policy for guidance.  Standard 
precautions should always be followed regardless of a service users infective status 
alongside good communication. 
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Communication 

• There is no rationale for refusing to admit service users with MRSA into any health 
and social care setting. 

• Service users do not require isolation 
• Service users with MRSA can visit communal areas and mix with other service users 
• Service users in their own home can socialise in and outside of their home without 

restrictions 
• If the service user has a wound with MRSA staff cover this with a dressing 

Hand Hygiene 

• Hand hygiene using liquid soap and warm water or an alcohol hand rub is essential 
for health care workers, visitors and service users. 

• Hand hygiene should be encouraged for service users after using the toilet and 
before meals  

Decontamination 

• MRSA bacteria can easily be removed from the service users room by cleaning at 
least daily with a detergent solution. 

• Normal laundry procedures are adequate 
• Cutlery and crockery can be washed as normal 

Note 

• MRSA is not usually a risk to healthy people including staff, children and pregnant 
women 

• If required complete an Inter-Health and Social Care Infection Control Transfer form 
should be completed (IH&SCIC) 

• Recent studies show that MRSA colonisation may be present in about 20% of service 
users in Care Home establishments 
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Activity – QUIZ 

 

Questions  True  False 

MRSA is not usually a risk to healthcare workers    

Alcohol hand rub is not effective at killing MRSA   

Service users must be isolated if they have MRSA    

Service users rooms with MRSA must be cleaned at 
least daily with a detergent solution 

  

If a service user has a wound with MRSA, this must 
be covered with a dressing 
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3.Hydration and hygiene 

 
Why do the elderly get dehydrated ? 

 

 
 
 
There are a number of reasons the elderly are so prone to dehydration: 

 
•  Body water content decreases with increase in age. 
•  Certain medications make them more susceptible.  
•  Underlying health conditions.  
•  Specific conditions, such as comprehension and communication disorders.  
•  Decreased mobility.   
•  Reduced capacity. 
•  Incontinence can contribute to dehydration. 
•  Noticing changes in body temperature decreases with age. 
•  Diminished thirst; which leads to a reduced fluid consumption. 
•  With aging, the kidneys have a reduced ability to concentrate urine and retain water 
  during water deprivation. 

 
The people most at risk are often the most vulnerable: the elderly, those with long-term 
conditions, and the acutely unwell. 
There is increasing evidence that malnutrition and dehydration contribute to avoidable harm 
to people in our care. 
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This can become a repetitive cycle of why the elderly refuse to increase their fluid intake, 
see cycle below. 

 
 
How can this cycle be broken? 
Try to be creative when caring for elderly and try to encourage different ways to introduce 
fluids. 
For example would you prefer this to drink from  
 

Reduced 
mobility 

Cant get to 
toilet when 
they need 

to 

Drink less 
Don’t need 

to go to 
toilet 

dehydration 
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     OR          OR      
Even though the resident may need a particular feeding/drinking device you could still make 
it more interesting by adding different flavours or decoration. 
 

 
 
 
 
 
Remember; 

a) Routine is important 
b) Small portions 
c) Fortified foods to increase calorie intake 
d) Being creative with ingredients 
e) Food for the eyes. Food for thought 
f) Personal taste and cultural upbringing 
g) Feeding approach 
h) Poor fitting dentures 
i) Issues with medication and undetected illness 

 

Hygiene 

Preventing UTIs in Elderly  

1. Wipe from front to back after using the toilet. Women need to keep residue from 

the anus away from the urethra is vital to UTI prevention. When cleaning, wipe away 

from the urethra, or where urine comes out.   

2. Take showers instead of baths, if possible. Baths can allow water to enter the 

vagina and urethra, which encourages germs to spread. Showers are preferred 

rather than baths.   

https://www.bing.com/images/search?view=detailV2&ccid=ZGj%2bNlky&id=BCE6EB6A19EAAC47D05B4B3EF6A4193822917ED3&thid=OIP.ZGj-Nlky8EVXFuWmf4nCfQHaHa&mediaurl=http://i.ebayimg.com/00/s/NTAwWDUwMA%3d%3d/z/GlEAAOxyVLNSzE0l/$_35.JPG&exph=300&expw=300&q=disabled++feeding+cup&simid=608029601775486678&selectedIndex=31
https://www.bing.com/images/search?view=detailV2&ccid=gwImWhQz&id=2A986D8F5E4BC34F628DD29BAA136B104232DF1C&thid=OIP.gwImWhQzOUs1JJ4kH5u6ZgHaLQ&mediaurl=https://www.rehabmart.com/include-mt/img-resize.asp?path%3d/imagesfromsp/1126l.jpg%26newwidth%3d340%26height%3d228&exph=517&expw=340&q=disabled++drinking+glass&simid=608012671105240782&selectedIndex=17
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A shower seat and handheld shower head can make it easier to shower if there are 

mobility issues. 

3. Change undergarments and incontinence pads or briefs often. Ensure loose, 

breathable undergarments, and change them at least daily or whenever they’re 

soiled.  

4. Ensure genital area is cleaned regularly throughout the day, following urination. 

Some pads can keep moisture away from the skin; however the urine still needs to 

be wiped away regularly. 

5. Offer toilet breaks regularly and avoid residents having to hold the need to urinate. 

Make it easy for the residents to use the toilet, using walking aids where necessary 

and ensure they are taken promptly 
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4. Urinary Tract Infections 
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Activity – QUIZ 

 
1. How much urine does the average adult produce a day? 
 
a) 1.5 gallons                  
b) 1.5 pints                       
c) 1.5 litres 
 
2. Who is at greater risk of UTI in the older population? 
 
a) Men    
b) Women   
c) No difference 
 
3. What time of year are UTIs more common? 
 
a) New Year   
b) Spring    
c) Summer 
 
4. What does dysuria mean? 
 
5. Why are women more susceptible to UTI’s than men? 
 
6. What is a normal temperature range? 
 
7. What does haematuria mean?  
 
8. Think about ways you can improve hydration for your residents 
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5.Creutzfeldt-Jakob Disease (CJD)                  
 

Creutzfeldt-Jakob disease (CJD) is one of a rare group of diseases, known as “transmissible 
spongiform encephalopathies” (TSEs), which affect the structure of the brain. TSEs cause 
dementia and a range of neurological symptoms. Symptoms of CJD include: 

 loss of intellect and memory  
 change in personality  
 loss of balance and co-ordination  
 slurred speech  
 vision problems and blindness  
 abnormal jerking movements  
 progressive loss of brain function and mobility                                   

Most people with CJD will die within a year of the symptoms starting, usually from infection. 
This is because the immobility caused by CJD can make people with the condition vulnerable 
to infection. 

CJD appears to be caused by an abnormal infectious protein called a prion. These prions 
accumulate at high levels in the brain and cause irreversible damage to nerve cells, resulting 
in the symptoms described above.  

A number of TSEs are recognised in both human and animals. In animals, the best known 
TSE is bovine spongiform encephalopathy (BSE or mad cow disease). The different types of 
human prion disease are distinguished by the clinical characteristics and investigations, 
together with a history of a relevant iatrogenic exposure or a family history of a similar 
disorder. A definite diagnosis requires examination of brain tissue, usually after post-
mortem. 
 

The four main types of CJD  
 

Sporadic CJD                                                                        

Sporadic CJD is the most common type of CJD. The precise cause of sporadic CJD is unclear, 

but it has been suggested that in some people a normal brain protein undergoes an 

abnormal change (misfolding) and turns into a prion. Most cases of sporadic CJD occur in 

older adults aged between 45 and 75 years, with the average age of symptoms developing 

being around 60-65 years. Despite being the most common type of CJD, sporadic CJD is still 

very rare, affecting only 1-2 in every million people each year in the UK.  

 
 

 

https://www.nhs.uk/conditions/Visual-impairment/Pages/Introduction.aspx
https://www.bing.com/images/search?view=detailV2&ccid=7vr1ZKpk&id=C8DFB2C20BABF588326A3F8EE51EFA647196B560&thid=OIP.7vr1ZKpkw-RBHqmYNFb1yQHaFr&mediaurl=https://s-media-cache-ak0.pinimg.com/236x/c8/4a/33/c84a332f631920609ac1c82b2fcd7438.jpg&exph=181&expw=236&q=CJD&simid=608021265227910326&selectedIndex=7&qft=+filterui:photo-clipart
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Variant CJD                                                                                      

Variant CJD is likely to be caused by consuming meat from a cow that has been infected with 
a similar prion disease called bovine spongiform encephalopathy (BSE) - also known as 'mad 
cow disease'. Since the link between variant CJD and BSE was discovered in 1996, strict 
controls have proved extremely effective in preventing meat from infected cattle from 
entering the food chain. The average time however, it takes for the symptoms of variant CJD 
to occur after initial infection (the incubation period) is still unclear. The incubation period 
could be very long (over 10 years) in some people, so people who were exposed to infected 
meat before the food controls were introduced can still develop variant CJD. The prion that 
causes variant CJD can also be transmitted by blood although this has only happened four 
times in the UK.  
 
Familial or Inherited CJD  

Familial CJD is a very rare genetic condition where one of the genes a person inherits from 
their parent (the prion protein gene) carries a mutation that causes the formation of prions 
in their brain during adulthood, triggering the symptoms of CJD. It affects about 1 in every 9 
million people in the UK. The symptoms of familial CJD usually first develop in people aged 
in their early 50s  
 
Iatrogenic CJD  

Iatrogenic CJD is where the infection is accidentally spread from someone with CJD through 
medical or surgical treatment. For example, a common cause of iatrogenic CJD in the past 
was growth hormone treatment using human pituitary growth hormones extracted from 
deceased individuals, some of whom were infected with CJD. Synthetic versions of growth 
hormones are now used, so this is no longer a risk.  
Cases of iatrogenic CJD can also occur if instruments used during brain surgery on a person 
with CJD are not properly cleaned between each surgical procedure before re-use on 
another person. 
 
Patient categorisation  
 
When considering measures to prevent transmission to patients or staff in the healthcare 
setting, it is useful to make a distinction between:  
 

 Symptomatic patients – those who fulfil the diagnostic criteria for definite, probable 
or possible CJD.  

 Patients at increased risk – those with no clinical symptoms, but who are at 
increased risk of developing CJD, because of their family or medical history. In most 
routine clinical contact, no additional precautions are needed for the care of patients 
in the at increased risk patient groups. However when certain invasive interventions 
are performed, there is the potential for exposure to the agents of TSEs. In these 
situations it is essential that control measures are in place to prevent iatrogenic CJD 
transmission. 
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How is CJD treated? 

There's currently no cure for CJD, so treatment aims to relieve symptoms and make the 
affected person feel as comfortable as possible. This can include using medication such as 
antidepressants to help with anxiety and depression, and painkillers to relieve pain. Some 
people will need nursing care and assistance with feeding. 

Care of patients with CJD  
 
There is no evidence that normal social or routine clinical contact with a CJD patient 
presents a risk to healthcare workers, relatives or others. Isolation of patients with CJD is 
not necessary, and they can be nursed in an open unit using standard infection prevention 
and control precautions.  
Blood and body fluid samples from patients with or at increased risk of CJD should be 
treated as potentially infectious for blood borne viruses and handled with standard infection 
prevention and control precautions as for any other patient.  
Clinical waste bags (orange bags) should be used for the disposal of any waste.  
Bed linen – used or fouled bed linen should be put in a red alginate bag and washed and 
dried in accordance with current standard practice. 

Specialist team 

If a person is thought to have CJD, they are referred to the National Care Team for CJD in the 
National CJD Research and Surveillance Unit in Edinburgh, or the National Prion Clinic in 
London, for diagnosis and care. A doctor and nurse from these services will be assigned to 
liaise with local services, including the person's GP, social worker, physiotherapist and 
occupational therapist. Specialist teams are available to diagnose and offer clinical and 
emotional support to patients and their families, and to work alongside the local care team. 
A local care team may include doctors and nurses, occupational therapists, dietitians, 
incontinence advisers and social workers. 

Care and Decontamination of Instruments  
 
The risks of transmission of infection from minor surgical/dental/podiatry instruments are 
thought to be very low provided standard principles of infection control and 
decontamination noted in this manual are maintained. 
 
Such instruments used on patients can be handled in the same way as those used in any 
other low risk surgery i.e. taking a precautionary approach. These instruments can be 
reprocessed according to best practice and returned to use.  
Additionally, practitioners are reminded that any instruments labelled by manufacturers as 
“single use” should not be re-used under any circumstances. 
 
Dentistry and Decontamination  
 
The risks of transmission of infection from dental instruments again are thought to be very 
low provided satisfactory standards of infection control and decontamination are 

https://www.nhs.uk/Conditions/Antidepressant-drugs/Pages/Introduction.aspx
https://www.nhs.uk/conditions/anxiety/Pages/Introduction.aspx
https://www.nhs.uk/conditions/depression/Pages/Introduction.aspx
http://www.cjd.ed.ac.uk/
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maintained. There is no reason why any patient with or “at increased risk” of CJD, should be 
refused routine dental treatment. Such people can be treated in the same way as any 
member of the general public.  
Dental instruments used on patients with, or “at increased risk” of, CJD can be handled in 
the same way as those used in any other low risk surgery, i.e. these instruments can be 
reprocessed according to best practice and returned to use. Dentists are reminded that any 
instruments labelled by manufacturers as ‘single-use’ should not be re-used under any 
circumstances.  
Information for dentists about the management of patients with CJD or at increased risk can 

be found in ‘Decontamination Health Technical Memorandum 01-05: Decontamination in 

primary care dental practices’ (March 2013). This includes advice for dentists on the re-use 

of endodontic instruments and v CJD. 

Occupational Health- Follow-up of Healthcare Workers Exposed to TSE Agents  
 
The highest potential risk is from exposure to high infectivity tissues through direct 
inoculation, e.g. sharps injuries. In the event of a sharp or inoculation injury all staff must 
follow the needle stick procedure found in sharps and blood borne virus policy, and report 
to the occupational health department.  
 
After Death – Care of the body. 
 
When a patient who is known, suspected or at risk of CJD dies, the body should be removed 
from the community setting, nursing / residential home or hospice using normal standard 
infection control measures.  
The current recommendations are that the body is placed in a cadaver bag prior to 
transportation to the mortuary, in line with normal procedures where there is a known 
infection risk. An infection control notification sheet should be completed and given to the 
undertaker concerned with the deceased.  
 
Further Information on CJD  
 
If staff need further guidance then they should contact the Community Infection Prevention 

and Control nurses on 01744 457314.  
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Activity – quiz 
 

1. Name 4 symptoms of CJD 

               _____________________ 

               _____________________ 

              _____________________ 

               _____________________ 

2. What is a prion? 
 

3. What does BSE stand for? 
 

4. Which age group does the Sporadic form of CJD affect? 
 

5. What does Iatrogenic mean? 
 

6. How is CJD treated? 
 

7. What is the life expectancy of someone with infected CJD? 
 

8. Which is the highest risk of transmission of CJD? 
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6. Carbapenemase-producing Enterobacteriaceae - anitimicrobial 
resistant organisms  

Antimicrobial resistance happens when microorganisms (such as bacteria, fungi, viruses, and 
parasites) change when they are exposed to antimicrobial drugs (such as antibiotics, 
antifungals, antivirals, antimalarials, and anthelmintic). Microorganisms that develop 
antimicrobial resistance are sometimes referred to as “superbugs”. 

As a result, the medicines become ineffective and infections persist in the body, increasing 
the risk of spread to others. 

Carbapenemase-producing Enterobacteriaceae (CPE)  

Patients with CPE are now being identified in Care homes.  CPE stands for carbapenemase-

producing Enterobacteriaceae. Enterobacteriaceae are bacteria (germs) that usually live 

harmlessly in the gut of humans. This is called ‘colonisation’ (a person is said to be a 

‘carrier’). However, if the bacteria get into the wrong place, such as the bladder or 

bloodstream they can cause infection.  

Carbapenems are one of the most powerful types of antibiotics. Carbapenemases are 

enzymes (chemicals), made by some strains of these bacteria, which allow them to destroy 

carbapenem antibiotics and so the bacteria are said to be resistant to most antibiotics. 

 

So to put it simply this means that (CPE) are gut bacteria which have acquired resistance to 

carbapenem antibiotics. 

 

What is the difference between colonisation and infection?  

If your resident is a carrier of CPE they have been found to have these bacteria in their gut 

when they have been screened.  They do not need to be treated and do not need to be 

isolated.  

If you are informed that your resident has an infection with CPE, this means that the 

bacteria has travelled to another part of the body i.e. wound or bladder and cased and 

infection. A decision will be made to treat if your resident has symptoms of an infection. The 

GP will normal discuss treatment with the microbiologist in the hospital. Your resident may 

need to be isolated during times of infection and you can ask the Community Infection 

Control team for advice.  

 

How do you know if your resident has CPE? 

Your resident may have been screened during hospital admission and found to be colonised 

/infected with CPE. They will have been given an alert card about this and the infection 

control team will ring you to advise you about this.  
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How can you prevent the spread of CPE in your care home?  

Care home staff should wash their hands regularly with soap and water or use alcohol gel. 

You should ensure that your resident also washes their hands thoroughly with soap and 

water after going to the toilet.  

Relatives and other visitors should also observe strict hand hygiene.  

Staff should use gloves and aprons when carrying out personal care.  

There are care plans available for residents who are colonised or infected with CPE so 

ensure that your resident has an appropriate care plan and that staff are aware of their 

diagnosis. Single point lessons for CPE can be displayed in the care home and will help to 

educate and reassure staff.  

There are also resources published by the Department of Health for staff working in the 

community and this gives useful information and advice. 

https://www.gov.uk/government/publications/carbapenemase-producing-

enterobacteriaceae-non-acute-and-community-toolkit. 

There are many other drug resistant microorganisms, and you may come across some of 

these with your residents. You may have residents diagnosed with Vancomycin Resistant 

Enterococci (VRE), and Extended Spectrum Beta Lactamases (ESBL’s). These sometimes 

cause urinary tract infections.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.gov.uk/government/publications/carbapenemase-producing-enterobacteriaceae-non-acute-and-community-toolkit
https://www.gov.uk/government/publications/carbapenemase-producing-enterobacteriaceae-non-acute-and-community-toolkit
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Activity - QUIZ 

 

What is CPE? 

 

 

How is CPE spread? 

 

 

Can you name one other anti-microbial resistant microorganisms? 

 

 

If your resident who is colonised with CPE has diarrhoea should you isolate them ? 

 

 

How can you prevent the spread of infection?   
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7. Influenza (Flu) 

What is Influenza? 

The flu (short for influenza) is a viral infection of the respiratory system (mouth, nose, 

airways, and lungs) and is the result of an infection caused by an influenza virus. There are 

three types of influenza virus, known as A, B and C. 

As influenza circulates each year in the UK during the winter months (generally October to 

April) it is sometimes called ‘seasonal flu ‘and results from slight changes to the virus from 

the previous year which means that some people who encounter the new virus may no 

longer be fully immune. 

It is passed from person to person directly through coughs and sneezes (droplet spread), 

through contact, e.g. kissing or shaking hands and also when a person gets the virus on their 

hands after touching surfaces or objects contaminated with the virus. 

Signs and symptoms of influenza illness 
 
Fever 
Aching body 
Tired/ exhausted 
Dry chesty cough 
Sore throat 
Headache 
Nausea 
Loss of appetite.  
 
Who gets it and how serious is it? 

Anyone can get flu and the flu virus is easily passed from person to person. Flu can spread 

rapidly especially in closed communities such as residential homes.  

Most people who are fit and well recover fully from a bout of flu, but complications can 

occur particularly in the very young, the elderly, those who are pregnant, and people with 

certain medical conditions. This can result in serious illness or even death. 

Possible complications of flu 

Common: Bronchitis, otitis media (children), sinusitis, secondary bacterial pneumonia 

Less common: Meningitis, encephalitis, meningoencephalitis, primary influenza pneumonia 

People at risk 

 Older people over 65 years of age  
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 Individuals with underlying chronic health conditions e.g. chronic lung disease, heart 
disease, kidney disease, diabetes mellitus, obesity, liver disease, individuals with 
reduced immunity e.g. following chemotherapy, on high dose steroids 

 Pregnant women 

 Children 2-10 years 

 Morbid obesity (class III obesity)* 

 Those in long stay residential homes. 

 Carers 

 Healthcare staff.  
 

The Flu vaccine  

Flu vaccine is the most effective way to prevent influenza and its complications. 
 
Each year, the World Health Organisation monitors the epidemiology of influenza across the 
world and makes recommendations on which virus strains to include in vaccines for the 
forthcoming season. 
 
There are two main types of vaccine available: an inactivated one which is given by injection 
and a live one which is given by nasal application. All eligible adults age 18 years and over 
are offered the inactivated vaccine which is usually injected into the deltoid muscle of the 
arm. 
It is important that care home residents are vaccinated to prevent the spread of the virus 
amongst the vulnerable residents. It is also important that care home staff are vaccinated to 
protect themselves, their families and their residents.  
 
It can take around two weeks following vaccination for a protective immune response to be 
achieved so the ideal time to vaccinate would be between September and early November 
 
Outbreaks of influenza 
 
Influenza outbreaks can have severe impact on care homes residents because: 

 Care home residents are likely to be more vulnerable to flu due to their age or 
underlying medical conditions. 

 Elderly residents are more likely to die from flu or suffer with severe symptoms or 
complications of flu, and therefore are more likely to require hospitalisation. 

 Care homes residents and staff are likely to spend a lot of time together; therefore 
flu can spread rapidly in care homes, particularly if stringent infection control 
measures are not implemented. 

It is very important for care home staff to be prepared before the flu season begins  by 
completing the Influenza Resource Pack with the names of all their residents along with 
medical conditions and recent renal function blood test.  
 
When to suspect flu in one of your residents.  

• temperature of 37.8° or more  
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PLUS any of the following: 
 New onset or acute worsening of one or more respiratory symptoms 
• cough (with or without sputum) 
• hoarseness 
• nasal discharge or congestion 
• shortness of breath 
• sore throat 
• wheezing 
• sneezing 
OR 
• (in older people) an acute deterioration in physical or mental ability without other known 

cause. 

 

NOTE:  

• In older people, flu can often present without a fever.  

• Flu can sometimes cause a milder illness than expected: the severity can depend on the 

type of flu strain causing the illness and whether or not the infected person has been 

vaccinated. A milder infection can also be experienced if a person has already been infected 

with a similar strain of the influenza virus. 

•People with chest infections can have flu at the same time as the chest infection: ‘co-

infection’ is not uncommon during the flu season, especially in high-risk groups 

Treatment with Tamiflu 

For people within the ‘at risk’ groups, the flu virus can be treated with antiviral medication 
called Tamiflu (oseltamavir) and Relenza (zanamivir) which reduces the development of the 
virus and lessens the symptoms.  
Antiviral medication such as the above does not cure flu, but reduces its impact and helps 

the body recover. It must either be used as a preventative measure or early in the 

development of an infection. It should be taken as soon as possible, ideally within 48 hours 

of the infection starting. 

In care homes it is Public Health England who will decide if this needs issuing.  

Care home and flu outbreaks 

Close the home. 

Residents should not transfer to other homes/attend external activities. 

Residents with symptoms should stay in their rooms until fully recovered and for at least 5 

days after the symptoms started.  
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Staff should work in separate teams: one team caring for affected residents and the other 

caring for unaffected residents.  

Staff and visitors with symptoms should be excluded from the home until fully recovered 

and for at least 5 days after the onset of symptoms.  

Wash hands before and after any contact with the resident. 

Staff should wear single-use plastic aprons and gloves when dealing with the affected 

resident.  

Provide tissues and no-touch bins for used tissues.  

Inform the hospital in advance if a resident requires admission to hospital during the 

outbreak. 
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8.Oral Health for adults in care homes 

Oral hygiene is important for all residents whether they have natural teeth or dentures. 
NICE Guidance has been produced, which aims to maintain and improve their oral health 
and ensure timely access to dental treatment. Poor oral health can affect people’s ability to 
eat, speak and socialise normally. 

Assess the mouth care needs of all residents as soon as they start living in the care home, 
regardless of the length or purpose of their stay (NICE guidance). Always review and update 
residents' mouth care needs in their personal care plans as their mouth care needs change. 

 

People living in care homes are at greater risk of oral health problems for several reasons: 

 

Long-term conditions (including arthritis, Parkinson’s disease and dementia) can make it 
harder to hold and use a toothbrush, and to go for dental treatment. 

 

Many medicines reduce the amount of saliva produced and leave people with a dry mouth. 

 

People now keep their natural teeth for longer, but this can mean they need more complex 
dental care than people who have dentures. 
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Thorough assessments, and support from skilled and knowledgeable staff can help prevent 
the pain, disturbed sleep and health problems that poor oral health can cause.  

 

More than half of older adults who live in care homes have tooth decay, compared to 40% 

of over 75s who do not live in care homes. 

Oral health assessment 

All residents should have an oral health assessment when they move into the care home, 
with the result recorded in their care plan. Care staff should start by asking the following 
questions: 

 

How do you usually manage your daily mouth care and what help would you like? 

 

What dental aids do you currently use? For example, a manual or electric 
toothbrush, mouthwash and floss. 

 

Do you have dentures, and if so are they marked with your name? If not, would you like 
them to be marked? 

 

When did you last see a dentist, and who did you see? 

If you don't have a dentist would you like help to find one? 
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Using an oral health assessment tool, like the one below will assist in highlighting any areas 
where residents need specific care and support. Using it for re-assessments will indicate any 
changes that may need action. 

This tool has been reproduced with kind permission of the Australian Institute of Health and 
Welfare (AIHW). Source: AIHW Caring for Oral Health in Australian Residential Care (2009). 

Modified from Kayser-Jones et al. (1995) by Chalmers. 

Oral health assessment tool 
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Care staff knowledge and skills 

Care home healthcare workers need to know when to reassess the oral health of a 
resident and how to support residents with their daily mouth care to: 

 

 

1.  Brush their natural teeth at least twice a day with a fluoride toothpaste.  
Teeth should be brushed morning & night. When cleaning a mouth with natural teeth of 
a frail resident- care staff should help the resident to brush their teeth with fluoride 
toothpaste. Always check the mouth for any food debris when tooth brushing. 
 

2. Use their choice of cleaning products for dentures.  
            

3. Clean their dentures (brushing, removing food debris and removing dentures 
overnight). 
Dentures (full set & partial) should be cleaned of a night using a toothbrush &            
detergent. Once rinsed, dentures should be soaked in a glass of water overnight. Are 
resident’s dentures labelled? Staff should know how to arrange for marking if 
permission is allowed (NICE guidance). 

 
 

 

4. Use their choice of toothbrush, either manual or electric/battery powered, and 
mouth care products. 

 

5. Have an understanding of how dental pain or a mouth infection can affect 
residents’ general health, wellbeing and behaviour. 
 
Always check for any wounds or abnormalities in the mouth. Glycerine and cotton 
buds can be used for those residents with dry or cracked lips. Some medications or a 
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chronic condition can increase a risk of a dry mouth. A dry mouth can affect the 
fitting of dentures which can lead to sore gums. 

 

6. Know who to ask for advice, how and when to report any concerns about a 
resident’s oral health, and how changes in a person’s condition might affect their 
ability to manage their mouth care. 
Always review and update residents' mouth care needs in their personal care plans as   
their mouth care needs change. All residents should have access to a Dentist for 
regular check-ups and if experiencing any toothache/pain/ discomfort in the mouth 
make an appointment for the resident to see a Dentist, if necessary. 
If a resident has deep wrinkles formed in the mouth corners and around the chin this 
can trap & hold saliva. Care staff should clean these folds with a wet towel or wet 
cotton buds to prevent inflammation. 

 

What the Care Quality Commission expects 

 

The Care Quality Commission expects registered managers to take account of nationally 
recognised guidance, including guidance from NICE. 

Evidence about how you support residents to maintain good oral health will help you 
demonstrate that your service is both effective and responsive. 

NICE’s guideline on oral health for adults in care homes, including the baseline assessment 
tool, can be used as part of your preparation for inspection and to support requests for help 
to other services. 

If you are concerned about the availability of dental services, inform your local 
Healthwatch and public health teams. Your local oral health promotion team should be able 
to provide you with educational materials, support and training. 

Common mouth conditions 

Your mouth is one of the most important parts of your body. Any problem that affects your 
mouth can make it hard to eat, drink or even smile. Some common mouth conditions you 
may come across caring for residents: 

Cold sores 

Painful sores on the lips and around the mouth, caused by a virus known as the Herpes 
Simplex virus.  

http://www.cqc.org.uk/
https://www.nice.org.uk/guidance/ng48
https://www.nice.org.uk/guidance/ng48/resources
https://www.nice.org.uk/guidance/ng48/resources
http://www.healthwatch.co.uk/
http://www.healthwatch.co.uk/
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Thrush - a yeast infection that causes white patches in the mouth. Residents with a top 
denture can be prone to this infection if they are worn all the time and the mouth is not 
given time to rest from wear. 

Dry mouth  

This can be caused by a lack of enough saliva in the mouth. Some medicines and certain 
diseases can also reduce saliva production. Dehydration  can also be a key factor for a dry 
mouth especially in the elderly. 

Gum disease 

Some people can suffer with mild gum disease which is known as gingivitis. In gingivitis, the 
gums become red and swollen. They can bleed easily. You can usually reverse it with daily 
brushing and flossing. It is important to have regular check-ups with a Dentist. 

If left untreated gingivitis can lead to what is known as periodontitis. If you have 
periodontitis, the gums pull away from the teeth and form pockets that become infected. If 
not treated, the bones, gums and connective tissue that support the teeth are destroyed. 

Bad breath 

This is also known as halitosis. There are many reasons for getting bad breath. It can be 
caused if teeth are not brushed and flossed regularly. Bacteria that build up in the mouth 
and between the teeth produce a bad odour. Other problems such as gum disease, dry 
mouth, cavities in the teeth, smoking, some diseases or medicines may also be a cause for 
bad breath. In addition sinusitis or problems with the nose and some foods may also be a 
reason for a bad odour.  
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Oral Health for adults in Care homes: QUIZ 

1. Why is a resident’s oral health important? 
 

2. When a new resident comes to the home what should be completed as part of their 
personal care plan? 

 

3. When tooth brushing resident’s teeth what should you check for first? 
 

4. If a resident has deep  in the corners of their mouth and/ or on the chin what care 
should be provided to reduce the risk of inflammation? 
 

 

5. How should resident’s dentures be stored of a night? 
 

6. When do you think you would you need to contact a dentist for your resident? 
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9.Tuberculosis 

TB is a bacillus, which is a rod shaped bacteria. It most commonly affects the lungs but it can 

affect other parts of the body. Only TB of the lungs or throat is infectious. TB is transmitted 

to others when a person with infectious TB coughs, talks, sings laughs or sneezes. TB is a 

notifiable disease and this is done on an online system by the TB nurses.  

Signs and Symptoms of TB.     

Pulmonary TB ( Lungs and Throat)  

Productive cough / Persistent cough 

Coughing up blood.  

Weight loss 

Night Sweats 

Lethargy / fatigue / loss of appetite 
 

Non- Pulmonary TB – Can affect other parts of the body such as the lymph nodes, spine, 
joints,  
Symptoms will vary according to site of disease. 

Diagnosing TB 

Patients with symptoms suggestive of TB will be investigated. This will include:- 

Medical assessment to assess for symptoms.  

3 sputum specimens for AFB and culture on consecutive days. At least one should be an 

early morning specimen. Ensure good quality specimens and careful labelling to avoid 

delayed diagnosis.  

Chest x-ray.  

Treatment for TB  

Most cases of TB are curable unless there is a strain of drug resistant TB. The treatment is a 

6 month course of antibiotics with 4 drugs for the initial 2 months followed by a further 4 

months with 2 antibiotics.  

It is important that patients who are on treatment for TB understand the importance of 

compliance with treatment. Due to the treatment length and the side effects caused by the 

treatment, patients need support from the TB nurse to achieve compliance.  

Patient’s with TB of the lungs and throat are infectious and the bacteria is spread by droplet 

airboune transmission, other forms of TB are not infectious.  Patients with TB of the lungs 

and throat will need isolation from other residents for the first 14 days of their treatment. 

The resident should be nursed in isolation with standard infection control precautions. 

Masks are generally not used by staff unless there are extended periods of contact with the 

patient. The infection control/ TB nurses will advise regarding infection control precautions.  
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All cases of TB are managed by the TB nursing service and will have a named TB nurse. The 

TB nurse supports the patient with their treatment to ensure compliance and also arranges 

any contact tracing for close contacts of the index case. Contact tracing is carried out for all 

pulmonary and non-pulmonary TB cases.  

TB Nurses for Warrington – 01744 457314/ 01744 457312 

TB Nurses for St Helens and Halton – 0151 295 3874 

TB Nurses for Wigan – 01942 483581 
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Activity - QUIZ 

Which types of TB are infectious? 

 

  

What are the symptoms of TB of the lungs? 

 

  

How is TB diagnosed? 

 

  

Is TB curable? 

 

  

How long is the treatment duration? 

 

  

Do you need to wear a mask when looking after a patient with Spinal TB? 

 

  

Do you know how to contact the TB nurses if you have any questions?  

 

 

 
 


