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Clostridium difficile—bug of the month 

Definitions  

Clostridium difficile : Clostridium difficile (C. difficile) is a bacterium that is 

found in people’s intestines. It can be found in healthy people, where it causes 

no symptoms (up to 3% of adults and 66% of babies). 

C. difficile causes disease when the normal bacteria in the gut are disadvan-
taged, usually by someone taking antibiotics. This allows C. difficile to grow to 
unusually high levels. It also allows the toxin that some strains of C. difficile pro-
duce to reach levels where it attacks the intestines and causes mild to severe 
diarrhoea. If Clostridium difficile infection is suspected i.e Diarrhoea types 5—7 
on the Bristol stool chart ) take a stool sample and request C difficile testing as 

well as microscopy, culture sensitivity and virology.  

Risk factors 

* Antibiotics: Any antibiotic can predispose to CDI, whether it is given orally, 

intravenously or intramuscularly. The risk of CDI is greatest with broad 
spectrum antibiotics. 

* Age: CDI is most common in the elderly (especially age >65 years). 

* CDI is more common in surgical patients (particularly after abdominal sur-

gery), Immunosuppression. 

* Patients on Stomach acid suppression, especially proton pump inhibitors 

(PPIs), predisposes to CDI. 

* Recent hospital admission.  

 

Antibiotic treatment of CDI 

Start antibiotics to treat C difficile. Treat according to severity.  

See Pan Mersey Guidance for treatment algorithms for first episode of infection 

and recurrent infection respectively, usually metronidazole or  

Vancomycin.  

Fidaxomicin  

This is a new antibiotic which has been shown to reduce the risk of recurrent CDI 

especially in certain patient groups (such as the immunocompromised or those 

that require concomitant other systemic antibiotics for another infection whilst 

being symptomatic of CDI) who are at higher risk of recurrent disease. The cost 

of fidaxomicin is however is significantly greater than that of vancomycin (or met-

ronidazole) equating to £1350 for a 10 day course (which is ten times the cost of 

a similar length course of oral vancomycin). Hence, it should only be used after 

discussion with a Microbiologist.  

Contact infection control nurses to follow up patient on 01744457314.  
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  Ecoli Bacteraemia  rates 

2017—2018 

 

 

Organisation 
Name 

Code Apr-
2018 

May-
2018 

Jun-
2018 

Jul-2018 Aug-
2018 

Sep-
2018 

Oct-
2018 

Nov-
2018 

Total 

NHS HALTON 
CCG 

01F 11 10 8 11 14 7 6 9 76 

NHS ST HELENS 
CCG 

01X 12 10 10 15 22 20 18 17 124 

NHS WARRING-
TON CCG 

02E 14 16 15 18 8 19 16 8 114 

Total 37 36 33 44 44 46 40 34 314 

Organisation 
Name 

Code Apr-
2017 

May-
2017 

Jun-
2017 

Jul-2017 Aug-
2017 

Sep-
2017 

Oct-
2017 

Nov-
2017 

Total 

NHS HALTON 
CCG 

01F 7 13 13 18 10 10 8 9 88 

NHS ST HELENS 
CCG 

01X 17 15 20 12 18 28 22 14 146 

NHS WARRING-
TON CCG 

02E 18 9 10 22 12 14 15 13 113 

Total 42 37 43 52 40 52 45 36 347 

  

 Information from Public health England shows that Influenza activity has started to 

increase, with sporadic cases of influenza detected in the community though all in-

dicators remain Below Baseline threshold levels. 

 

 The impact of flu on healthcare services is Below Baseline threshold levels for hos-

pitalisations and ICU/HDU admissions.  

 

 The overall weekly influenza-like illness 

(ILI) GP consultation rate remained low 
and below the baseline threshold in 

England. 

 

Flu update 
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    TO DIP OR NOT TO DIP     

The to dip or not to dip project has now been implemented in all 3 Boroughs and has 

shown positive results so far. 

The infection control team  and medicines management will be reviewing data since im-

plementation and comparing it with the same time next year. This work is planned for Jan-

uary/February 2019 and will be published when completed. 



Sepsis in GP practices.  

 
 
 
 
 
 
 

Individual GPs and even whole practices providing in-hours services are not likely to encoun-
ter sepsis frequently but early detection is vital. 
Sepsis is a term used to describe the body’s abnormal response to infection. It can affect any-
one but is more common in people who have a weakened immune system, a long term condi-
tion, are very young or are frail. It can be catastrophic if undetected and untreated; leading to 
multi-organ damage and an estimated 44,000 related deaths each year in the UK. 
Practices must be aware of sepsis and be able to demonstrate how an acutely unwell or dete-
riorating patient is managed before and during an appointment, including any ongoing referral 
or care. 
 
 

Symptoms 
Symptoms of sepsis for babies and young children may 
include: 

 abnormal temperature 
 difficulty breathing 
 lack of interest in eating and drinking, or have 
stopped feeding 
 not passing urine for 12 hours or longer 
 repeated vomiting 
 unresponsiveness 
 Irritability mottled pale or bluish skin, or a rash that 
does not fade when pressed 
Symptoms for adults and older children may include: 

 feeling extremely unwell 
 abnormal temperature 
 chills and shivering 
 a fast heartbeat 
 fast breathing 
 feeling dizzy or faint 
 decreased urine production a change in mental state, such as confusion or disorientation 
 
 

Sepsis UK  tool for 

GPs  

https://sepsistrust.org/about/about-sepsis/


 

 

 

Early identification of sepsis 
 
 

The 2015 National Confidential Enquiry into Patient Outcome and Death (NCEPOD) report 
Just Say Sepsis highlights the importance of accurate early assessment and recording 
and sharing clinical findings. 

If sepsis is considered a significant possibility in a remote consultation it is reasonable to 
consider prioritising urgent admission to hospital. Providing high flow oxygen has been 
shown to improve outcomes. 

The Royal College of Physicians has developed the National Early Warning Score (NEWS) - 
a standardised approach to assessing acutely unwell patients. 

 
 
 
 
What the CQC expect to see 

GP practices should take measures to help manage the risks associat-
ed with sepsis. We may consider these as part of our inspections under key lines of enquiry 
(KLOE): 
 
S1.5 - staff training 
 
S1.8 - cleanliness, hygiene and preventing infections 

S2.6 - identifying and responding to deteriorating health 

S3.3 - sharing information 

Examples of good practice include: 
 

 conducting staff training in recognising and responding to acutely unwell or deteriorating pa-
tients who may have sepsis 
 having triage processes which are designed to include the identification of, and rapid re-
sponse to, possible cases of sepsis 
having access to appropriate equipment to assess patients with possible sepsis, for example to 
measure blood pressure, temperature and pulse oximetry for adults and children (see Nigel's 
Surgery 1: Agreed principles for defibrillators, oxygen and oximeters) 
 achieving high coverage of influenza vaccination, particularly in the over 65s, pregnant wom-
en, and those with long-term conditions 
 providing information and guidance on sepsis for higher-risk patients and their carers, for ex-
ample those with long-term conditions and those prescribed immunosuppressive drugs 
 using appropriate sepsis clinical screening, assessment and audit tools 
 recording and sharing accurate information about a patient’s condition 
 discussing sepsis management at practice meetings 
 having an effective approach to hand hygiene to help reduce the spread of infection 

http://www.ncepod.org.uk/2015sepsis.html
https://www.england.nhs.uk/nationalearlywarningscore/
https://www.cqc.org.uk/guidance-providers/healthcare/safeguarding-protection-abuse-healthcare-services
https://www.cqc.org.uk/guidance-providers/healthcare/safeguarding-protection-abuse-healthcare-services
https://www.cqc.org.uk/guidance-providers/healthcare/managing-risks-healthcare-services
https://www.cqc.org.uk/guidance-providers/healthcare/safe-care-treatment-healthcare-services
https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-1-agreed-principles-defibrillators-oxygen-oximeters
https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-1-agreed-principles-defibrillators-oxygen-oximeters


 

HIV diagnoses continue 

to fall as UK exceeds UN 

A new report published by Public Health England (PHE) 
showed that the UK is one of the first countries to meet 
the UNAIDS 90-90-90 targets, highlighting that preven-
tion efforts are working in the UK. New estimates re-

vealed that in 2017, 92% of people living with HIV in the UK have been diagnosed, 98% 
of those diagnosed were on treatment, and 97% of those on treatment were virally sup-
pressed. An estimated total of 102,000 people were living with HIV in the UK in 2017, with 
8% (8,200) unaware of their infection. As a result of treatment, 87% of all people living 
with HIV have an undetectable viral load and are unable to pass on their infection to other 
people. 
 
 
New HIV diagnoses continued to decline in the UK, falling 17% from 5,280 in 2016 to 
4,363 in 2017. The reduction in new diagnoses continues the downward trend in HIV 
transmission among gay and bisexual men that started in 2012. 
The success in the UK can be largely attributed to a combination of HIV prevention efforts 
that include  
* condom use 

* increased HIV testing 

* reductions in time to starting treatment 

* the availability of pre-exposure prophylaxis (PrEP). 

 
More can be done to eliminate HIV in the UK. In 2017, 43% (1,879) of new HIV diagnoses 
were made at a late stage of HIV infection. While numbers of late HIV diagnoses have de-
clined, there continue to be missed opportunities for early diagnosis that can help people 
with HIV live a long and healthy life. PHE continues to stress the need for the public to ac-
cept the offer of an HIV test when attending a sexual health clinic or another healthcare 
service. 
 
Professor Noel Gill, Head of STI & HIV Department, at Public Health England, said: There 
can be no doubt prevention efforts to end the HIV epidemic in the UK are working. Our 
efforts must continue apace in order to eliminate HIV. With an estimated 8,000 people still 
unaware of their infection, it is vital that people seek out an HIV test if they consider them-
selves at risk, or accept the offer of an HIV test by a healthcare professional, as early di-
agnosis is key to stopping transmission. Treatment for HIV is freely available and highly 
effective, enabling people to live a long, healthy life. There are now a variety of ways peo-
ple can protect themselves from being infected with or passing on HIV, including the use 
of condoms, PrEP, regular HIV testing, and prompt initiation of antiretroviral treatment. 
Dr Olwen Williams, President of the British Association of Sexual Health said” the UK to-
day has one of the best success rates for people taking HIV treatment anywhere in the 
world 98% of those diagnosed are on treatment, and 97% can’t pass HIV on because the 
level of the virus in their blood is undetectable. However, it is shock-
ing that 43% of those newly diagnosed were diagnosed late, leaving 
them at risk of serious ill health, and risking further transmission. 

https://www.gov.uk/government/publications/hiv-in-the-united-kingdom


 

 

 

 

 

 

 

 

 

 

TB update 



 Minor surgery 
Recommendation for minor surgery in GP practices. 
 

To carry out minor surgery, the commissioner should be satisfied that practices have the correct facilities 
for minor surgery. Although general practitioner minor surgery has a low incidence of complications, it is 
important that practices providing minor surgery operate to the highest possible standards.  

Practices must have infection control policies including the handling of used instruments, aseptic 
technique, cleaning and disinfection, excised specimens and the disposal of clinical waste.  
In all cases the primary requirement is to protect the patient from preventable infection. 
 

Checklist for minor surgery room 

 There is a room designated for minor surgery (expert guidance) 

 The minor surgery environment is uncluttered with adequate storage space and minimal furniture/

equipment. 

 Single use items are used. Single-use items eliminate the increasingly rigorous requirements to 

decontaminate surgical instruments to a standard that would be difficult to comply with outside spe-
cialised sterile supply. 

 The floor is easily washable with no seams and is uplifted on the walls.  

 The walls have smooth washable surfaces and are washed down every 2 -3 months.  

 The work surfaces in the minor surgery room are smooth, impervious and free from clutter and can 

be easily cleaned. 

 The window in the minor surgery room ensures privacy with opaque glass and no curtains/blinds.  

 There is adequate ventilation in the minor surgery room by natural or mechanical means. Where 

there is natural ventilation using a window that can be opened, there must be a fly screen to pre-
vent the ingress of insects 

 There is no open shelving in the minor surgery room 

 The treatment couch is intact with a washable impervious surface.  

 Clinical hand wash basins conform to recommended guidance (HTM 64)and there is liquid soap 

and paper towels within reach of it. 

 There is a designated stainless steel procedure trolley which is cleaned with detergent and water 

or 70% alcohol before and between cases.  

 Sterile packs are opened at point of use when patient prepared and ready for the procedure 

 Radiators are clean and free of dirt, dust and debris.  

 The room has a foot operated, lidded clinical waste bin. 

 The room has a securely positioned sharps container for disposal of used sharps.  

The minor surgery room should be cleaned after use including surfaces and floors.  

Not like this! LIKE THIS! 

 



Infection Control Practice Nurse Link Meeting 2019 

Next meetings: St Helens Town Hall Victoria Square, Saint Helens WA10 1HF (Birchley Street Car Park is 
the closest)  1-2.30pm 
Thursday 7th  February 2019 -Room 8 Town Hall 

Arpley House , 110 Birchwood Blvd, Birchwood, Warrington WA3 7QH 1-2.30pm 

Thursday 21st February 2019 Boardroom   

Runcorn Town Hall – Civic Suite Heath Road, Runcorn, WA7 5TD  1-2.30pm 

Wednesday 6th February 2019 

The Community Infection control nurses for Halton, St Helens and Warrington 

would like to wish you a happy Christmas and all the best 

for 2019.  

We will be on duty over the festive season except for the 

bank holidays if you need to speak to us. Tel 01744 457314  

The GP practice should have a surveillance system for post -operative wound infection. 

Follow up preferable in 2 weeks.   

Sterile gloves and a plastic apron are the minimum personal protective equipment require-

ment for carrying out minor surgical procedures. However, full precautions, including 

fresh sterile gowns for each case, are required for minimal access interventions, for 

minor surgical procedures if a sterile device is being implanted and when there is a risk 

of significant post-procedure infection, or if there are other factors predisposing to in-

fection 

Masks are not usually required except when a sterile device is being implanted, or when 

there are other issues predisposing to infection. However, face protection (e.g. mask 

with eye protection) for operators and other staff who may be affected is required, if 

splashing is likely. 

The guidelines are published as: “Guidelines on the facilities required for minor surgical 

procedures and minimal access interventions” by H. Humphreys, J.E. Coia, A. Stacey, 

M. Thomas, A.-M. Belli, P. Hoffman, P. Jenks, C.A. Mackintosh  

http://www.journalofhospitalinfection.com/article/S0195-6701%2811%2900444-0/fulltext?

elsca1=news-service&elsca2=press-release&elsca3=0195-

6701&elsca4=piis0195670111004440 

http://www.journalofhospitalinfection.com/article/S0195-6701(11)00444-0/fulltext?elsca1=news-service&elsca2=press-release&elsca3=0195-6701&elsca4=piis0195670111004440
http://www.journalofhospitalinfection.com/article/S0195-6701(11)00444-0/fulltext?elsca1=news-service&elsca2=press-release&elsca3=0195-6701&elsca4=piis0195670111004440
http://www.journalofhospitalinfection.com/article/S0195-6701(11)00444-0/fulltext?elsca1=news-service&elsca2=press-release&elsca3=0195-6701&elsca4=piis0195670111004440

