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1.1 The risk of healthcare associated infections

‘Along with medication errors, hospital acquired infections cause a great many deaths and
illnesses within our hospitals’.

Peter Garling SC, Final Report of the Special Commission of Inquiry, Acute Care Services in NSW
Public Hospitals, 2008

Healthcare associated infections (HAIs) are the most common complication affecting patients in
healthcare settings. The literature suggests that at least 5.9% of hospital visits are affected by HAls
(31). Patients, visitors and health workers (HWs) are all at risk of acquiring a healthcare associated
infection (HAI). HAIs are not limited to patients receiving care in a hospital - those receiving
healthcare in community or home-based settings are also at risk.

Case study 1: Kevin’s story - an all too common story

Kevin, a 58 year old builder, presented to the emergency department of a local hospital with a history of self-
resolving episodes of confusion, dizziness and impaired memory over the course of a few weeks. Kevin’s wife
convinced him to go to the hospital after he had another, rather severe, episode of dizziness and limb weakness
whilst at work on a building site.

Kevin was admitted to hospital and underwent numerous investigations with a subsequent diagnosis of transient
ischaemic attack. Kevin was started on medication and having experienced no further neurological symptoms
over the weekend, he was declared medically fit to return home. On the intended day of discharge (day 5),
Kevin developed rigors and was found to be febrile, dyspnoeic and tachycardic. Methicillin-susceptible
Staphylococcus aureus (MSSA) was cultured from his blood.

Kevin was referred to an infectious diseases physician for management of his MSSA bacteraemia, which
required two weeks of IV antibiotics in hospital, followed by another four weeks via the hospital-in-the-home
service. Kevin’s recovery was complicated and, due to his infection and other stressors, Kevin was at an even
higher risk of further ischaemic events (such as a stroke), which was very distressing for his wife. Although he
did eventually recover, Kevin was unable to return to work until four months after his initial presentation to
hospital.

Kevin’s MSSA acquisition would be considered HAI as the date of positive culture was >48 hours from his
admission. Investigations would need to determine most likely causative factor (e.g. possible association with
peripheral intravascular cannula).

Potentially any microorganism may cause a HAI (32). A common misconception is that HAls are
caused only by multidrug-resistant microorganisms (MROs), such as methicillin-resistant
Staphylococcus aureus (MRSA). HAls can be caused by any bacteria, fungi, viruses, parasites and
prions. Examples of microorganisms that cause HAIs include Pseudomonas spp., Enterobacterales
spp., Clostridioides difficile, Acinetobacter spp., Candida spp., norovirus and influenza virus.

A HAI may occur in the presence or absence of an invasive procedure or device, and acquisition of a
HAI is associated with greater morbidity and mortality risks. The literature reports:
e 3% of surgical procedures result in an infection (33);
e HAIls prolong the length of a patient’s hospitalisation by an average of 10 days (34);
e The type of HAI and the microorganism involved influences the duration of additional
hospitalisation required:
o A post-operative Clostridioides difficile (C. difficile) infection (CDI) will prolong
hospitalisation by an average of 9 days (35)
o Surgical site infections prolong hospitalisation by an average of 10 days (36)
o Bloodstream infections can prolong hospitalisation by up to 12 days (37)
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o 30% of patients with a HAI are likely to be readmitted to hospital within 12 months (38);

¢ Intensive care unit (ICU) patients with a bloodstream infection are 2-3 times more likely to die
than ICU patients without a bloodstream infection (37); and

e A patient’s risk of mortality is at least three times greater if a HAI is acquired (33, 39).

In most instances HAIs are preventable. New South Wales (NSW) Public Health Organisations (HOs)
and their HWs have an ethical and professional obligation to do no harm to the patients in their care.
Registered HWs also have a legal requirement to adhere to infection prevention and control practices
as required under the NSW Health Practitioner Regulation. This includes ensuring that patients do not
acquire a HAI during their healthcare encounter. Implementing and adhering to infection prevention
and control strategies to avoid the transmission of microorganisms is a crucial step in fulfilling this
obligation.

Infection prevention and control programs are a core element in healthcare patient safety and quality
programs. HOs require a comprehensive program to make sure that current and future risks,
challenges and threats of HAls, transmissible multidrug-resistant organisms and communicable
diseases are identified and managed. The core components of a comprehensive infection prevention
and control program comprises (1):

e A governance structure that incorporates risk escalation, reporting and feedback

e A description of what the program includes, goals, risks and assigned responsibility for each
core component

e Clear objectives that have scalability to manage endemic multidrug-resistant
organisms/outbreaks

e Trained professional(s) to lead and manage the program

e Executive engagement, clearly defined infection prevention and control (IPC) leadership and
strong relationships between IPC, executive teams and clinical governance

¢ Linkages between national, state, Local health district (LHD) and facility policies/guidelines

¢ Microbiological/infectious diseases support

e Education and training programs for all HWs that are evaluated for effectiveness and
applicability to each of the health professional groups

o A HAI surveillance program that includes national, state and facility clinical and process
indicators

¢ Multimodal strategies based on risk assessment to drive improvements in HAI rates, infection
prevention practices, and patient infection risks

e Monitoring/audit/evaluation of infection prevention and control practices and feedback
mechanisms

e A program for the maintenance of standards and practices for reducing or eliminating
contamination of environmental and equipment risks

¢ Built environment, materials and equipment at both the facility, clinical level and point of care
to reduce the risk of HAl and transmission of multidrug-resistant organisms
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1.2 Modes and routes of transmission

A mode of transmission describes how a microorganism moves from one host to another.
Transmission can either occur vertically, from mother to child, or horizontally, between individuals who
are not necessarily related. In horizontal transmission, microorganisms will use either a direct or
indirect mode of transmission to leave the current host and colonise the next host. Routes of
transmission may involve direct contact, indirect contact, droplet, airborne and/or vector-borne.
Common source transmission is the spread of microorganisms from a single source. This is often
facilitated by the contamination of food or water and is best illustrated by institutional foodborne outbreaks.
There are certain microorganisms that simultaneously employ multiple transmission routes. For example,
norovirus can be spread by direct contact, indirect contact, droplet transmission and common-source
transmission through contaminated food.

o Person to person- A common way for infectious diseases to spread is through the direct transfer
of bacteria, viruses or other pathogens from one person to another

o Animal to person- Being bitten or scratched by an infected animal or handling animal waste can
be hazardous.

o Mother to unborn child- A pregnant woman may pass pathogens that cause infectious diseases
to her unborn baby

o Food Contamination- Causing pathogens can infect is through contaminated food and water.

1.2.1 Contact transmission routes

Contact transmission routes refer to the movement of microorganisms from a colonised or
contaminated source to a susceptible host, via either direct or indirect physical contact.

Direct contact transmission involves skin-to-skin contact and the physical transfer of
microorganisms directly from an infected person to a susceptible host.

Patients may infect themselves when touching wound sites or mucosal membranes with hands
colonised with commensal microorganisms or contaminated by body substances that contain
microorganisms (e.g. blood, respiratory secretions).

Indirect contact transmission involves the initial transfer of ASINZS 4187:2014

. . T . . . Reprocessing of reusable
microorganisms from a host individual to an intermediary object and then | . "1 cin health

subsequent transfer to another individual. The unwashed hands of HWs service organizations
are common mediators of indirect contact transmission (40-42), due to ASINZS 4815:2006

contact with fomites and the environment. Office-based health care
facilities - Reprocessing of

. . . reusable medical and surgical
Reusable medical devices that are inadequately reprocessed between instruments and equipment,
patients are also implicated in the indirect contact transmission of and maintenance of the

microorganisms to patients (43, 44). :{Sioc'tatesd e:V'rZ”mem
erer 1o section o,

Reprocessing for further advice

1.2.2 Droplet transmission route

Droplet transmission involves large droplets carrying microorganisms from a colonised or infected
individual, often produced by coughing, talking and breathing (45, 46).

Due to their size, large droplets can only travel very short distances (< 1 metre) before either settling
and contaminating surfaces (2) or making contact with and potentially infecting the mucosal surfaces
of susceptible individuals. Therefore droplet transmission requires close contact between the
colonised or infected host and other susceptible individuals.
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https://www.standards.org.au/standards-catalogue/sa-snz/health/he-023/as-slash-nzs--4187-colon-2014
https://www.saiglobal.com/PDFTemp/Previews/OSH/AS/AS4000/4800/4815-2006.pdf

1.2.3 Airborne transmission route

Airborne transmission is a form of indirect transmission that occurs by the dissemination of small
expelled aerosols that can carry microorganisms. Aerosols are much smaller than droplets and are
often produced by coughing, talking and breathing (46) as well as during clinical aerosol generating
procedures (AGP) such as suctioning, intubation and chest physiotherapy (47). Such aerosols can

travel long distances and can remain suspended in the air for prolonged periods of time.

Case study 2: Reece’s story - a tale of transmission

A nine year old boy, Reece, presented to the hospital’s emergency department with abdominal cramping,
continuous vomiting and a headache. Reece’s mother told the triage nurse that Reece had started vomiting two
hours ago. The medical officer recorded the observation of ‘projectile vomiting’. The medical officer put in a lab
order for a stool specimen to test for norovirus. Reece was admitted to the paediatric ward for monitoring and
rehydration.

Reece was placed in a single room on the unit. He continued to vomit on and off throughout the afternoon. To
take his mind off his illness, his mother let Reece play with communal toys from the unit. The toys were placed
back in the play room after he finished playing. The lab results confirmed the boy had norovirus.

24 hours later, Neya complained of stomach cramps and started vomiting. Neya was later diagnosed with
norovirus and found to have the same strain that was found in Reece’s stool specimen.

What happened?

Reece contaminated the toy with norovirus via droplet and contact routes. The toy had been returned to the
play room without cleaning were Neya was able to play with the same toy. Neya’'s hands became
contaminated with Norovirus through the indirect contact route. Neya had not performed any hand hygiene
and the toy was not cleaned in between use.

How could this have been prevented?

Providing parent education on the importance of hand hygiene.

Reece should practise hand hygiene after going to the toilet and vomiting. This could also be included in
patient and parent education programs

Personal effects, including toys and other communal devices, should not be shared between patients where
practical and cleaned between uses when shared. Everybody, including visitors and carers, should clean their
hands before and after contact with a patient, equipment or the surrounding environment.

1.3 Colonisation

Microorganisms are normally found on the skin surface, in the nasopharynx and in the human gut,
and cause no harm to their human host when colonised in these usual anatomical locations. This is
called colonisation of commensal microorganisms.

The commensal microorganisms of one person may be a pathogen for another person. Patients
exposed to HWs and visitors may be at risk of acquiring an infection from these colonised individuals
depending on the extent of exposure and their own immune status. A patient may be visited up to 18
times per hour by HWs or visitors. At least 27% of these visits involve physical contact. Therefore,
there are plenty of opportunities for patients to be exposed and infected by microorganisms
innocuously carried by HWs and visitors (48).

Colonisation in itself is not harmful to the patient and does not require treatment.

1.4 Infection

Infection may be preceded by colonisation. An infection is typically differentiated from colonisation by
the presence of clinical signs and symptoms. There may be a systemic response (e.g. febrile iliness,
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elevated white cell count) and/or a local response (e.g. cough, localised inflammation). Infection in
certain individuals may not be easily observable. For example, infected individuals who are elderly
and/or immunocompromised may be unable to mount a strong clinical response to infection.

During most infections, an asymptomatic phase will precede the onset of
symptomatic clinical iliness. Depending on the causative microorganism,
an individual may also shed infectious material during asymptomatic
infection. As an example, the influenza virus is shed prior to the onset of
flu symptoms (49). If the patient is immunocompromised, pregnant or is
undergoing certain surgical procedures, having an asymptomatic infection
may pose a significant clinical risk to the patient (50, 51).

Clinical Practice Guidelines
Antenatal Care - Module 1

An infection may be considered to be latent whereby the infection is

. i . NSW Health Factsheet:
dormant; the infection may or may not reactivate at a later stage. An Tuberculosis
individual with a latent infection is not clinically unwell and does not
usually shed infectious material during the latent phase. Reactivation of
the infection is often triggered by the waning of the immune response.
Latent infections are often associated with tuberculosis (TB), hepatitis B (";:f":(”ea'th Factsheet:
virus and varicella-zoster virus. reenpox

NSW Health Factsheet:
Hepatitis B
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https://consultations.health.gov.au/phd-tobacco/clinical-practice-guidelines-antenatal-care-module/supporting_documents/ANC_Guidelines_Mod1FINAL%20D13871243.PDF
http://www.health.nsw.gov.au/Infectious/factsheets/Pages/Tuberculosis.aspx
http://www.health.nsw.gov.au/Infectious/factsheets/Pages/Hepatitis_B.aspx
http://www.health.nsw.gov.au/Infectious/factsheets/Pages/Chickenpox.aspx

	Initial Contributors
	CONTENTS
	INTRODUCTION
	Purpose
	Relevant policies
	Definitions and Abbreviations
	1.1 The risk of healthcare associated infections 14
	1.1 The risk of healthcare associated infections
	1.2 Modes and routes of transmission
	1.2.1 Contact transmission routes
	1.2.2 Droplet transmission route
	1.2.3 Airborne transmission route
	1.3 Colonisation
	1.4 Infection
	2.1 National standards
	2.2 Risk management framework
	Figure 1. Steps of risk management, based on the NSW Health Risk Management Framework

	2.3 Infection prevention and control program
	Table 3. IPC core components

	2.3.1 Roles and responsibilities of the health worker (HW)
	2.4 Preventative maintenance and asset management
	2.4.1 Purchasing new equipment
	2.4.2 Review and maintenance of existing equipment
	2.4.3 Demolition, refurbishment and construction
	Table 4. IPC Construction checklist example

	2.5 Staff health and HAI risk
	2.5.1 Risk assessing HWs
	2.5.2 Managing HWs
	2.5.3 Exposure prone procedures (EPPs)
	2.5.4 HW screening and vaccination
	2.5.5 HWs with cystic fibrosis
	2.5.6 HWs with herpes simplex virus
	2.6 Healthcare worker education
	2.6.2 Local education and training
	2.7 Consumer/Patient/Carer education
	2.7.1 Evaluating the delivery of information to consumers
	2.8 Communication between providers
	3 Risk identification of HAIs
	3.1 Risk assessing the patient
	3.2 Risk assessing the functional area
	3.2.1 Community settings
	3.2.2 Ambulance settings
	3.2.3 Patient transport settings
	3.3 Risk assessing visitors
	4 Standard precautions
	4.1 Hand hygiene
	4.1.1 Hand hygiene principles
	4.1.2 Hand wash basin
	4.1.3 Hand hygiene product selection
	Table 5. Hand hygiene procedures

	4.1.4 Jewellery and access to forearms
	4.1.5 Fingernails
	4.1.6 Hand care and skin integrity
	4.1.7 Hand hygiene in oral health settings
	4.1.8 Hand hygiene in community and home settings
	4.1.9 Hand hygiene in Justice Health and Forensic Mental Health Network settings
	4.1.10 Patient and visitor hand hygiene
	4.2 Respiratory hygiene and cough etiquette
	Table 6. Individual and HO responsibilities for respiratory hygiene and cough etiquette

	4.3 Personal Protective Equipment
	Figure 2. Sequence for putting on and removal of PPE

	4.3.1 Gloves
	Table 7. Glove selection guide for Infection Prevention and Control

	4.3.2 Facial protection
	Table 9 AS 4381: 2015 Single use surgical face mask standard

	4.3.3 Gowns and aprons
	Table 11 AAMI Level Standards for Gowns

	4.4 Aseptic technique
	4.4.1 Aseptic technique in oral health
	4.4.2 Invasive devices
	4.4.3 Skin antisepsis
	4.4.5 The Use of Alcohol Based Skin Preparations in Operating Theatres
	4.4.6 Skin disinfection before Injection
	4.5 Needle-stick and sharps injury prevention
	4.5.1 Safe use and disposal of sharps
	4.5.2 Sharps in community and home settings
	4.5.3 Blood glucose monitoring devices
	4.5.4 Intravenous solutions
	4.5.5 Flushing
	4.5.6 Medication vials and ampoules
	4.5.7 Multi-dose vials
	4.6 Cleaning and Disinfection
	4.6.1 Patient equipment - Reprocessing
	4.6.2 Single use or single patient use equipment
	4.6.3 Storage of sterile, clean and reprocessed stock and equipment
	Table 12. Examples of items to be stored in designated clean storage rooms and dirty utility rooms

	4.7 Clean linen
	4.7.1 Handling, disposal and transport of used linen
	4.8 Environmental cleaning
	4.8.1 Utility room
	4.8.2 Patient zone privacy curtains
	Table 13 Recommended changeover /cleaning frequency for patient privacy curtains

	4.8.3 Dedicated window curtains and blinds in clinical areas
	4.9 Waste disposal
	4.9.1 Clinical waste disposal in the community
	4.9.2 Safe handling and transport of patient specimens
	4.9.3 Transport between locations
	4.10 Other controls required in all patient settings
	4.10.1 Food
	4.10.2 Food provided by the hospital (or other HOs)
	4.10.3 Food not provided by the hospital (or other HOs)
	4.10.4 Oral nutritional supplements
	4.10.5 Food consumption by HWs
	4.10.6 Ice for Human Consumption
	4.11 Flowers and plants
	4.12 Staff attire
	4.12.1 Perioperative attire
	4.13 Use of portable fans
	5 Transmission-based precautions
	5.1 Contact precautions
	5.2 Droplet precautions
	Table 14. AS 4381: 2015 Single use surgical face mask standard
	5.3 Airborne precautions
	Table 15. Reference guide - Air changes per hour (ACH) and time required for removal efficiencies of airborne contaminants
	5.3.1 Airborne precautions in specific settings
	5.4 Management of patients presumptive or confirmed infectious Tuberculosis (TB) in healthcare settings (139)
	5.4.1 TB infection without active TB disease
	5.4.2 Infection control precautions for people with presumptive active TB disease
	5.4.3 De-isolation of presumptive TB cases where the diagnosis has been excluded or are considered highly unlikely (141).
	5.4.4 Infection control precautions for people with confirmed TB
	5.4.5 De-isolation of confirmed TB cases
	5.4.6 Management of patients with presumptive or confirmed TB in operating theatres and bronchoscopy suites
	5.4.7 Decontamination of isolation rooms following occupation by a confirmed TB case
	5.4.8 Patients with confirmed TB requiring hospitalisation after commencing TB treatment
	5.4.9 Non-tuberculous mycobacterial infections
	5.4.10 Contact tracing in hospitals

	5.5 Personal Protective Equipment (PPE) requirements
	5.5.1 Surgical masks
	HWs should still wear correct facial protection even if a patient is wearing a surgical or oxygen mask.

	5.5.2 P2/N95 masks
	5.5.3 Powered-air purifying respirators
	5.6 Transmission-based precautions in oral health settings (146)
	6 Risk assessing for patient placement
	Table 16. Isolation Room Types
	Table 17. Risk assessment guide outlining infection prevention and control considerations for patient placement

	6.1 Patient placement in a single or isolation room
	Table 18. Suggested prioritisation of resources based on infection risk

	6.2 Patient placement in a cohort or mixed inpatient area
	6.3 Staffing
	7 Multidrug-resistant organisms
	7.1 Clostridioides difficile (formerly known as Clostridium difficile)
	7.2 Antimicrobial stewardship
	7.3 MRO screening and surveillance
	7.4 MRO admission screening
	Table 19. Specific MRO transmission risks

	7.5 MRO screening specimens
	Table 20. Guide to swab set requirements (discuss with laboratory)

	7.6 MRO screening prior to solid organ donation
	7.7 MRO screening prior to faecal transplant donation
	7.8 Healthcare worker MRO screening
	7.9 Ongoing MRO screening in extreme risk rated areas
	7.10 MRO screening in non-extreme risk rated areas
	7.11 MRSA clearance screening
	7.12 VRE clearance screening
	7.13 Alerting and removing alerts (De-flagging)
	Table 21. Requirements for MRO alerting and removing alerts

	7.13.1 Recommendations for removing alerts
	7.14 Audit and validation of screening programs

	7.15 Precautions
	7.16 Patient placement
	Table 22. Patient placement priority guide

	7.17 Precautions for community health settings
	Figure 4. Risk assessment for community health outpatient settings
	7.18 Transferring or transporting a patient with a MRO
	7.19 MRSA decolonisation
	7.19.1 MRSA pre-operative decolonisation
	Table 23. MRSA Decolonisation Regime
	7.19.2 MRSA decolonisation for ongoing carriage
	Table 24. MRSA decolonisation regime for ongoing carriage
	7.19.3 Decolonisation of other MROs
	7.20 Communication about MROs
	7.20.1 Communicating with patients and carers
	7.20.2 Communicating with other hospitals
	7.21 MRO outbreak management
	8 Reprocessing of reusable equipment and reusable medical devices
	8.1 Reprocessing categories
	Table 25. Reprocessing categories and processes

	8.2 Reprocessing methods
	8.3 Reprocessing critical items
	Figure 5 Reprocessing of a critical RMD should involve the following steps:
	8.4 RMDs on loan on brought by clinicians

	8.6 Management of incidents
	8.7 Management of complex and difficult to reprocess RMDs
	Figure 6. Risk assessment Flow Chart
	Table 26: Risk Assessment Checklist for RMDs when IFU does not comply with 4187 or RMD identified as difficult to clean

	8.8 New technologies
	8.9 Reprocessing in Oral health
	8.10 Maintenance and repair
	8.11 Covers and Sheaths
	8.12 Reprocessing semi-critical items
	8.12.1 Intracavity ultrasounds
	8.12.2 Reprocessing flexible endoscopes
	8.12.3 Infant feeding equipment
	8.13 External ultrasounds
	8.13.1 Surface probes used on intact skin and bladder scanners
	8.13.2 Ultrasound devices used on non-intact skin or contact with mucous membrane
	8.13.3 Light based disinfection systems for use with ultrasound probes
	8.14 Stethoscopes
	8.15 Toys
	8.16 Cleaning and reprocessing of items used in community and home settings
	8.17 Reusable Portable equipment
	8.18 Transport of RMDs and Equipment
	8.19 Stock room for RMDs/ sterile equipment or consumables
	8.20 Event-Related Sterility
	Figure 7 Factors affecting sterility of a reprocessed item

	8.20.1 Risk assessment in the event of sterility compromise
	1
	9 Immunocompromised patients
	9.1 Neutropenia
	9.2 During construction
	9.3 Cystic fibrosis
	9.3.1 Infection prevention and control principles
	Table 27. Levels of precautions for CF patients

	9.3.2 Clearance
	9.4 Haemodialysis
	9.5 Tuberculosis
	9.6 Interventional radiology settings
	9.6.1 IR worklists
	9.6.2 IR equipment
	9.6.3 IR environment
	9.6.4 Aseptic technique in IR
	9.7 Respiratory and sleep settings
	9.7.1 Nebulisers
	9.7.2 Use of filters on respiratory devices
	9.7.3 Resuscitation devices
	9.7.4 Semi-critical resuscitation devices
	9.8 Maternity settings
	9.8.1 Prevention of vertical transmission
	9.8.2 Prevention of blood-borne virus exposure
	9.9 Mental health, drug and alcohol settings
	9.10 Residential, rehabilitation and long term care settings
	9.10.1 Using extended paramedic services in residential and long term care facilities
	9.11 Ambulatory care settings
	9.12 Oral health settings
	9.13 Ophthalmic and optometry settings
	9.14 Community and home settings
	9.15 Ambulance and patient transport settings
	9.16.1 Post-mortem care
	9.16.2 Post-mortem examination
	9.17 Cryotherapy
	9.18 Pets and therapy animals
	9.18.1 Animals as patients
	10 Surveillance, auditing and notification
	10.1 Role of surveillance
	10.1.1 Mandatory HAI surveillance in NSW
	Table 28. NSW HAI clinical indicators

	10.1.2 Reporting of notifiable disease
	Table 29. Clinical scenarios
	10.1.3 Suggested surveillance in non-acute settings
	10.1.4 Antimicrobial resistance surveillance methods
	10.2 Auditing
	10.2.1 Auditing principles
	10.2.2 Auditing for the National Hand Hygiene Initiative
	10.3 Incident Management and Notification
	10.3.1 Clinical Incident
	10.3.2 Lookback
	10.3.3 Open disclosure

	11.1 Outbreak investigation and management
	11.2 Outbreak response procedures in healthcare facilities
	11.3 Outbreak management team
	11.3.1 Factors to consider in convening an outbreak management team
	11.3.2 Outbreak management team - membership
	11.3.3 Outbreak management team - responsibilities
	11.3.4 Outbreak management team - communication requirements
	11.4 The investigation and control of an outbreak
	11.4.1 Outbreak detection
	11.4.2 Outbreak investigation
	11.4.3 Outbreak response
	11.4.4 Evaluation of response (Debrief)
	11.5 Outbreak management in community settings
	11.6 Emerging infectious diseases
	11.6.1 Respiratory viruses
	Appendix 1:  Common and important infectious diseases requiring isolation in hospitals
	Appendix 2: Line listing for outbreaks in a hospital

	Appendix 3:  Checklist for outbreak management team tasks
	Appendix 4. Outbreak management checklist

	Appendix 5: NSW Health Respiratory Hygiene Poster
	Appendix 5: NSW Health Respiratory Hygiene Poster
	Appendix 6: Case studies
	REFERENCES

