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Microbes and massage

Anne Ferguson, Peter Mackereth and Ann Carter
take a look at infection control and massage.

O

ver the past year,
COVID-19 has rightly
dominated our concerns
about staying safe and
preventing cross-infection,
but there are other
potentially nasty bugs that we need to bear in
mind as professional therapists.
Microbes include bacteria, viruses,
protozoa and fungi, which are part of the
world’s ecosystem — from the forest floor to
the human gut — and we would not be able
to survive without them. While we generally
think of microbes as a problem in health
and therapy care, the majority are harmless;
their presence can even have benefits,
such as being protective or taking part in
the production of essential nutrients and
digestive processes.
However, some microbes are known as
‘opportunistic’ and a few as ‘pathogenic’,
meaning that they can cause disease,
particularly if the immune system is unable
to mount a successful defence.
The terms ‘endogenous’ and ‘exogenous’
are used to describe where microbes are
found. Endogenous are those found in and
on the body and are referred to as ‘normal
flora’, such as Staphylococcus epidermidis,
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Corynebacterium spp.
Exogenous micro-organisms live outside
the body, typically in water, soil and
buildings. Examples include Legionella
pneumophila, which can be found in
plumbing and air conditioning systems,
and Tetanus bacilli, a micro-organism
found in soil.

The chain of infection
The way in which micro-organisms spread
is referred to as ‘the chain of infection’ and
consists of the following:
A source and/or reservoir;
An exit point;
■ A means of spread;
■ An entry point;
■ A susceptible host (for example, someone
with a compromised immune system).
■
■

The ‘source’ is where the micro-organisms
live permanently, for example, the human
body or the environment. Reservoirs are
where they can temporarily survive and
multiply, such as standing bowls of water.
Experts often use the terms ‘source and
reservoirs’ interchangeably, however, it is
useful to note the distinction. A source is

where a micro-organism normally resides,
but as therapists, we can create reservoirs
unintentionally through unsafe practices, for
example, preparing lotions and creams with
unwashed hands.
Like any living organism, they require
a food source and water, so the potential
reservoirs already mentioned in this article
provide the perfect environment for microorganisms to survive. Some are tougher
than others and can even survive in dry
conditions, on bedding and surfaces, such
as Staphylococcus aureus, a micro-organism
found on the skin of approximately 30%
of the population. As the human body has
entry and exit routes, these can be used
to identify ways of breaking the chain of
infection. For example, with a Norovirus — a
virus that can be spread when people have
diarrhoea and/or vomiting — entry can be
via the mouth, through contaminated food
and drink (oral route) or from contaminated
hands or utensils.

Indirect is most commonly via the hands,
which is why hand decontamination is so
important in preventing the spread
of infection. Areas of frequent surface
contact, such as light switches, curtains,
keyboards, handles, containers and
worksurfaces provide opportunities for
the spread of micro-organisms.
Droplet is the spread of micro-organisms
by talking, sneezing or coughing. The
droplets land either directly on someone
else or on objects that we touch, which
enable indirect spread to ourselves or
others. An example of indirect spread is the
common cold, which is spread not only by
people coughing and sneezing, but also by
contamination of objects we touch, hence
the need to wash our hands.
Airborne is when the infectious particles
are so small, they can be carried widely in
air currents and stay in the air for hours, as
happens with the Tuberculosis bacilli.

Method of spread

Multidrug-resistant
organisms

The method of spread is described as indirect
and direct contact, droplet and airborne.
Direct spread involves body-to-body contact,
as with skin diseases such as impetigo.

Factors that increase the risk of severity
of infection are the ease of spread of the
organism, its virulence and the susceptibility
of hosts. Multidrug-resistant organisms
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make it difficult to provide invasive
investigations such as arthroscopy, surgery,
cancer treatments and accommodating
the person in clinical and therapy settings.
For example, a hospital or treatment
room would need to be deep cleaned
if it had been used by a patient with
Meticillin-resistant Staphylococcus Aureus
(MRSA). Staphylococcus aureus has two
forms – Meticillin-sensitive (MSSA) and
Meticillin-resistant (MRSA). It is estimated
that about 1% of the population carry the
resistant strain, MRSA. Samples are taken
for screening from the nose, throat, armpits
and perineum, as the organism is generally
found in these areas, though not every site
will necessarily be colonized. However, if the
nose and nasopharynx are implicated, this
is generally taken as evidence of carriage.
Hands can be temporarily contaminated, as
can wounds, and this can eventually develop
into colonisation and then infection.
In the context of providing massage
in hospitals, hospices and domiciliary
care, there is the possibility of therapists
encountering clients with medical devices,
stomas, wounds, ulcers or damaged/broken
skin. These clients have reduced barriers to
microbes entering and causing infection,

which might be life threatening. Additionally,
anything that weakens the immune system
puts the patient at increased risk, including:
Being elderly or very young
Underlying disease, e.g. cancer or chronic
respiratory conditions
■ Medication that interferes with the normal
functioning of the immune system, e.g.
chemotherapy or steroids
■ Irradiation, e.g. radiotherapy
■ Surgical wounds
■ Medical devices in place, e.g. catheters,
feeding tubes
■ Obesity, due to skin folds and poor mobility.
■
■

Infection can be localised to a defined area,
such as a wound, or the nasopharynx, in the
case of the common cold. With sepsis, the
infection spreads from the initial site to the
whole of the body, causing an overwhelming
immune response. If this happens, the
patient will become acutely unwell and
can develop signs of circulatory shock and
possibly organ failure. The most common
sites where these serious infections originate
from are the respiratory and urinary systems.
Other sources are surgical sites, skin and
wounds, medical devices, central
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nervous system, and less frequently, septic
arthritis, but this list is not exhaustive (see
references for further reading).

Reducing the risk of
infection during massage
During the course of the day, we often
contaminate our skin by touching objects
or people. Contamination means that there
is evidence of the organism being on the
body, but there are no clinical signs and it
can be easily removed. Where the hands are
affected, decontamination can be achieved,
preferably, through washing with running
water and soap; if this is not available,
alcohol gel may be used. We would advocate
training in infection control with a focus
on hand decontamination as an essential
component of therapist’s preparation/
updates for clinical practice (see Box 1).
In our opinion, there is no place in
either health care or hands-on therapy for
wearing gloves when touching intact skin
in healthy people. Gloves are a protection
against contact with blood and body fluids
and for when nursing infectious patients.
In reality, we do not know the infectious
status of all our clients, at all times. Indeed,
a client may fail to disclose or not know
they have an infection, or not exhibit any
symptoms. As authors, all three of us have
been questioned by therapists as to whether
they should avoid skin contact with those
known to be MRSA positive, whether they
should see an infected patient last to avoid
passing it on to other clients, or if infection is

a blanket ‘no’ to any touch therapies.
A key issue with skin contact work is
the displacement of skin cells and the risk
that any contaminants become airborne
and settle on surfaces, from where we
can transfer them to ourselves or onto
others. Routine steps we can take are hand
decontamination, using clean linen and
single use oil dispensers.
Problems arise when we encounter
clients who fail to disclose a confirmed
diagnosis but are clearly exhibiting signs of
infection – this is when further measures
need to be taken, such as wearing a
disposable single use apron. Gloves are
a debatable point as they can give a false
sense of protection, for example, if you
wear these as you go between clients and
activities, they become a vector in the
chain of infection. Added to this is the risk
of skin irritation from constantly wearing
disposable gloves and inadequate hand
washing between (Mackereth & Ferguson,
2015). If hands and nails are well cared for,
without cuts and abrasions, then the risk
of invasive skin infections is minimised.
Overuse of harsh soaps and alcohol gels
without emollients risk damaging skin
(WHO, 2009).

Massage equipment*
Equipment can also be contaminated
and the level of cleaning or disinfection
required depends on the level of use – high,
medium or low. Low risk is if the massage
equipment comes into contact only with
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*FHT comment: Please note government
and FHT guidelines for COVID-19 may
differ in terms of the required methods
of cleaning/disinfection and what
equipment can be used. Therapists must
follow government and FHT guidance at
this time.
intact skin and there is no contact with
broken skin or mucous membranes. This
would be couches, blankets and bolsters.
Disinfectants and alcohol wipes are not
usually required, as most treatments that
therapists provide will be low risk. Cleaning
with fresh warm water and detergent will
be sufficient as this removes visual dirt
and contamination; in most cases this
method is effective for decontaminating
both equipment and the environment.
If equipment can neither be washed
nor decontaminated using wipes, single
use disposable equipment should be
used. Alternatively, it can be covered
with a disposable cover as is the case
with couches and bolsters. Linen such
as blankets and privacy gowns should be
washed at a temperature suitable for the
item. Only if there is the risk of it coming
into contact with an infectious patient does
it require a temperature of 60o for at least 10
minutes (DOH, 2016).
It is possible for a therapist’s uniform
to become contaminated by skin cells,
bodily fluids and droplet contact. While no
evidence is available showing organisms
can be transferred to clients, there is

always a potential risk. Uniforms can be
washed at 60ºC although low temperature
washes at 30ºC have been shown to
eliminate MRSA and most other harmful
microbes (DOH, 2010).
Medium risk means equipment
comes into contact with intact
mucous membranes or the client is
immunosuppressed (making them more
susceptible to infection). All equipment
coming into contact with the client
will require disinfection — this is the
process of killing bacteria and viruses
following general cleaning. An approved
disinfectant and/or very hot water (usually
above 82ºC) will be necessary. If using
a disinfectant, then a chlorine releasing
one (household bleach) is preferable,
however it can damage some materials
and surfaces. Wipes containing alternative
disinfectants are widely available. While
many essential oils do have disinfectant
qualities, it is best to use a recommended
agent for cleaning and disinfection.
If soiling (with blood and/or bodily
fluids) is evident, then general cleaning
should be followed with a disinfectant
clean, using a chlorine releasing
product/sodium hypochlorite or a
chlorine dioxide solution.
High risk applies to equipment which
is to be used on broken skin or in sterile
parts of the body, such as urinary catheters,
and such like. Items used by therapists
are generally disposable, for example,
acupuncture needles, so the need for
sterilization facilities does not apply.

Mask and visor wearing
Surgical masks prevent spread from
the wearer and their loose fit renders
them unsafe to wear as protection when
delivering care to people who have a
highly infectious respiratory disease. It is
most unlikely that therapists will have to

Case history for UV light and hand washing
Therapists were invited to attend a
two-hour training session on hygiene
and infection control. The session
was facilitated by an infection control
(IC) nurse and, much to everyone’s
surprise, she began by asking the
group to give their hands a really
thorough hand wash, as though they
were going to do a treatment. On
their return, the IC nurse produced
an ultraviolet camera and explained
that UV light would cause bacteria to
‘fluoresce’. The therapists would be
able to see the parts of their hands
where the soap had not touched.
Under the UV light the therapists’
hands appeared purple and the areas
which had been missed were much
lighter in colour. The main areas
missed were the nails, the inside of
the fingers and much to everyone’s

surprise, not one therapist had washed
the areas around their wrists.This
simple practical lesson really brought
home to therapists the importance of
handwashing, which is effective, given
that our hands are the main tools of
our work.

deal with these but for more information,
visit fht.org.uk/microbes-table. Where
therapists are working in clinical settings
with infectious patients, they should be fit
tested for the appropriate respirator mask.
These are worn to protect the wearer when
in high risk situations. As nurses deliver
essential and intimate health care, they
are more likely to be exposed to infectious
material than therapists who, some may
argue, are delivering nonessential but
extremely helpful treatments. While
therapists can refuse to treat heavily
infected clients, nurses cannot.

care have learnt to shorten sessions to
accommodate patient fatigue and other
health and mobility concerns, so we need
to include an assessment of risk with
regards to infection. In clinical settings we
are advocating providing short sessions
using covered touch, such as holding
over towels, The HEARTS Process, reiki
or reflexology, over clean thin socks. In
addition, there must be agreement from
clinical staff for therapists to provide
interventions to patients and therapists
must adhere to additional infection control
procedures (Carter & Mackereth, 2019). T

Practice points
We live in challenging times which require
thinking outside the box. It may be that for
the foreseeable future, providing a 50 to
60-minute massage is not always doable.
Therapists working in health and social

For references and further
reading, visit fht.org.uk/IT-references
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as an independent lecturer in tissue viability and infection control. She created the first
officially recognised tissue viability course for qualified nurses in the UK.
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