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INTRODUCTION 

January, 2003 

The prevention of infection in both hospitals and in the community continues to be a major 
challenge for all Health Care Workers. Preventable infections may result in substantial 
morbidity, mortality, prolonged hospital stay and associated increase in healthcare costs. 

The Strategy for the Control of Antimicrobial Resistance in Ireland (SARI) launched in 
June 2001 recommends the development of National Infection Control Standards and the 
provision of infection control services to implement these standards. In the interim, local 
infection control guidelines need to be continually reviewed and updated. 

This infection control manual is a revised version of the previous EHB infection control 
manual of 1998. Many developments in infection control have occurred in the interim. 
Chapters have been rewritten, deleted or newly presented. References have been updated. 
The format remains essentially unchanged. We would like to acknowledge the work of Ms. 
Rosaleen Cashman, (previous Infection Control Nurse, JCMH), who was the principal 
author of the original document. 

This manual is now recommended for use through out ERHA Area Health Board Manaped 
Health Care facilities only. It will continue to be reviewed on a regular basis. Comments 
on this manual are welcomed. 

The ERHA Infection Control Advisory Committee (ERHA, ICAC) was formed in February 
2001. It has representatives from Area Health Boards, Voluntary Hospitals and the 
Community. The ERHA, ICAC supports the development and use of such guidance 
documents. 

It is hoped this manual will aid the implementation of standard infection control practices in 
Health Board managed Health Care Facilities. 

REVIEW GROUP 

Dr. E. McNamara, Consultant Microbiologist, PHL Cherry Orchard Hospital 
Ballyfermot Dublin 10 and St. James's Hospital. Dublin 8. 

Ms Jane Murphy. Clinical Nurse Specialist Infection Control, Cherry Orchard Hospital, 
Ballyfermot, Dublin 10. 

Ms. Mairead Twohig. Clinical Nurse Specialist Infection Control, St. Mary's Hospital, 
Phoenix Park, Dublin 20 
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1. HOSPITAL ACQUIRED INFECTION 

The prevention of infection is the responsibility of all staff, but particularly of those responsible for 
direct patient care. Health professionals have a duty to ensure that the necessary actions are taken 
to reduce the risk of patients developing a Hospital Acquired Infection. (HAI) 

Hospital Acquired Infection relates to infections that arise in patients who are hospitalised for more 
than 72 hours. This may be due to health related treatment, an invasive procedure or it may develop 
while a patient is in hospital. It does not include infections that the patient was incubating on 
admission to the healthcare setting. 

1.1 PATIENT WLNERABILITY 
The population characteristics of patients in hospital are constantly changing. Many patients who 
would have required hospitalisation a few years ago might now receive the same therapy at a day 
surgery facility. This means that many patients admitted to hospital are often more acutely ill than 
in the past. The term "irnrnunocompromised convergence" has been used to describe these 
phenomena. In healthcare settings it is not only the individual who is vulnerable to infection, but 
also an entire ward population can be susceptible to outbreaks of infection. 

A systematic approach to patient care should enable problems to be identified more readily in the 
individual and effective control measures highlighted. This approach to individual patient care 
lends itself to the prevention of primary infection and cross infection to others by encouraging 
assessment and reassessment of risk of infection throughout the patient's stay. 

1.2 ASSESSMENT 
The patient may have a known transmissible infection or be at high risk of acquiring an infection as 
a result of lowered host defences or severe disease process. 

1.3 PLANNING. 
Requirements for preventing the spread of infection from the patient or for protecting the patient 
against infection 

1.4 IMPLEMENTING 
This should ensure that effective control methods i.e Standard 
Precautions and Transmission Based Precautions are communicated to all staff and are applied to 
ensure that the goals can be attained. It should also include the psychological needs of the patients, 
(e.g. patients in single room isolation or patients with specific fears and concerns regarding 
transmission of their infection to others). 

1.5 EVALUATION 
The success of the plan and its outcome assessed. This could be the absence of spread of infection 
to others, or the prevention of acquired infection in a patient identified as high risk on initial 
assessment. The possible reasons for any failures should be examined. 

REFERENCES 

1. Curran E. ( 2001) Reducing the Risk of Healthcare Acquired Infection. Nursing Standard 
(16 91) 45-52. 

2. Ayliffe G.A. J., Fraise A.P., Geddes A.M. &Mitchell K. ( 2000) Control of Hospital 
Infection A practical handbook 4th Ed.. Arnold London. 
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2. INFECTION CONTROL PRECAUTIONS 

In 1996 The Centers for Disease Control and Prevention (USA) and the Hospital Infection Control 
Practice Advisory Committee (HICPAC) introduced Standard Precautions. This term now 
replaces universal precautions. 

There are two tiers for Isolation Precautions. 
1. Standard Precautions (applies to all patients) 
2. Additional to Standard Precautions 

2.1 Transmission based precautions. 
2.2 Protective Isolation Guidelines 

2.1 STANDARD PRECAUTIONS: 

Standard Precautions are designed to reduce the risk of transmission of micro organisms from 
known and unknown sources of infection. These precautions apply to the care of all ~at ients  
regardless of their diagnosis or presumed infection status. 

They apply to 
Blood 
All body fluids whether or not they contain visible blood 
Non-intact skin 
Mucous membranes 

The principles of Standard Precautions include: 
1.  Handwashing 
2. Protective barriers e.g. The use of Personal Protective Equipment 
3. Management of Health Care Waste 
4. Correct handling of Needles and Sharps 
5. Correct handling of Laundry 
6. Effective Environmental decontamination i.e. blood spills 
7. Disinfection and Sterilisation of equipment 

2.1.1 Handwashing 
Wash hands after touching blood, body fluids, secretions, excretions and contaminated 
items, whether or not gloves are worn. 
Wash hands after removing gloves. 
Wash hands between clean and dirty procedures on the same patient to prevent cross 
contamination. 
Wash hands with either liquid soap solution, an antiseptic solution or decontaminate 
hands with an alcoholic rub or gel. 
Apply waterproof dressings to cuts and abrasions that are likely to be exposed to any 
pathogenic microorganism or body fluid. 

2.1.2 Personal Protective Equipment 

Gloves: 
Wear gloves before handling blood, body fluids, secretions, excretions and 
contaminated items. 
Wear gloves when touching mucous membranes and non-intact skin. 
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Wear gloves between clean and dirty procedures on the same patient to prevent cross 
contamination. 
Remove gloves and wash hands before touching non- contaminated items and before 
caring for the next patient. 
For further information refer to Section 4. 

- Mask: eve spectacles with plastic sidepieces or full facial visor: 
Wear a fluid shield mask with visor or a fluid shield mask and plastic spectacles with 
side pieces or a full face shield to protect the eyes and mucous membranes of the nose - and the mouth during procedures likely to generate splashes of any body fluid. The 
degree of protection necessary will depend upon the procedure being performed. 

rn Plastic apron or disposable water proof barrier gown: 
Wear apron to protect clothing during procedures likely to generate splashes of any 
body fluid. - Wear a disposable water proof barrier gown to protect major exposure of the skin to 
body fluids 
Remove and dispose of the apron 1 gown carefully after completing the procedure - so that neither the operator nor the environment is contaminated. 
Wash hands immediately 

- 2.1.3 Management of Health Care Waste. 
Health care waste must be categorised and segregated according to Department of 
Health and Children guidelines. See Section 7. - 

2.1.4 Sharps disposal. 
Take care when handling needles, scalpels, sharp instruments or other sharp devices and - when cleaning this equipment after procedures 
Do not re-cap, separate needles from syringes, or bend, and break used needles. 

w 
Discard needles, syringes and other sharp instruments or devices used in patient clinical 
areas whether or not contaminated with body fluids into the appropriate container. 
Bring Sharp boxes as close as possible to where the procedure is being carried out. - The user of the sharp device is responsible for disposing of it safely. (See Section 10). 

2.1.5 LinenILaundry - Handle and transport linen in a manner that prevents slun and mucous membrane 
exposure and avoids transmission of micro-organisms to other healthcare workers, 
patients or the environment. - Place Linen that is wet with any body fluid in a dissolve a bag. Linen must be 
categorised and segregated according to recommended guidelines.(See Section 9). 

- 2.1.6 Environmental decontamination: 
Refer to the hospital environmental decontamination policy for procedures for safe 
cleaning and disinfection. (See Section 5) - 

2.1.7 Patient care equipment: 
Wear personal protective clothing when handling equipment soiled with any body fluid. 

r Clean and reprocess re-usable equipment appropriately before use on another patient. 
(See Section 6). 
Do not re-use single use patient items - 
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ADDITIONAL TO STANDARD PRECAUTIONS 

Transmission Based Precautions are for patients known or suspected to be infected 
or colonised with highly transmissible or epidemilogically important micro organisms 
spread by airborne, droplet or contact transmission and who need additional precautions 
to the Standard precautions applied to all patients 

Transmission- Based Precautions ideally require the use of a single room with en Suite 
toilet facilities and with or without special air handling and ventilation. 

If a single room is not available advice should be sought from the infection control nurse 
and consideration should be given to: 

the patient population, 
the medical speciality, 
the sites of infection/colonisation, 
the degree of transmissibility, 
The local methods of reducing transmission e.g. occlusive dressing, enhanced infection 
control practices. 
Cohorting patients. 

There are three types of Transmission Based Precautions: 

2.2.1.1 Airborne precautions (Replaces the previous term, Respiratory isolation) 
2.2.1.2 Droplet precautions (Replaces the previous term, Respiratory isolation) 
2.2.1.3 Contact precautions (Replace the previous terms, Enteric, Wound, Skin, and 

BloodIBody fluid Isolation) 

SYNOPSIS OF TRANSMISSION BASED PRECAUTIONS REQUIRED FOR PATIENTS WITH THE 
MOST COMMON DIAGNOSED OR SUSPECTED INFECTIONS 

Airborne Precautions 
1. Chicken pox 
2. Measles 
3. Tuberculosis (open pulmonary or laryngeal) 

Droplet Precautions 
1. Diphtheria 
2. Burkholderia ceoacia in cvstic fibrosis disease 
3. Meningococcal meningitis 
4. Meningococcal septicaemia 
5. M u m 6  
6 .  Scarlet fever 
7. Streptococcal pharyngitis or pneumonia 
8. Whooping cough. 

Contact Precautions 
1. Enteric infections: 

Clostridium difficile 
E.Coli 0157:H7 
Enteroviral infections in infants and children 
Hepatitis A 
RotavirudNonvalk virus 

Area Henlfh Infection Conhol Guidelines 
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Salmonella species, Shigella species 

2. Skin infections: 
Dermatitis, (severe1 infectious) 
Impetigo 
Scabies 
Pediculosis (Extensive infestation) 
Shingles 
Staphylococcal furunculosis 

3. Multi-drug resistant organisms: 
0 Methicillin resistant Staphylococcal aureus (MRSA) 

Vancomycin- resistant enterococci (VRE) 
Penicillin resistant pneumonia (PRP) 

4. Resoiratorv infections: 
Respiratory syncytial virus 
Respiratory viral disease in children ?infectious 

5. Blood borne diseases Hepatitis B.C.D. and HIV 
Only if bleeding uncontrollably or have other transmissible infections. 

GENERAL PRINCIPLES FOR TRANSMISSION BASED PRECAUTIONS 
THEY ARE TO BE USED IN ADDITION TO STANDARD PRECAUTIONS. 

It is the responsibility of the Consultant in charge of the patient to ensure that the appropriate 
precautions are implemented. These precautions should commence on clinical suspicion: a 
laboratory confirmation is not always necessary. 

The Infection Control Team I Nurse should be informed if the patient requires Transmission- 
Based Precautions. 

The Medical staff has a statutory obligation to inform the appropriate Medical Officer of 
Health of all cases of Notifiable Diseases. (See section 23) 

Single rooms for isolation should ideally have dedicated equipment. 

However if shared equipment is used it must be cleaned and disinfected before removal from 
the room. 

Equipment for the isolation room should be supplied on a daily basis to prevent overstocking. 
Equipment should include: 
> Appropriate colour coded bins. 
> Disposable plastic aprons. 
P Disposable Gloves. 
P Appropriate masks as recommended. 

2.2.1.1. AIRBORNE PRECAUTIONS 
These precautions are designed to reduce the risk of aerosols, which may remain suspended in the 
air for long periods and should be used in addition to Standard Precautions. 
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Accommodation 
A single room with en suite toilet facilities and preferably with negative pressure 
ventilation is required. 
An anteroom as an extra precaution is desirable but not essential. 
The door must be kept closed. Access is via the anteroom door if available. 
Place appropriate sign on the outside of the door. 
Seek advice from the Infection Control Team immediately, if a single room is not 
available 

Respiratory protection 
See Section 21 for TB Guidelines. 
Only immune staff should enter the room of patients with known or suspected 
chickenpox, measles, or rubella. Immune staff do not need to wear respiratory 
protection. 
Susceptible staff to the above diseases should wear a respiratory mask before entering 
the room. 

Patient transport 
Postpone elective surgical procedures until the patient is considered non-infectious if 
practical 
Limit the patient transport from the room to essential purposes only 
Place a surgical mask on the patient if transport from the room is necessary 
Inform the staff of other departments before transport of the patient 

Staff 
Limit staff access to those who need to treat the patient 
Seek advice from the Occupational Health Department or the Infection Control Nurse if 
staff think they have been exposed to the above diseases 

Visitors 
Visitors should report to the Clinical Nurse Manager before entering the room 

- 2.2.1.2 DROPLET PRECAUTIONS 
These precautions are designed to reduce the risk of droplet contact of the conjunctivae, the 
mucous membrane of the nose or mouth of a susceptible person with large infectious droplets and - should be used in addition to Standard Precautions. 

These droplets are primarily generated during coughing, sneezing, and talking or are associated - with certain procedures e.g. suctioning, bronchoscopy 

Transmission requires close contact because the droplets travel less than three feet in the air. - 
(a) Accommodation 

A single room with en suite toilet facilities is desired but special air ventilation is not - necessary. 
An anteroom as an extra precaution is desirable but not essential. 
The door must be kept closed. Place appropriate sign on the outside of the door. - Seek advice from the Infection Control Team / Nurse if a single room is not available 

- Area HenUh Infection Control Guidelines 
Page 8 of 8 



Respiratory protection 
Wear a respiratory mask before entering the room and until the patient has had adequate 
antimicrobial therapy to be non-infectious. Check with Infection Control Team I Nurse 
if in doubt. 

Patient transport 
Postpone elective surgical procedures until the patient is considered non-infectious if 
practical 
Limit the patient transport from the room to essential purposes 
Place a surgical mask on the patient if transport from the room is necessary. 

8 Inform the staff of other departments before transporting the patient 

Staff 
Limit staff access to those who need to treat the patient 
Seek advice from the Occupational Health Nurse or the Infection Control Nurse if staff 
think they have been exposed to diseases transmitted by the droplet route 

Visitors 
Visitors should report to the Clinical Nurse Manager before entering the room. 

2.2.1.3. CONTACT PRECAUTIONS 
These precautions are designed to reduce the risk of spread from direct contact with easily 
transmitted infections or multi-drug resistant organisms and should be used in addition to Standard 
Precautions. 

Direct contact involves skin to skin contact with the infected or colonised patient and the health 
care worker or between patients 

Indirect contact involves contact with contaminated equipment or the environment within the 
patient area. 

Accommodation 
A single room with en-suite toilet facilities is ideally required. 
An anteroom as an extra precaution is desirable but not essential. Keep the door closed 
whenever practical. 
Place appropriate sign on the outside of the door. 
Cohort patients with the same micro-organism but with no other transmissible infection 
in the same area. Seek advice from the Infection Control Nurse 

Respiratory protection 
No respiratory protection unless the patient has a disease that can also be spread via 
aerosols or droplets e. g. chicken pox. 

Gloves and handwashing 
(In addition to standard precautions) 

Wear gloves before entering the room if contact with infected material is likely. 
Change gloves after having contact with body fluids which may have high 
concentrations of micro-organisms e.g. faeces 
Remove gloves before removing apronlgown and before leaving the room 
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Wash hands with an antiseptic agent or decontaminate hands with an alcohol rublgel 
immediately 

Aprons 
Wear apron before entering the isolation room if contact with infected material is likely 
Wear apron when in contact with bloodlbody fluids 
Remove apron before leaving the room 

Disposable barrier waterproof gowns 
Wear disposable, barrier waterproof gowns if there is a likelihood of extensive exposure 
of unprotected skin to body fluids 
Remove gloves before gown. Touch only the inside of the gown to prevent self- 
contamination and remove before leaving the room 

Patient transport 
Seek advice from the Infection Control Team1 Infection Control Nurse concerning 
elective surgical procedures and antimicrobial therapy 
Limit the patient transport from the room to essential purposes only. 
Minimise waiting times in other departments if transport from the room is necessary. 
Inform staff in the department before transport of patient 

Staff 
Limit staff to those who need to treat the patient 
Seek advice from the Infection Control Team /Infection Control Nurse or the 
Occupational Health Department if staff think they have been exposed to diseases 
transmitted by the contact. 
It is the responsibility of the consultant in charge of the patient to ensure that the 
appropriate precautions are implemented. These precautions should commence on 
clinical suspicion: a laboratory confirmation is not always necessary. 
The infection control team 1 nurse should be informed if the patient requires 
Transmission-Based Precautions. 
The medical staff has a statutory obligation to inform the appropriate Medical Officer of 
Health of all cases of notifiable diseases. (See section 23) 
Single rooms for isolation should ideally have dedicated equipment. 
However if shared equipment is used it must be cleaned and disinfected before removal 
from the room. 
Equipment for the isolation room should be supplied on a daily basis to prevent 
overstocking. Equipment should include: 
9 Appropriate colour coded bins. 
9 Disposable plastic aprons. 
3 Disposable Gloves. 
9 Appropriate masks as recommended. 

Visitors 
Visitors should report to the Clinical Nurse Manager before entering the room 
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ADDITIONAL GUIDELINES FOR TRANSMISSION BASED PRECAUTIONS. 

Laundry 
Place laundry in a heat soluble disposal bag (if applicable) and put into the appropriate laundry bag 
in the dirty utility room. (See section 9) 

Health Care Waste 
Place all waste in the single room in the appropriate bag which should be 65%-70% filled, swan 
necked closed, tagged with the hospital tag and then discarded into the dirty utility room for 
collection. There is no need to identify or double bag the waste unless the outside is visibly 
contaminated with body fluids (See section 7) 

Sharps Boxes 
Label the sharps box with the ward name, three-quarter fill and securely close and tag with the 
hospital tag before taking to the dirty utility room for collection. Clean the box with an alcoholic 
wipe if stained with body fluids before removal from the room. (See Section 10) 

Cleaning 
Inform the cleaner that the patient is in isolation. 

Removal of equipment during the period of isolation 
Remove gloves and apron, wash hands and wear a fresh pair of gloves when removing disposable 
and non-disposable equipment from the room and then clean and disinfect appropriately (see 
Section 6). 

Re-usable Bedpans and Urinals. 
There is no need to keep separate bedpans or urinals for the patient providing the bedpan 
washerldisinfector is working at appropriate temperature. 
Place disposable bedpans1 urinals in the macerator. 

Blood Spillage 
(See Section 8) 

2.2.2. Protective Isolation Guidelines. 
Protective Isolation aims to prevent the susceptible patient from acquiring any organisms, 
which may be hazardous to them. These organisms may not pose any threat to the healthy 
individual but could cause serious problems to the imrnuno-compromised. 
This term replaces Reverse Barrier Nursing. 

A patient requiring protective isolation i.e. a patient who by virtue of immuno suppression 
requires isolation should be provided with this facility. 

LIST OF CONDITIONS THAT MAY REQUIRE PROTECTIVE 
ISOLATION 

Bums (Extensive or infected) 
Cytotoxic Therapy (if neutropenic) 
Dermatitis (Severe or infected) 
Eczema (Severe or infected) 
IrnrnunosuppresiveTherapy 
Leukemia 
Neutropenic Patients i.e. Neutrophils d . 0  x 10 9 1 L. 
Solid Organ Transplant Patients (post operation) 
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Whether to isolate or not is ultimately at the discretion of the consultant in charge and 
will be influenced by other factors. 

Protective Isolation Guidelines 

Used in addition to Standard Precautions and Transmission- Based Precautions. 

Accommodation 
A single room with en-suite facilities is desirable. 
Positive pressure ventilation and an anteroom are desirable but not essential. 
Ensure the room is given a thorough environmental cleaning before the patient is 
admitted 
All doors and windows should be kept closed. 
Place appropriate sign on the outside of the door. 
Seek advice from the infection control team I nurse if a single room is not available. 

Respiratory protection 
Masks are not required unless the patient has a transmissible infection spread by 
aerosols or droplets or there is a likelihood of splash of body fluids into the face or 
during aseptic procedures e.g. insertion of a central venous catheter. 

Patient transport 
Postpone elective surgical procedures until the patient's immune system has recovered if 
clinically feasible. 
Limit the patient transport from the room to essential purposes only. 
If the patient needs to leave the room, minimise contact with patients who have an 
infection or who have conditions that make infection transmission more likely. 
Ensure that the patient is attended to immediately 
Neutropenic patients should wear a surgical type mask if they have to leave the room. 

Staff 
Limit staff access to those who need to treat the patient 
Staff who have or may have an infectious condition should not care for these patients 
until they are well e.g. Herpes simplex or contact with a childhood infectious disease to 
which they are not immune e.g. chickenpox disease. Staff are advised to attend the 
Occupational Health Department to establish their antibody titres. 
Staff who have a sore throat or a cold and have to treat the patient, should wear a 
surgical type mask before entering the room and remove the mask after leaving the 
room 
Before entering the room, remove white coats, roll up sleeves and remove any 
jewellery which will prevent good hand decontamination 
Wash hands or use alcohol hand rub before entering the room. 
Wear gloves and apron if contact with body fluids is likely. 

Visitors 
Visitors should report to the Clinical Nurse Manager before entering the room 
Visitors should wash their hands with liquid soap before entering the room but do not 
need to wear protective clothing 
Visitors should be limited to family or partners. 
No children are allowed to visit the patient unless there are special circumstance to be 
approved by the medical staff 
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Those who have or think they have an infection should be appropriately advised 
concerning personal protective equipment. 
Visitors should check with the clinician in charge before bringing in food. 
Only two visitors are allowed at a time and there should never be more than four people 
(including the patient and the healthcare worker in the room at the same time) 

Environmental Cleaning. 
Inform the cleaners that the patient is in protective isolation. 
They should provide the necessary cleaning equipment. This equipment should not be 
left in the room and a disinfectant is not required unless recommended by the Infection 
Control Team I Infection Control Nurse. 
The room should be cleaned before the rest of the ward if possible and all equipment 
must be cleaned before going into the room. 

Personal Protective Equipment 
Gloves, masks, aprons and eyewear should be worn as per Standard Precautions. 

Food 
Hands should be washed and dned before handling food. 
Meals, crockery and cutlery may be served in the normal way unless instructed 
otherwise. 
Food should be served from the trolley immediately and meals should not be retained 
for reheating later 
Cooked food, open tins and jars should be stored in the fridge and discarded after 24 
hours 
Avoid ice from ice making machines 

Flowers 
Flowers and live plants are not recommended. 

Personal equipment e.g. computers, mobile telephones, videos, etc 
Personal items of equipment should be cleaned before going into the room and kept 
clean in the room 

REFERENCES. 

1. Brandt B. (1990) Nursing Protocol for the Patient with Neutropenia. Oncology Nursing Forum 
17 (1) 

2. Garner J.S, Hospital Infection Control Advisory Committee (1996). Guideline for Isolation 
Precautions in Hospitals. Infection Control Hospital Epidemiol 1753-80 

3. Centres for Disease Control (1991). Recommendations for Preventing HIV and HBV to 
Patients during Exposure-Prone Invasive Procedures. CDC Guidelines for Surveillance 
Prevention and Control of Nosocomial Infections 

4. Ayliffe G.A.J , Babb J.R. & Taylor L.J. (1999) Hospital-acquired Infection, Principles and 
Prevention. 3Td ed. Chapter 7. 

5. McCulloch J. (2000) Infection Control, Science Management and Practice. Whurr Publishers 
London. Chapter 11. 

6. The epic Project: Developing National Evidence-based Guidelines for Preventing Healthcare 
associated Infections. Journal of Hospital Infection (2001)47(supplementary)S39-S46 
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3. HAND HYGIENE 

Hand hygiene is acknowledged to be the single most effective and most cost-effective, intervention 

C 
to promote infection control in clinical settings (Reybrouck 1983, Voss & Widmer 1997) 
Awareness of its critical role in reducing morbidity and mortality predates the discovery of bacteria 
and the germ theory of infection (Newsom 1993). Evidence that hand decontamination helps to - prevent cross-infection emerged from epidemiological studies initiated by the Obstretician Ignaz 
Semmelweis during the mid-19~ Century (Newsom 1993). 

C 
However, the timely publication of two important documents (National Audit Office 2000, and 
Plowman et a1 1999) has re-affirmed the importance of controlling HAL The benefits of ensuring 
that all clinical staff adhere to hand contamination protocols to safeguard infection control should 
now be regarded as an important component of-risk management and clinical governance (Desai et 
a1 2000) 

- 3.1 ORGANISM PRESENT ON THE HANDS MAY BE DIVIDED INTO 
TWO CATEGORIES. 

- 3.1.1 Resident micro-organisms (normal Flora) 
Resident micro organisms are those that are deep seated within the epidermis and are not easily 
removed. 

C 

3.1.2 Transient organisms 
Transient organisms. These are located on the skin surface. They are easily removed with hand 
washing. 

3.2 CHOICE OF PRODUCT - 
As a general rule, soap and water are adequate for routine activities, but the added protection of an 
antiseptic is desirable when performing invasive procedures and during the care of immuno- 
compromised patients. 

3.2.1 Soaps have a detergent effect. They remove transient micro organisms physically, but have - no effect on the resident microbial population unlike antiseptics, they do not kill micro organisms 
or inhibit their growth. Their effectiveness is limited, but they are perfectly adequate when 
performing routine hand hygiene and are inexpensive. Liquid soap should be used. (Bar soap is - unsuitable) 

3.2.2 Antiseptics cause a greater reduction than soap in the number of transient and resident - 
organisms on the skin, either by kdling them or by inhibiting their growth. They are also likely to 
be more effective than soap against potentially pathogenic bacteria Some antiseptics have a 
detergent effect, or are marketed in a formulation that includes a detergent, and are suitable for use 

C 
on hands that are physically soiled. The aqueous antiseptic solutions available in your clinical 
setting are likely to include Chlorhexidine gluconate, Triclosan or Povidone iodine as the active 
agent. 

C 

- Area Health Infection Control Guidelines 
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3.2.3 Hand Rubs. The active ingredients in these products are ethyl alcohol (ethanol), isopropanyl 
alcohol (isopropanol) or n-propyl alcohol. These products might sometimes contain other 
antiseptics such as chlorhexidine or triclosan. When combined with chlorhexidine, residual action 
is provided, but on their own, alcohols do not display this property. They should always 
incorporate an emollient to protect the slun from dryness. They have excellent bactericidal activity 
against most Gram-positive and Gram-negative bacteria, but have no effect on spores. Alcohols 
destroy bacteria more swiftly than the aqueous solutions described above, but have no detergent 
effect and are not suitable in the presence of heavy contamination. They are extremely useful at 
times when physically clean hands require rapid decontamination. 

3.3 HAND DECONTAMINATION 
All wrist and ideally hand jewellery should be removed at the beginning of each clinical shift 
before regular hand decontamination begins. Cuts and abrasions must be covered with waterproof 
dressings. 
Hands should be washed: 

Before commencement of duty. 
Before moving from one patient to another. 
Before any aseptic procedure. 
After handling any patient. 
After handling any item that is or might be soiled. 
After using the toilet 
Before handling food. 
After removing gloves 
As soon as hands become visibly soiled. 

3.4 TYPES OF HAND DECONTAMINATION. 

Routine: this renders the hands socially clean and removes most transient micro organisms. 

Surgical: Surgical hand washing is intended to remove transient organisms and to reduce resident 
organisms by using an antiseptic hand wash solution. Surgical hand wash is essential before all 
surgical or invasive procedures. 

3.4.1 Routine hand wash 
Technique A sink with elbow- or foot-operated taps should be used if possible. This helps to avoid 
direct touching and the transfer of micro organisms either to clean hands or the next person. 
Moisten hands before adding aqueous solution then vigorously rub hands together. Ensure contact 
of the solution with all surfaces: the palm, dorsum, tips of the fingers, inter digtal spaces, wrists 
and thumbs. When using an alcoholic solution, add 3 to 5ml to your cupped hands and then 
massage thoroughly to contact all surfaces. 

Duration of routine hand wash. If all hand surfaces are to be adequately covered with the chosen 
product, the duration of decontamination must be sufficient. The hands must be rubbed together 
vigorously for a minimum of 10-15 seconds, paying particular attention to the tips of the fingers the 
thumbs and the areas between the fingers has been suggested as ideal. 

Drying Wet surfaces transfer micro organisms more effectively than dry ones and organisms will 
be removed by friction on the paper towel Hands should be dried thoroughly because they will 
become sore. Soft, absorbent paper towels are more acceptable to most people than hard ones. The 

- - 
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use of communal towels should be avoided because their damp surfaces can harbour bacteria and - transfer them between hands. 

Protecting the skin Bacterial counts rise when the skin is damaged and this increases the risk of 
cross-infection. Hands should be protected by applying soaps and aqueous antiseptic solutions to 
skin that has already been moistened; they should not be allowed to contact dry skin. Thorough 
rinsing is necessary after washing. Hands can be further protected by applying good quality hand - cream at the end of the shift and before retiring, with special attention paid to areas that look or 
appear dry or red. Large, communal jars of hand cream are not desirable as the contents can 
become contaminated, promoting cross-infection. - 
REFERENCES 
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4. GUIDELINES FOR GLOVE USAGE 

4.1 REASONS FOR GLOVE WEARING: 

Expert opinion agrees that they are two main indications for the use of gloves in preventing 

Hospital Acquired Infections. (ICNA 2002, & DOH U.K. 1994) 

1. To protect hands from contamination with organic matter and microorganisms. 

2. To reduce the risks of transmissions of microorganisms to both patients and staff. 

4.1.1 Types of Gloves. 

Disposable gloves are manufactured in a variety of materials and have to conform to various 

national and international standards. They include: 

Natural Rubber Latex. (NRL) 

Combination NRL with hydrogel lining. 

Synthetic materials 

9 Nitrile (acrylonitrile) 

9 Tactylon (multipolymer synthetic styrene-ethylene-butadine-sytrene) 

9 Neoprene (Polychloprene) 

> Vinyl (Polyvinyl chloride-pvc: synthetic co-polymer) 

9 Polythene (ethylene co-polymerlplastic) 

4.1.2 General principles of glove wearing. 

Gloves should not be worn unnecessarily as their prolonged and indiscriminate use may cause 

adverse reactions and skin sensitivity.(Yassin et a1 1994) 

Gloves should be worn as single use items. They must be discarded after each care activity for 

which they were worn in order to prevent the transmission of microorganisms to other sites in 

that individual or to other patients. 

Hands should be decontaminated following the removal of gloves. 

Powdered and polythene gloves should not be used in health care facilities. 

4.1.3 Glove selection 

As with all items of personal protective equipment the need for gloves and the selection of 

appropriate materials must be subject to careful assessment of the task to be carried out and its 

related risks to patients and health care workers. When choosing appropriate gloves perform risk 

assessment and refer to charts 1 and 2. 

- Area Hedlh Injecfion Control Guidelines 
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4.1.4 Risk assessment. 

Risk assessment should include consideration of: 

Who is at risk (patient or HCW) and whether sterile or non-sterile gloves are required. 

The potential for exposure to blood, body fluids, secretions and excretions. 

Contact with non-intact skin or mucous membranes during general care and invasive 

procedures 

CHART 1. 

RISK ASSESSMENT AND GLOVE USE CHART. 

Area Health Infection Control Guidelines 

- 
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Has the risk assessment identified that 
there is a risk of exposure to? 

Bloodhody fluids 
Non-intact skin 
Mucous membranes 
Chemicalhazardous substances. 

1 1 
Yes No 

. 
Gloves required 

T 

Gloves not required 

Patient risk User risk 

1 I 
Sterile Non-sterile 

Refer to chart 2 



- 
CHART 2. 

- MAKING THE CORRECT GLOVE CHOICE. 

All aseptic 
procedures 
with 
potential 
exposure to 
bloodhody 
fluids 
Sterile 
pharmaceuti 
cal 
preparations 

Non aseptic 
procedures 
with 
potential 
exposure to 
bloodhody 
fluids. 
Procedures 
involving 
sharps. 
Handling 
cytoxic 
material. 
Handling 
aldehydes(n 
itrilelpolych 
loprene) 

8 Handling 
disinfectant 
S. 
Tasks, 
which may 
pull twist, 
stretch the 
glove. 

Aseptic 

- 
TYPE OF GLOVE 

Synthetic alternative 
nitrile/ polychloroprene 

recom 

- 

- 

, 

procedur 
es where 
contact 
with 
blood / 
body 
fluids is 
unlikely. 

Tasks which 
are short and 
non- 
manipulative. 
Tasks with a 
low risk of 
blood and body 
fluid 
contamination. 
Tasks which 
will not pull or 
twist the glove. 
Cleaning with 
detergent. 

- Area Healfh Injection Conhol Guideliner 
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5. GUIDELINES FOR DECONTAMINATION OF 
EQUIPMENT 

INTRODUCTION 
These guidelines are designed to provide a basic code of practice for cleaning, disinfection and 
sterilisation. 

5.1 CLEANING 
Cleaning with detergent and hot water will remove most organisms from a surface (but not usually 
spores). It will also remove debris and dirt to allow any sterilising or disinfecting processes better 
access to micro-organisms. 

Cleaning should be performed prior to disinfection or sterilisation . The following procedure is 
recommended:- 
1. Protective clothing (a plastic apron and domestic rubber trpe gloves) should be worn during all 

cleaning procedures. Mask, and goggledvisormask should also be worn whilst cleaning as 
splashing or the creation of aerosols is likely. 

2. Detergent and hot water should be used for cleaning. Items for cleaning should be fully 
immersed in order to avoid splashing and the creation of aerosols. Do not clean under running 
water. 

3. A vital part of cleaning is drying because this encourages death of bacteria (especially Gram 
negative bacteria). 

5.2 DISINFECTION 

Disinfection is the treatment that reduces the number of vegetative bacteria, fungi and viruses, but 
not necessarily bacterial spores or "slow viruses", to a safe or relatively safe level. 
Disinfection is performed using either heat or chemicals. Chemical disinfection should only be 
used when heat treatment is impractical or undesirable. 
DISINFECTANT: A chemical compound that can destroy vegetative micro-organisms and 
viruses. 
ANTISEPTIC: Disinfectants that are applied to the skin or to living tissues. 

5.3 STERILISATION 

Sterilisation is the treatment which achieves the complete killing or removal of all types of micro- 
organisms, including spores. Sterilisation may be performed by: 

A UTOCLA VING (heat in the form of steam under pressure) 
LOW TEMPERATURE STEAM (LTS) 
FORMALDEHYDE (LTSF) 
ETHYL OXIDE GAS 
GAMMA IRRADIATION 

. Area Health Infection Control Guidelines 
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5.4 CHOICE OF METHOD: 

The choice of decontamination method, i.e. cleaning, disinfecting or sterilising depends upon many - .  

factors, but initial choice can be based on infection risks to patients. 
These can be classified as high, intermediate, low and minimal risks (Ayliffe et al 1984). 

1. High Risk: sterilisation is required. 
Items in close contact with a break in the skin or mucous membrane or introduced 
into a sterile area of the body. 

2. Intermediate Risk: disinfection is required. 

I Items in contact with intact mucous membrane, body fluids, or contaminated with 
ready transmissible organisms or if the item is to be used on highly susceptible 
patients or sites. 

3. Low Risk: cleaning and drying is usually adequate. 
Items in contact with normal and intact skin. 

4. Minimal: usually cleaning and drying. 
Items not in close contact with the patient or their immediate surroundings. 

When chemical disinfectants are used: 

use the disinfectant 
Check the expiry date 1 Use a disinfectant if the lid has been - ~ 

removed or if it is out of date 
Take care to measure your disinfectant Mix one disinfectant with another 
correctly disinfectant or other chemical 
Items must be cleaned thoroughly with Store instruments or cleaning tools in a - "  - 
detergent prior to disinfection I disinfectant 
Use a clean container for disinfection I Top up yesterdays solution or use the - - -  
process I solution if it is &ore than 24 hours old. 
Give adequate time, as per instructions, for 1 Bring in your own disinfectant to the 
the disinfktant to be effective I ~osp%al/Healthcare facility 
Wear appropriate Personal Protective ( Experiment with disinfectants 
Equipment as recommended 

Area Health Infection Control Guidelines 
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Common Hospital Disinfectants and their uses. 

+ Action/ - No Action1 + Little Action 

Detergent 

Chlorine based 
disinfectants 

Phenolic 

lsapropanol 
Alcohol (705) 

Milton 
Resept 
Acticlor 

Hycolin 2% 

Hibiscrub 
Hydrex 

Alcohol 
wipes 
Alcohol 
hand rub 

Gram positive bacteria - 
m Gram negative bacteria 

- 

Equipment & Surfaces 

Blwd Spillage 
Decontamination 
Infant Feed bottles 
Hydrotherapy pools. 
Environmental disinfection 

Environmental disinfection 
Body fluid spillage other 
than blood 

Skin disinfection 

Rapid disinfection of 
smooth surface. Skin 
disinfection 

Gram + VE+ 
Gram - VE+ 
T.B. + 

Gram + VE+ 
Gram - VE+ 
T.B. ? 

Gram + VE+ 
Gram - VE+ 
T.B. - 
Gram + VE+ 
Gram - VE+ 
T.B. + 

Staphylococcus aureus 

MRSA 

Streptococci 

Pseudomonas 

Salmonella sp. 

Klebsiella sp. 

Campylobacter 

E. coli 

Inactivated by 
organic 
materials. Not 
compatible with 
detergent, wine 
or acid 
Not inactivated 
by organic 
matter 

Ineffective in 
obviously 
contaminated 
areas due to 
P a  
penetration 

Camsive to 
Metals, Plastics 
&some fabric 
gloves. Aprons 
must be worn 
when using 
Corrosive 
insrmments 
toxic to skin - 
use gloves - rn 
for use in food 
"eas 

Non-toxic 

Advantageous 
evaporates 
leaving dry 
surface. P m  
penetration 
only use clean 
surface 
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5.5 DISINFECTION OF GENERAL EQUIPMENT 

EQUIPmNT 

Airwavs Equiament: 
Guedel Type Airways. 

Ambu Bags1 Reservoir 
Bags. 

ACTION 

Disposable. 

Anaesthetic Eaui~ment 
Laryngoscope Blades 

DISINFECTION RECOMlVIENDATIONS 

Discard after use 

Detergent 
Water. 
Disposable 

Laryngoscope handle. 

After each patients use wipe with detergent and 
water. 

Autoclave. 

Face Masks. 

Bathing Eauiament: 
Baths. I Hot water I After each patients use the nurseiattendant should 

Remove bulb and autoclave after each patient use 

Hot Detergent 
water 

Anaesthetic Machine 
Casing. 

Wipe with detergent water between uses. If 
bloodstained replace detergent water with 
Hypochlorite solution. 

Autoclave. 
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Wash with hot detergent water, rinse and 
autoclave between patients. 

Hot water 
detergent. 

Bath Mats. 

Keep external surfaces of the machine clean and 
dust free by wiping with hot detergent water 
when necessary. 

detergent. 

Hot detergent 
water. 

thoroughlyclean the bath using a brush or 
disposable cloth and hot detergent water. Rinse 
carefully. If a patient with a skin infection or 
wound has used the bath, clean with a non- 
abrasive chlorine releasing powderlcream. 
Bath mats should be scrubbed with hot detergent 
water after use. Dry carefully and store over the 
towel rail. 



EQUIPMENT 
Beddinp Equipment: 
BEDS : ( Bed Frames 

, Bed Cradles). 

Plastic Mattress. 

Pressure Relieving Mattress 
(e.g. Spenco, Pegasus, 
rransfoarn). 

Bedpans & Commodes: 
Bedpan Macerators1 
Disinfector -( Casing And 
Sealing Rims ). 

Bedpans or 
Urinals. 

Bed Curtains: 

ACTION DISINFECTION RECOMMENDATIONS 

Hot detergent 
water. 

water or detergent water, rinse and dry. Cloth covered 
laundry. mattresses can be sent to the laundry. Do not use 

Following patient discharge, clean with hot 
detergent water. Rinse and dry. Clean with hot 
detergent water at weekly intervals. 

Hot detergent 
water. 

Clean with hot detergent water. Rinse and dry. 
Check mattress for cracks or tears at regular 
intervals. Discard the mattress if cracks or tears 
appear. Never use Phenolics (e.g. Hycolin) on a 
mattress. 

Hot Detergent 
water 

Disposable. 

The outside of the bedpan macerator, disinfector 
casing and sealing rims, should be kept visibly 
clean. If contaminated, wipe with a Hypochlorite 
solution 
Place directly into the macerator. The shellkolde 
should be washed in hot detergent water wheneve 
soiled and at least daily. 

Non 
disposable. 

Do not attempt to clean excrement from the 
bedpan until after the disinfection process. 

Hot detergent 
water. 

Area Henlfh Infection Control Guidelines 

Clean seat and arms daily with hot detergent 
water. Repeat this process whenever commode is 
visibly soiled using a Hypochlorite solution. 

.sundry. 
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Curtains should be laundered when visibly soiled 
and at regular intervals as per local arrangements. 
Soiled curtains and those from an area of infectio~ 
should be placed in a water soluable bag prior to 
being sent to the laundry. 



EQUIPMENT 

Zatheter Bag Holders: 

2ombs and Hairbrushes: 

:ouches (Clinic Room): 

Jutlerv. Crockerv: 

)ental Eauipment: 
Iental Syringes. 

)enture Pots. 

ACTION DISINFECTION RECOMMENDATIONS 

facuum daily, Vacuum daily. Deep soil clean by hot water 
:lean with hot extraction at 4 monthly intervals for ward areas 
water and twice a year for other departments. 
:xtraction 
nachine If the carpet becomes contaminated with body 
~eriodically. fluids, clean with hot water detergent and 

disposable cloths. Used cloths must be disposed c 
into a yellow healthcare risk waste bag, together 
with used gloves and plastic apron. 

N.B. It is a Nurse's responsibility to advise on 
the decontamination of clinical spillages. 

lo t  detergent Wash with hot detergent water, rinse and dry 
water. between patient use. 

Xsposable. Use disposable cloths, colour coded for specific 
areas - 

lot  detergent Use patients own, wash in hot detergent water, 
water. rinse and dry weekly. 

- 

-1ot detergent Cover couch with a clean disposable towel for eac 
water. patients use. Once a week and when visibly soilec 

clean the couch with hot detergent water, rinse an( 
dry thoroughly. 

Xshwasher. 1) Machine wash with rinse temperature above 
82'C for 3 minutes. 

3 y Hand. 2) At hottest temperature wearing heavy duty 
gloves and use detergent. 

Xsposable or 1) Discard after use. 
iutoclave. 2) If syringes are glass, send for autoclaving after 

each use. 

Xsposable 1) Disposable with a lid. 
Iot water 2) Patient's own, wash in hot detergent water, rim 

I and dry. 
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EQWNIENT 
Drainage Bottles: 

:Pre-Vacuumed Wound). 

Underwater Seal Chest 
Drains. 

Drains (Environmental): 

ECG Equipment: 

Machine Body. 

ECG Leads. 

ECG Electrodes. 

Endotracheal Tubes: 

ET Tube Connectors. 

ACTION I DISINFECTION RECOMMENDATIONS 

Disposable. 

Disposable. 

Pre-sterilised single use item. 

Pre-sterilised single use. 

Hypochlorite. The cleaning of drains is the responsibility of the 
Maintenance Department. They should be 
cleaned regularly as part of the "Planned 
Maintenance Programme". 

Hot detergent 
water. 

Disposable. Discard after use. 

Wipe down the machine body with hot detergent 
water on a weekly basis. 

Hot detergent 
water. 

Wipe leads with hot detergent water when 
obviously contaminated or after use on each 
patient. 

Disposable, 1 Dispose of after each use 

I 

- Area HenUh Infection Control Guidelines 

Disposable. 
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Dispose of after each use. 



EQUIPMENT 

Flower Vases: 

Forceps: 

Furniture and Fittings: 
Hard Surfaces 

Soft Furnishings: 

Instruments (Sureicalk 

lnfested Clothes (Patients 
Own): 

lnfested Hospital Linen: 

IV Stands: 

Area Heolth lnfeclion Control Guidelines 

ACTION 

Hot detergent 
water. 

- 

DISINFECTION RECOMMENDATIONS 

Flower water should be changed twice a week. 
Vases should be washed with hot detergent water 
after each use. Store clean vases dry and inverted. 

Disposable or 
Autoclave. 

See Environmental Cleaning and Decontamination 
Guidelines Chapter 6 .  

1) Discard after use. 
2) Send for autoclaving. 

Hot detergent 
water. 

Damp dust with hot detergent water as per 
Environmental Cleaning and Decontamination 
Guidelines Chapter 6. 

Autoclave. 

Laundry. Wearing gloves and a plastic apron, place the 
infested linen into a water soluable bag inside a 

All instruments should be cleaned by ultrasonic 
washer before sterilisation. If an ultrasonic washer 
is not available cleaning the instruments should be 
carried out by staff wearing 
goggles/visor/waterproof face-mask, heavy duty 
gloves (e.g. Marigold). Hot detergent water or a 
chemical specified by infection control should be 
used. 

Very hot wash Wearing gloves and a plastic apron, place clothes in 
a water soluable bag. Make sure all clothes are 
labelled with the patients name. Secure bag neck 
tightly. 
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Hot detergent 
water. 

- 
white linen bag. Tie the neck securely. 

Clean weekly and when visibly soiled. 



EQUIPMENT ACTION 

Medicine Pots: 
Hot detergent 
water. 

DISINFECTION RECOMMENDATIONS 

For tablets use disposable paper medicine pots 
where possible. If non-disposable pots are used, 
wash with hot detergent water and dry thoroughly. 
Do not leave to drain. 

Mosquito Clips (Curved): 
Autoclave. Send for autoclaving. 

Nailbrushes: 
Disposable or 
Autoclave. 

Nail brushes are to be used once and then 
autoclaved or disposed of. Nailbrushes should not 
be kept on sinkshaths in ward areas. 

Nebulizers 
Disposable. Single patient use only. 

Wash "Acorn" after each use. Dry thouroughly and 
store in a bag to avoid contamination. 

Needle Holders: 
Autoclave. Send for autoclaving. 

Inhaler Mouth~ieces 
placebo): Disposable. Single use. 

Oxveen Masks & Tubine: 
Disposable. 

I I 

Peak Flow Meter: )Single use. I Ideally single use only. If the manufacturer does I 

Single patient use. 

Hot detergent 
water. 

give instructions on cleaning the equipment, they 
can be cleaned between patients and reused I 

Wash with hot detergent water daily and when 
obviously soiled or used on a patient with a skin 
infection. 
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EQUIPMENT 
I 

ACTION 

Peak Flow Mouthpieces: 

Proctoscopes: 

DISINFECTION RECOMMENDATIONS 

Receivers : 

Disposable. 

Disposable. 

I I 

Discard after each use. 

Single use, discard after use. 

Autoclave. 

Disposable. 

Resuscitation Trollev: 

Scales (Wei~hind: 

I Isopmpanol wipe e g  ~ed i swab ,  allow to dry before use. I I 

Wash in hot detergent water, rinse and return for 
autoclaving. 
Dispose of after each use. 

Scissors (Nurse's): 

Stethoscoaes: 

Hot detergent 
water. 

Hot detergent 

Weekly clean by nursing staff. 

Wipe with hot detergent water, dry thoroughly on a 

Hot detergent 
water or 70% 
Isopropanol. 

70% 

Suction Tubinv: 

Suction Bottle: 

- Area He& Infection Control Guidelinas 

When soiled wash with hot detergent water, rinse 
and dry. Wipe with 70% Isopropanol if in contact 
with body fluids. Use a sterile pair of scissors for 
aseptic procedures. 

After each use wipe the ear pieces with an alcohol 

Suction Filter: 

Disposable. 

Disposable. 

Single patient use 

Dispose of liners and contents. A gel agent which 

Disposable. 

- - 
wili solidify the contents may be used. 

Replace regularly, when wet or discoloured. 
Change after use on infected patient. 



EQUIPMENT 

scmbbing/Buffing Pads: 

Shaving Equi~ment : 
Electric Razors. 

Safety Razors. 

Sigmoidoscooes: 
Rigid. 

Flexible. 

Space Blankets: 

SPLINTS 
plastic): 

Ted Stockings 
(Antiembolic Stockin& 

Thermometers: 

Ear pieces 

ACTION 

Disposable. 

Hot detergent 
water. 

Patients' own. 

Disposable. 

Disposable. 

Disposable. 

Hot detergent 
water. 

Disposable, 

Cold detergent 
water/70% 
Isopropanol. 
Disposable 

DISINFECTION RECOMMENDATIONS 

Single use only. 

Wash daily in hot detergent water in sluice room. 
Rinse and store upright to dry. 

Electric razors should be patients own and 
"brushed" out after each use. 

Use disposable razors once and discard. 

Discard after use. 

Wash in hot detergent water, preferably by 
machine. Decontaminate as by local policy. 

Discard after each use 

See Clinical Spillage( Section 8) 

Wipe with hot detergent water after each patient 
use, rinse and dry thoroughly. 

Should be discarded after use. Washing 
antiembolic stockings may damage the elastic, so 
full antiembolic effect may not be achieved. 

For same patient use, decontaminate with an 
alcohol impregnated swab after each use. 

Discard after use. 

- Area Healfh Injection Conlrol Guidelines 
Page 32 of 32 



EQUIPMENT ACTION 

Thermometer Holders: 
Hot detergent 
water. ---t 

Toilet Brushes: 
"Flush water. 

Hot detergent 
waterlalcohol 
wipe. 

I 
VENTILATORS: 

Casing. Hot detergent 
water, 

Bacterial Filters. Disposable. 
HME filters. 

Circuit Tubing. Disposable, 

Ventilator machines 1 

- Area Health Infection Control Guidelines 
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- - -  

DISINFECTION RECOMMENDATIONS 

Attach to locker wall or bed. On discharge of 
patient, wash in hot detergent water, rinse and dry 
inverted. 

Rinse well in "flush water, store dry. 

Thoroughly clean daily with hot detergent water. 
Alcohol wipe between use. 

Wash outer casing with hot detergent water daily 
and when obviously contaminated. Rinse and dry 
thoroughly. 

Change after each patient. Change every 24 hours. 

{eplace tubing between patients and every week in 
ong term ventilated patient. 

jollow manufacturers instructions at all times. 
Jse only approved products compatible with each 
nachine. 
danufacturers or their agents must be consulted if 
my alterations are being made to their instructions. 
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EQUIPMENT ACTION 

Water Jugs: 
Hot detergent 
water. 

Worktow 
Hot detergent 
water. 

DISINFECTION RECOMMENDATIONS 

Wash with hot detergent water, rinse and store dry 
when not in use. 

Clean daily with hot detergent water, rinse and 
dry. If contaminated with body fluids use a 
hypochlorite solution. 

C 

Warning 
Items that are marked for Single Use Only must be discarded after single use in line with 

,- Medical Devices Agency Policy. 

C 

REFERENCE: 
1. Ayliffe G.A.J., Coates D. and Hoffman P.N. (1984). Chemical Disinfection in Hospitals, PHLS, 

F- London. 

2. Medical Devices Agency, UK 2001 - 
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6. GUIDESLINES FOR ENVIRONMENTAL CLEANING 
AND DECONTAMINATION 

6.1 MINIMISATION OF ENVIRONMENTAL RISKS. 
A ward surface (floor, furniture, equipment) is unlikely to present an infection risk if it is clean 
and dry. 

Walls: 

Floors: 

Carpets: 

Sinks: 

Furniture: 

Mattresses1 
Pillows: 

Duvets: 

Curtains: 

To minimise bacterial counts walls should have a smooth, hard, 
impervious, unbroken, clean and dry surface 

Floors should be impermeable and without joints or cracks. Skin scales 
and dust which may contain micro-organisms must be removed in order 
to maintain a safe environment. 

NOT RECOMMENDED IN THE CLINICAL AREA. Carpets will act 
as a reservoir for dust and micro-organisms and are very difficult to 
decontaminate following a clinical spillage. 

Should be sealed to the wall. 

Elbow-operated taps are encouraged in the clinical setting. 

All furniture should have an impervious finish and be readily cleanable. 
Soft furnishings. e.g. couches/chairs with material finishes should not be 
used in the clinical setting. The material may harbour dust and micro- 
organisms and will prove difficult to decontaminate following a clinical 
spillage. 

Should have impervious covers for cleaning. 

Duvets must be fire-retardant and should have impervious covers for 
cleaning. 

See Section 9 

WARD CLEANING 
These are the available agents for ward use. Only ONE of the agents per section is 

AGENT 

DETERGENT 

PHENOLIC 

I I Milton 

CHEMICAL USED 

Teepol, 

Flash Liquid 
- - -  

Hycolin 

CHLORINE-RELEASING 
AGENTS - 
(HYPOCHLORITES) 
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Presept 

Acticlor 

required. 



Thorough cleaning will remove micro-organisms and the materials on which they thrive 
ie : dust and skin scales. 

Disinfectants are not routinely required for ward cleaning. 
Good cleaning results when the emphasis is placed on dust removal. 

Routine cleaning of the environment is recommended including: 

1) floors, 2) walls, 3) baths and sinks, 4) toilets, 
5) bed frames, 6) mattresses 7) kitchen tops, 8) locker tops and 

and pillows shelving. 

Cleaning should be carried out in a planned manner and cleaning schedules drawn up for each 
arealdepartment. The cleaning schedule should detail the method, frequency, timing and 
equipment to be used. 

The cleaning schedule should be drawn up at ward level by the collaboration of Ward Sister and 
senior staff, Household staff and Infection Control team. Cooperation between all levels of staff is 
recommended, to ensure the optimum level of hygiene and patient comfort is achieved. 

AREA 

Floors should be kept dust-free and free from clinical spillages. The 
emphasis should be placed on a clean not a shiny floor. 

METHOD RECOMMENDED 

Floors: 

It is the duty of the nursing staff to advise on the decontamination of 
clinical spillages before routine cleaning occurs. At all times the primar) 
concern of the nurselattendant should be PATIENT SAFETY. 

Infection rates are not influenced by the use of a disinfectant therefore 
detergent and water will suffice. If a disinfectant is to be used the 
Infection Control Team will advise. 

Mops not cloths should be used for floors. Ward mops should be 
laundered regularly as per policy. 
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Walls: 

Baths, 
Sinks: 

The cleaning of walls and ceilings should be carried out sufficiently often 
to prevent an accumulation of visible dust and dirt. Routine cleaning 
should occur every 12-24 months. 

Clinical splashes should be dealt with immediately. Damaged walled 
surfaces should be promptly repaired and re-decorated. 

Baths and sinks should be cleaned daily using hot detergent water. 
Patients or staff should clean the bath after each use. If it is necessary to 
clean a bath after an "infected patient" a non-abrasive chlorine-releasing 
agent e.g. Presept can be used. 



AREA METHOD RECOMMENDED 

Toilets: Toilet seats and handles should be 
soiled. A detergent solution is used for routine cleaning. If the toilet is 
contaminated with blood, a chlorine-releasing agent should be used. 

Bed Frames: 

REFERENCES: 

Bed Frames should be kept dust-free. The frame 
detergent water. Cleaning of the bed frame should be included in the cleaning 
schedules. 

Mattresses1 
Yllows: 

1. Caddow P. Applied Microbiologv Scutari Press (1989), Harrow, Middlesex.Ayliffe GAJ, 

- 

The intact waterproof covering should be cleaned with hot detergent water 
when contaminated and between patient use. 

2. Lowbury, E.J.L. Geddes, A.M. and Williams, J.D., (1993), Control of Hospital Infection. 
Chapman and Hall Medical, London, England. 
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GUIDELINES FOR DISPOSAL OF HEALTH CARE RISK 

WASTE 

DISPOSAL OF HEALTH CARE RISK WASTE 

Health Care waste is defined as the solid or liquid waste arising from health care or health 

related facilities. Categories include 

a) Health Care Non-Risk Waste. 

b) Health Care Risk Waste. 

All producers of waste have a duty to ensure that the necessary precautions are taken when 

disposing of health care risk waste i.e. 

Waste is carefully labelled, secured and stored safely. 

Black bags are used for Health Care Non Risk waste, and disposed of to a landfill site 

Yellow bags are used for Health Care Risk Waste, and disposed of by agreed policies issued 

by the Department of Health and Children. 

Health care risk waste includes any waste which by nature of its toxic, infectious or dangerous 

content may prove hazardous to those having contact with it. Examples include:- 

1. syringeslneedleslsharp instruments e.g. lancets, tips of LV. sets, stitch cutters, razors etc. 

2. human/animal tissue/leeches/worms. 

3. blood and any items visibly soiled with blood e.g. dressings, wound drains, blood stained 

disposable clothing etc. 

4. Sputum containers, suction tubing, suction cannisters etc. 

5. Thoraseal drains bypass equipment, haemofiltration tubing. 

6. Waste generated in an area of known or suspected infection. 

7. Incontinence padslnappies from patients with known or suspected enteric pathogens. 

8. Laboratory and post-mortem room waste 

9. Pharmaceutical waste. 

10. Radioactive waste. 

Area Health Infection Conhol Guideliner 
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7.1.1 Disposal of Used Sharps e.g. syringes, needles, scalpel blades, chest drain introducers, 

phials, razor, glass slides, trochar etc. 

These must be discarded directly into Sharps boxes of an approved standard. 

Sharps box should always be taken to the point of usage to ensure immediate disposal of 

the sharp. 

Sharps boxes should never be over filled. 

Containers should be stored under secure conditions to prevent any unauthorised access. 

Containers should be wardlarea labelled. 

7.1.2 Points to Notice: 
2 Bags should never be more than 1-j full as over-filling may cause the bag to split in 

transport. 

All bags must be tagged prior to final dlsposal from the healthcare site. 

Bags should never be dragged or thrown as this may result in the bag splitting. 

Waste should be segregated in an area on the ward that is: 

1. not accessible to members of the public 

2. is free from pests and rodents. 

REFERENCE: 

1. Department of Health and Children, Waste Segregation and Packaging and Storage 
Guidelines for Healthcare Risk Waste (working draft) April 2002. 

.. Area HeaUh Infection Control Guidelines 
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8. BLOOD/BODY FLUID SPILLAGE/CLINICAL SPILLAGE 

8.1 DECONTAMINATION OF CLINICAL SPILLAGE. (bloodlbody fluids). 
It is a nursing responsibility to advise other members of the ward team i.e. staff nurse, 
household, attendant, student nurse, on the chemicals and methods required to 
decontaminate the spillage. 

In order to prevent cross-infection to staff or patients the following methods of clinical 
spillage decontamination are recommended: 

8.1.1 Decontamination of Spillages of Blood / Blood Stained Fluids. 

Procedure 
1. Put on protective clothing i.e. plastic apron and latex gloves. 
2. Sprinkle on sufficient chlorine releasing granules e.g. Presept to cover and absorb the 

spillage 
3. Leave the granules in place for 2 minutes. 
4. Wipe up the sodden granules with disposable paper towels and place into a yellow 

healthcare risk waste bag. 
5. Remove the protective clothing and wash hands thoroughly using an antibacterial agent 

e.g. Hibiscrub. 
6. The area where the spillage was may now be wiped over with detergent and water. 

8.1.2 Decontamination of UrineIFaeces Spills: 

Procedure 
1. Put on protective clothing. 
2. Mop up excess fluidlmatter with paper towels and dispose of towels into healthcare risk 

waste bag. 
3. Apply a Phenolic e.g.Hycolin 2% neat to the spillage area using disposable paper towels. 
4. Allow Phenolic to stand for two minutes then dry area with disposable paper towels. 
5. Remove the protective clothing and dispose in yellow healthcare risk waste bag. 
6. Wash hands thoroughly with an antibacterial agent and dry well with disposable paper 

towels. 

8.1.3 Decontamination of Clinical Spillages on Carpeted Areas: 
Hypochlorites and Phenolics may damage carpeted areas. If a spillage occurs in a carpeted 
area the following procedure must be observed: 

Procedure 
1. Put on protective clothing. 
2. Mop up excess fluid using disposable paper towels. Discard the soiled paper towels 

into a yellow healthcare risk waste bag. 
3. Wipe the area clean with disposable wipes and hot detergent water. Discard soiled 

wipes into a yellow healthcare risk waste bag. 
4. Remove protective clothing and discard it into a yellow healthcare risk waste bag. 
5. Wash hands. 
6. The spillage site should be cleaned with a hot water extractor machine wherever 

possible. 

Supplies of Hypochlorites and Phenolics are available on request from Pharmacy. 

Area Health Infecfion Control Guidelines 
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" 8.1.4 Points to Notice - For attention of staff. 

1. The staff member involved with the clinical spillage is responsible for ensuring the 
C effective decontamination of that spillage. 

2. It is a nursing responsibility to advise on the chemical required to decontaminate clinical 
spillages. Other staff can then undertake follow up cleaning such as carpet shampooing. 

3. Please contact the Infection Control Nurse if there are any queries relating to the 
effective decontamination of a clinical spillage. 

- Reference: 

Ayliffe G.A.J., Fraise A.P., Geddes A.M. &Mitchell K. (2000) Control of Hospital Infection. A - practical handbook. 4th Edition. Arnold London 

- Area Henlrh infection Control Grzidelines 

- 
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9. GUIDELINES FOR DISPOSAL OF LINEN/BEDDING: 

INTRODUCTION. 
Clothing or bed linen used by hospital patients may be heavily contaminated with micro-organisms 
and therefore be a possible source of infection. 

For this reason careful handling, segregation and bagging of linen is essential. 
Linen should NOT be rolled into a mass for bagging. 
Bags should never be overfilled 
Laundry bags should be securely tied prior to being collected from the ward. 

9.1 CATEGORIES OF LINEN. 
Categories of linen are identified by the use of colour coded bags. It is the responsibility of the 
ward staff to ensure that the correct bag is used. Linen should NOT be transferred from one bag 
to another bag. 
Linen can be divided into the following categories. 

Used/Non-Fouled Linen = Laundry bag. 
All non-fouled linen should be placed in a white canvas bag and tied securely. 

Infected/Fouled Linen = Water soluable bag/Laundry bag. 
All linen from known or suspected cases of infection e.g. Salmonella, Clostridium 
difficile. 
All blood stained linen from any patient. 
All linen soiled with urine or faeces from any patient. 

This linen should be placed into a water soluable bag and the bag tied securely. The bag 
should then be placed into a laundry bag. 
The water soluable bag prevents further handling of the contaminated linen as the bag is 
placed directly into the washing machine. 

Theatre Linen 
All dryinon-fouled theatre linen including scrub suits, surgeons gowns and drapes, 
should be placed into a laundry bag. All soiled linen and theatre clothing should be 
placed into a water soluable bag and then into a laundry bag. 

Contract Laundry 
Laundry which serves the Healthcare facility on a contract basis is collected from the 
facility by agreed arrangements with management. All soiled laundry should be stored 
safely and securely while awaiting collection. 
All clean laundry being supplied to the Healthcare facility should be cling wrapped and 
sealed to avoid contamination. 

In-house laundry 
Laundry that is washed on-site must be segregated and placed in the appropriate bags as 
per local arrangement. 

If any items are contaminated with blood/body fluids or have been in contact with an 
"infectious patient" e.g. Clostridium Difficile, Salmonella they should be placed in a water 
soluable bag and then placed in the appropriate in-house laundry bag. 
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White Coats. 
These coats should be changed weekly and when contaminated with blood or body fluids 
and when otherwise visably soiled. 

Pillows. 
Pillows should be covered at all times with a heat sealed plastic covering. 
Stainedcontaminated pillows and pillows where the plastic has been tom should be 
condemned by the Linen supervisor and replaced as necessary. 
Pillows should not be sent to the Laundry. 

Curtains. 
Routine curtain changes should occur twice yearly in all Healthcare areas. 
Curtain changes occur more regularly in; 

Accident and Emergency Department every 6 weeks 
Intensive Care Unit (ICU) 4 times a year 

The curtains will be removed and placed into clear plastic bags. 
Soiledcontaminated curtains should be changed as necessary. 
These curtains will be removed and placed into a water soluable bag and into a clear 
plastic bag. 
Curtains should be sent directly to the laundry supervisor who will then arrange 
appropriate cleaning, i.e laundry or dry cleaning. 

Duvets. 
Duvets: should be washed between patient use and when contaminated. 
Heat sealed and waterproofed duvets are washed at ward level. 
Fibre filled duvets are washed in the in-house laundry by prior arrangement. 

These duvets if contaminated should be placed in the water soluable bag and then put into a 
laundry bag for transfer to the laundry for cleaning. 

Fire evacuation sheets. 
Following the discharge of a person where there was a known or suspected infection risk or 
when visibly contaminated with blood or body fluids the evacuation sheet should be 
adequately decontaminated by the hospital laundry or other agreed local arrangements. 

Place the evacuation sheet in a water soluable bag and then into the laundry bag. 
Ensure the sheet is clearly labelled with the ward name. 
Ensure there is a replacement sheet available. 

REFERENCE: 

Ayliffe G.A.J., Fraise A.P., Geddes A.M. & Mitchell K. (2000) Control of Hospital Infection. A 
practical handbook. 4th Edition. Arnold London 
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- 10. GUIDELINES FOR MANAGEMENT OF NEEDLESTICK 
INCIDENT 

- 
10.1 NEEDLESTICK INJURY 

)C A needlestick injury is one in which there has been skin penetration by a sharp instrument which 
has been used on a patient or been in contact with a patients body fluids. Mucocutaneous 

C 
exposure is contamination of the mucous membranes (eyes, mouth) with blood splashes. 

- PROCEDURE AFTER SHARPS INJURY 

1, Encourage the area to bleed freely by washing under warm running water 

3. Wash the site thoroughly 

4. Report the incident to the wardhnit/department ManagerlSupervisor, as applicable,:- 

5. Accident form to be completed by the ManagerISupervisor of the ward/unit/department 

- 
Procedure for MUCOCUTANEOUS EXPOSURE 

- 1. Wash out the eyelmouth with warm running water. 

2. Contact the local Occupational Health Department or the Occupational Health Department 
c at Dr. Steevens' Hospital and advise them of the incident. 

- 
For further information and guidance please read the Guideline Document for Needlestick 
Injury and other Exposure incidents. June 2001. Appendix 2 - 

- Area He& Infection Control Guidelines 

- - 
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SHARPS INJURY 

/ 
+ BLEED the site 
+ WASH the site 
+ REPORT the incident 
+ Complete INCIDENT FORM 
+ Attend ACCIDENT & 

EMERGENCY DEPARTMENT 

contacted responsible consented 

- Area Health Infection Confml Guidelines 

- 

HEPATITIS immunity status 
If not fully immune or immunity 
unknownluncertain, the staff member will 
have; 

( b IV cannulation 

TETANUS immunity status 
If not immuneluncertain, 
tetanus toxoid administered 

HIV counselling 
Relevant appointment 
made by A&E 
department 
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1 1. GUIDELINES ON THE PREVENTION OF 
TRANSMISSION OF BLOOD-BORNE DISEASES IN 
THE HEALTH CARE SETTING. 

Most contact between Health Care Worker (HCW) and patients does not involve the possibility of 
Blood-to Blood contact and therefore carries no risk for transmission of blood borne pathogens. 
Provided Infection Control Procedures are adhered to, Exposure Prone Procedures are the only 
procedures associated with a risk of transmission of blood-borne pathogens to patients and this risk 
is extremely low. 

An exposure prone procedure has been defined as a procedure where there is risk that injury to the 
worker may result in exposure of the patients open tissues to the blood of the worker. 
The three blood-borne viruses that have been to date identified as risks in the health care setting are 
hepatitis B (HBV), hepatitis C (HCV) and human Immunodeficiency virus (HIV). The potential 
exists for transmission of other as yet unidentified viruses or agents, but risks cannot be quantified 
for these. 

Body fluids that should be handled with the same precautions as blood. 
Cerebrospinal fluid (CSF) 
Peritoneal fluid 

Pleural fluid 
Pericardial fluid 
Synovial fluid 

Amniotic fluid 
Semen 
Vaginal secretions 
Breast milk 

Any other body fluid containing visible blood, including saliva in association with 
dentistry. 
Unfixed tissues and organs. 

Standard Precautions 

Standard precautions refer to a set of precautions designed to prevent or reduce the risk of 
transmission of HIV, HBC, HCV and other blood borne pathogens from both recognised and 
unrecognised sources of infection in health care settings. Standard precautions apply to blood; all 
body fluids, secretions and excretions except sweat, regardless of whether or not they contain 
visible blood; non-intact skin; and mucous membranes. 
(SEE CHAPTER 2) 

Chemical Disinfection of large spillage of blood and blood stained body fluids: 
Blood and body &id spills should be dealt with immediately. 

Wear disposable gloves and apron 
Wear goggles or mask with visor if splashing of fluids is anticipated. 
Cover spillage with disposable paper towels 
Pour disinfectant (e.g. Actichlor 10,000ppm) over disposable paper towels or use spill kit. 
Wipe up spill with more disposable paper towels. 
Discard towels into clinical risk waste bag. 
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Clean area with detergent and hot water and dry using disposable cloth 
Discard gloves, apron and disposable cloth into clinical risk waste bag. 
Wash and dry hands. 

HEPATITIS B 

AGENT: 

INCUBATION PERIOD 

MODE OF TRANSMISSION 

SYMPTOMS 

PRECAUTIONS 

COMPLICATIONS 

IMMUNISATION 

Hepatitis B Virus(HBV) is a double-stranded DNA 
hepadnavirus composed of several clinically relevant 
antigens, including hepatitis B surface antigen (HbsAg), 
hepatitis B core antigen (HBcAG) and hepatitis B e 
antigen (HBeAG) 

The incubation period is 45-180 days. 

HBV is transmitted through contact with blood or body 
fluids. Transmission can occur person-to-person through 
sexual activity or close personal contact involving blood 
exposure. Transmission also can occur perinatally from an 
infected mother to her baby. Transmission also occurs 
through procedures or activities that result in percutaneous 
exposure to infected blood or secretions such as blood 
transfusion, needlestick injury, tattooing, acupuncture 
haemodialysis mucous membranes exposure to infected 
blood or sharing of contaminated needles. 

HBV is stable on inanimate objects for up to 7 days and can 
be transmitted during that time. 

HBV infection can be asymptomatic, particularly in young 
children, or it can be very mild with only non-specific 
symptoms such as fatigue, anorexia and malaise. Clinical 
hepatitis with jaundlce occurs in about 50% of adults and 
about 10% of young children. 

STANDARD PRECAUTIONS. Isolation and contact 
precautions not required unless the patient is experiencing 
excessive, uncontrolled blood loss. 

Extrahepatic manifestations include arthralgias, arthritis, 
rash and glomemlonephritis. In most young children and in 
5%-10% bf adults, infection becomes~chronic and can lead 
to persistent hepatitis, active hepatitis, and cirrhosis or 
hepatocellular carcinoma. 

The most important measure whereby the HCW can be 
protected against HBV is by immunisation, which provides 
protection in up to 90% of recipients. Irnmunisation is NOT 
a substitute for good infection control practices since it 
provides no protection against infection with other BBVs. 
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HEPATITIS C 
AGENT: 

INCUBATION PERIOD: 

MODE OF TRANSMISSION: 

SYMPTOMS: 

PRECAUTIONS: 

COMPLICATIONS: 

Area Health Infection Control Guidelines 

Hepatitis C Virus (HCV) is an enveloped single- 
stranded ribonucleic acid (RNA) virus of the 
Flavivirdae family. Several different genotypes of the 
virus have been identified., the most common in the 
USA are l a  and lb. 

HCV antibody develops in 80% of persons within 3 
months after exposure and in 97% or more within 6 
months. 

HCV is primarily transmitted through large and repeated 
percutaneous exposure to blood such as through blood 
transfusion or sharing contaminated needles. Sexual 
transmission and vertical transmission from an infected 
mother to her infant can occur also. ( current data does 
not suggest transmission via breast milk) 

Only 20-30% of patients will have symptoms associated 
with onset of infection. Most commonly these include 
non-specific symptoms e.g. (malaise anorexia, fatigue) 
or mild jaundice. Among adults, current data suggests 
that HCV infection resolves in only about 15% of 
patients; the remainder become chronically infected. 
The clinical course for children infected with HCV 
during the perinatal period is not clear. 

STANDARD PRECAUTIONS. Isolation and contact 
precautions not required unless the patient is 
experiencing excessive, uncontrolled blood loss. 

10-20% of patients with chronic infection will develop 
cirrhosis within 20 years. Chronic HCV can also lead to 
hepatocellular carcinoma. 

0 There is at present no vaccine to prevent HCV infection. 
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- HUMAN IMMUNODEFICIENCY VIRUS 

AGENT: a Human Immunodeficiency Viruses (HIV) is a 
ribonucleic acid (Rh'A) retrovirus. Two types, HIV-1 
and HIV -2 have been recognised - 

INCIDENCE HIV -1 predominates in most areas of the world; HIV - 
2 is found commonly in West Africa, and is rare - elsewhere. 

INCUBATION PERIOD: The incubation period, defined as time from exposure 
until development of primary retroviral illness, is 3-4 - weeks. Seroconversion for most persons occurs within 3 
months after exposure; 95% or more of infected 
personnel will seroconvert within 6 months - 

MODE OF TRANSMISSION: HIV is transmitted through contact with blood or body 
fluids. Transmission can occur person-to-person through - sexual activity or close personal contact involving blood 
exposure. Transmission also can occur from infected 
mother to her infant in utero, at the time of delivery, or 

C in postnatal period through breastfeeding. Transmission 
also occurs through procedures or activities that result in 
percutaneous exposure to infected blood or secretions 

r such as blood transfusion, needlestick injury, mucous 
membranes exposure to infected blood sharing of 
contaminated needles. Cases of HIV transmission have - occurred following organ donation and bone 
transplantation. 

SYMPTOMS: Within several weeks after infection with HIV, many 
patients experience symptoms of an acute self-limited 
monouclesosis like illness that lasts for 1 - 2 weeks. 
Late manifestations of HIV infection may take years to 
develop and are characterised by non-specific 
constitutional symptoms, Immunodeficiency andlor 
neurologic involvement. Non specific symptoms include 
weight loss, fever,fatigue,generalised 
lymphadenopathgy,malaise and chronic diarrhoea. A 
wide variety of opportunistic infections areassociated 
with the Immunodeficiency caused HIV infection. 

- Area Health Infecfion Conbol Guklelines 

- 

These include; ~ n e u m o c ~ s k  carinii, Cytomegalovirus 
(cmv) Herpes simplex,Toxoplasma gondi,and 
Cryptosporidium, Candida and ~ ~ c o b a c t e r i u m  species. 
Various cancers are also related to iImmunodeficiency, 
including Kaposo's sarcoma and lymphoma. The major 
neurologic manifestations of IV infection are dementia 
and sensory neuropathy. Acquired Immunodeficiency 
syndrome (AIDS) implies Immunodeficiency as resultof 
HIv infection. 
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PRECAuTzoNs: STANDARD PRECAUTIONS. Isolation and contact 
precautions not required unless the patient is 
experiencing excessive, uncontrolled blood loss. 

ZMMUNZSATZON: There is at present no vaccine to prevent HIV infection. 

NOTE: The World Health Organisation (WHO) estimated in 

1998 that over 5 million cases of AIDS had occurred 

globally and that at least five times that many persons 

had been infected with the virus. 

The average risk for HIV seroconversion after exposure 

to HIV positive blood through percutaneous injury is 

0.3%. 

UK Health Department (1998) Guidance for clinical health care workers: protection against 
Infection with blood borne viruses. www.o~en.gov.ukldohlchcguidl.htm 

Irish Department of Health and Children (Working Draft, 1999) The prevention of 
transmission of blood borne diseases in the health care setting 

" Area Health Infection Conhol Guideliner 

- 
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12. INFECTION CONTROL PRINCIPLES OF 
INTRAVASCULAR (I.V.) MANAGEMENT. 

INTRODUCTION 

1.V therapy has become an essential part of clinical care. It is used both in the hospital and 
community setting to: 

Administer 1.V solutions, medications, blood products, total parentral nutrition(TPN) 
Monitor critically ill patients 
Obtain blood specimens 

The use of LV catheters is associated with complications, which include non-infectious and 
infectious. 

Catheter related infection (CR-infection) complications include: 
Entry site infection 
Tunnel infection 
Blood stream infection (BSI) 
Endocarditis. 

Routes of Infection 
May be classified as exogenous and endogenous routes of infection 

Exogenous infection refers to those micro-organisms that originate outside the body and can be a 
result of cross infection from the environment, equipment and poor hand hygiene. 
Endogenous infection arises from organisms already present in or on the patient's body before the 
onset of infection. 

Types of 1.V catheters. 
They may be divided into two main categories: 
1. Short term IV access 
2. Long term IV access 

Short term vascular access. 
Peripheral venous catheters (PVCs) 
Peripheral arterial catheters 
Peripherally inserted central venous catheters (PICCs) and mid line catheters 
Non tunnelled central venous catheters (CVCs) 
Central arterial catheter or pulmonary arterial catheter (PAC) 

Long term vascular access 
Tunnelled central venous catheters (TCVCs) 
Totally implanted 1.V.port (TIPS) 

Area Health Infection Conhol Guidelines 
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INTRAVASCULAR CATHETERS 

1 limb 
Peripheral Arterial I RadiusFemoral artery I Site 1 Unresolved 
catheters 

12.1 INSERTION OF INTRAVASCULAR CATHETERS. 

( infectionslBS1 

CVCs 

PACs 

Tunnelled CVCs 

TICS 

12.1.1 Peripheral Venous Catheters (PVCs) 

PICCs I Antecubital fossa I Site I Unresolved 

PVCs are the most common I.V. catheters used. PVCs are usually inserted into the veins of the 
forearm, the hand and occasionally the lower limb. Phlebitis is one of the main complications 
associated with PVCs and is a result of a chemical (local drug reaction) or mechanical (poor 
fixation of the catheter to the skin) reaction. 

Subclavian/ Jugular 
veins 
Subclavian I Jugular 
veins 
Subclavian veins 

Central veins 

12.1.1.1 Associated infection complications. 
Phlebitis 
Entry site infection 
Blood Stream Infection.(BSI) 

The site at which a catheter is inserted may influence the subsequent risk of CR-infection. The 
lower extremity insertions pose a greater risk of phlebitis than the upper extremity. 

infectiondBS1 
BSI 

BSI 

BSU Tunnell 
infection 
BSI 

12.1.1.2 Protocol for insertion of PVCs 
1. Hands must be decontaminated with liquid and soap; alternatively an alcohol hand rub can be 

applied to socially clean hands. 
2. Clean disposable latex gloves should be worn. 
3. The patients skin if not visibly clean should be cleaned with soap and water. 
4. The skin should then be disinfected with an alcohol-impregnated wipe and allowed to air dry. 
5. The skin should not be palpated after disinfection. 
6 .  Shaving of the skin should be avoided, hair should be clipped. 

Signs of site 
infection, BSI 
3-4days 

Signs of site 
infection, BSI 
Signs of site 
infection, BSI 
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12.1.1.3 Management of PVCs - To prevent CR-infection it is essential to detect problems at the earliest opportunity. 
All catheter insertion sites should be observed regularly to ensure the device has not become 
dislodged and for signs of infection and extravasations. Appendix B. - 
12.1.1.4 Signs of infection 

erythema 
tracking 
odema1 swelling 
heat 
paidtenderness 
Purulent drainage. 

Clinical detection of CR-infection should always be suspected when there are obvious signs and 
symptoms of infection and / or the patient has a pyrexia which cannot be attributed to another 
cause. 
When there is clear evidence of CR-infection the catheter should be removed. 

12.1.1.5 Manipulation PVCs. 
When the line needs to be accessed it is essential to reduce the risk of infection by implementing 
the following recommendations: 

Reduce the number of manipulations to a minimum. 
Decontaminate hands and wear clean disposable latex gloves. 
Disinfect access port with an alcohol wipe. 
Use a non-touch technique 
Ensure equipment used is sterile(e.g. syringes) 
Replace caps with sterile ones if removed. 
Flush the line after used with sterile appropriate 

12.1.2 Central Venous Catheters 

The insertion site of a CVC may influence the subsequent risk of infection. The subclavian, jugular 
or femoral veins are the most common access sites for these catheters. 
CVCs should be inserted in an operating theatre or similar clean environment . 
Tunnelled and totally implanted ports should be treated as a surgical procedure and be inserted in 
an operating theatre. TCVCs should be used for patients in whom long term (30 days) vascular 
access is anticipated. 

12.1.2.1 Number of lumens 
Use a single -lumen catheter unless multiple ports are essential for the management of the patient. 
If TPN is being administered, use one central venous catheter or lumen exclusively for that 
purpose. 

12.1.2.2 Antimicrobial impregnated CVC. 
Chlorhexidinel silver sulphadiazine impregnated catheters 
Minocyclinel rifarnpin coated catheters 

The use of Antimicrobial impregnated CVCs should be considered for adult patients who 
require short term (10 days) central venous catherisation and who are at risk for CR-BSI. 
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12.1.2.3 Protocol for the insertion of CVCs 
1. Hands must be decontaminated with liquid soap and dried . 
2. Sterile gloves, gown and large drapes are the minimum barriers required. 
3. The patients skin if not visibly clean should be cleaned with soap and water. 
4. The skin should then be disinfected with an alcohol chlorhexidine gluconate solution. and 

allowed to air dry .Use an alcoholic povidone-iodine solution for patients with a history of 
chlorhexidine sensitivity. 

5. The skin should not be palpated after disinfection. 
6. Shaving of the skin should be avoided, hair should be clipped. 

12.1.2.4 Replacing CVCs 
A CVC replacement strategy is composed of two elements; the frequency and the method of 
catheter replacement. 
0 CVCs should not routinely be replaced as method of preventing cather-related infection. 

Guide wire assisted catheter exchange may be used to replace a malfunctioning catheter or to 
exchange an existing catheter if there is no evidence of infection at the catheter site or proven 
CR-BSI. 

0 If CR-infection is suspected, but there is no evidence of infection at the catheter site, remove 
the existing catheter and insert a new catheter over a guide wire. 

0 If tests reveal a CR- infection, the newly inserted catheter should be removed and, if still 
required, a new cather inserted at a different site 

12.2 MANAGEMENT OF INTRAVENOUS CATHETERS 

12.2.1 Dressings. 

The selection of an appropriate dressing is an integral part of LV management. The purpose of the 
dressing is to; 
0 Prevent trauma to the wound and the cannulated vessel 

Secure the catheter 
Prevent extrinsic contamination 

Recommended dressing Properties 
1. Transparent - allows visual inspection of catheter site. 
2. Self-adhesive - ensures greater stability reducing risk of trauma, mechanical phlebitis and 

external contamination. 
3. Semi-permeable -protects from bacteria and liquid while allowing the site to "breathe" 
4. Sterile- prevents external contamination of the catheter site. 

12.2.2 Dressing Changes 
Always change dressings when: 

Soiled 
Loosened 
Damp 
Unable to observe insertion site. 

12.2.3 Catheter hubs and connection ports 
Before accessing the system, disinfect the external surfaces of the catheter hub and connection 
ports with an aqueous solution of chlorhexidine gluconate or povidone-idne, unless 
contraindicated by the manufactures recommendations. 
Whenever a cap is removed from the circuit it should be replaced with a sterile one. 
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12.2.4 IV administration sets. 
All tubing should be replaced when the catheter device is replaced. 
Replace intravenous tubing no more frequently than at 72 hour intervals unless clinically indicated 
Replace the intravenous tubing used to administer blood products or lipid emulsions at the end of 
the infusion or within 24 hours of imitating the infusion. 

12.2.5 IV solutions 
IV fluids should be renewed at least every 24 hours and whenever the administration set and / or 
catheter is changed. 

12.2.6 Documentation 
For delivery of a high standard of care and accountability it is essential that accurate records of LV. 
access and management be maintained for each patient. 

1.V ACCESS RECORD SHEET 

device device insertion 
insertion inserted 

insertion person 
inserting the 
device 

device 
removal 

DAILY INSPECTION RECORD 

Date 1 Device I Potency ( Leakage I Infection I Dressing 
I I I I I 

REFERENCES. 
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13. GUIDELINES FOR PREVENTING INFECTIONS 
ASSOCIATED WITH THE INSERTION AND 
MAINTENANCE OF INDWELLING URETHRAL 
CATHETERS. 

INTRODUCTION 

There is consistent evidence that a significant number of hospital-acquired infections are related to 
urinary catheterisation. 
Between 20-30 % of catheterised patients develop bacteriuria of whom 2-6% develop symptoms of 
urinary tract infection (UTI) 
Duration of catheterisation is strongly associated with risk of infection. 

13.1 Assessing the need for catheterisation 

Only use indwelling urethral catheters after considering alternative methods of management. 
Review regularly the patient's clinical need for continuing urinary catheterisation and remove 
the catheter as soon as possible. 
Document catheter insertion and care. 

13.2 Insertion of urinary catheter. 

Choice of catheter material will depend on clinical experience, patient assessment and 
anticipated duration of catheterisation. 
Urinary catheters must be inserted using sterile equipment and an aseptic technique. 
Clean the urethral meatus prior to the insertion of the catheter. 
Use an appropriate lubricant from a single use container to minimise urethral trauma and 
infection. 
Select the smallest gauge catheter that will allow free urinary outflow. A catheter with a lOml 
balloon should be used. 
Urological patients may require larger gauge sizes and balloons. 

13.3 Catheter maintenance 

Connect indwelling catheters to a sterile closed urinary drainage system. 
Ensure that the connection between the catheter and the urinary drainage system is not broken 
except for good clinical reasons. 
Decontaminate hands and wear a new pair of clean non-sterile gloves before manipulating a 
patient's catheter and decontaminate hands after removal of gloves. 
Obtain urine samples from sampling port using aseptic technique. 
Position urinary drainage bags below the level of the bladder on a stand that prevents contact 
with the floor. 
Empty the urinary drainage bag frequently enough to maintain urine flow and prevent reflux. 
Use a separate and clean or disposable container for each patient and avoid contact between the 
urinary drainage tap and container. 
DO not change catheters unnecessarily or as part of routine practice. 
Routine personal hygiene is all that is needed to maintain meatal hygiene. 
Bladder irrigation, instillation and washout do not prevent catheter-associated infection. 

Page 56 of 56 
Area Henlth Infeclion Control Guideliner 



REFERENCES. 

The epic Project: Guidelines for preventing infections associated with the insertion and 
maintenance of short term indwelling urethral catheters in acute care. Journal of Hospital 
Infections (2001) 47 (supplement) S39-S46. 

Control of Hospital Infection A Practical Handbook. 

Ayliffe G.A.J., Fraise A.P., Geddes A.M. & Mitchell K. (2000) Control of Hospital Infection. 
A practical handbook. 4th Edition. Arnold London 

Area Heollh lnfeclion Control Guidelines 
Page 57 of 57 



14. INFECTION CONTROL ISSUES REGARDING WOUND 
CARE 

The normal flora of the skin plays a vital role in maintaining microbial balance that once disrupted 
can lead to invasion by opportunistic or pathogenic organisms. Wounds may occur from any 
accidental or deliberate trauma that breaks the surface of the skin or the mucous membrane. 

Wound Care. 

When undertaking wound care the use of an aseptic or non-touch techniques in which sterile 
equipment, cleansing agents, dressings and sterile gloves are used prevents the transmission of 
microbes to the wound. 
The dressing trolley top should be thoroughly cleaned at the beginning of the dressing round and 
disinfected with 70% alcohol (Azowipe) or a chlorine-releasing agent. The top of the trolley must 
be dry before the sterile pack is placed on it. Repeated cleaning of the trolley top during a dressing 
round is unnecessary. The dressing pack should be opened carefully with washed hands. 

Handwashing is the most important intervention to prevent contamination of wounds. Hands 
should be washed before and after and contact with any wound, after removal of gloves or 
whenever contaminated. 
If gloves are used they should be clean/ sterile depending on the circumstances. Gloves should be 
removed and hands washed following the procedure. 

Environment. 

The place where wounds are dressed will be determined by the structure of the ward and the 
availability of single rooms, and whether the hospital has central treatment rooms. A single room 
preferably with an extractor fan or other form of mechanical ventilation should be used for dressing 
changes of patients with large wounds or burns (e.g. Operating Theatre). However dressings of 

- 

small wounds may reasonably be changed at the bedside in an open ward, if care is taken to avoid 
dispersal of bacteria from dressings that are being removed. 

Cleaning activities such as high dusting, bed making and changing curtains should all be avoided 
during wound dressings, as they may disperse large numbers of organisms into the air. To reduce 
opportunities for airborne contamination to a minimum, a wound should be exposed for the 
minimum time and dressings should be removed carefully and quickly placed in a bag and sealed. 
A clinical waste bag should be available for disposal of large dressings. 

Topical antibiotics are not routinely recommended, as they may not be absorbed in sufficient 
strengths to be effective and can cause sensitisation and resistance. When infection (not 
colonisation) is diagnosed a systemic antibiotic may be recommended. 

References: 
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15. INFECTION CONTROL ISSUES REGARDING STAFF 
CLOTHING 

All staff working in the clinical area should ensure that clothing is changed daily. Clothing that has 
previously been worn may be contaminated with micro -organisms. Callaghan (1998) 
Clothing should also be changed when visibly soiled or stained. 

Decontamination. 

To decontaminate clothes at home the following is recommended. 
9 Wash the clothes separately. 
9 Do not overload the machine. 
9 Observe detergent instructions. 
9 Chooses proper water temperature suitable for the fabric being washed. 
k Remove items promptly for drying. This helps to prevent mildew. 
k All clothing should be properly dried and ironed before being worn. 
9 Jewellery worn in the clinical area should be kept to a minimum. If a wristwatch is worn it must 

be removed before hand washing and before any patient care. 
k False nails are not recommended as they may harbour bacteria. 
k Hair should be clean and tidy, and worn in a manner not to pose an infection control hazard. 

References. 

1. Belkin N. (2001) Home laundering of souled surgical scrubs: Surgical infections and the 
home environment. American journal of infection Control. 29 91) February, 58-64. 

2. Gibson L. Rose J. Haas C. (1999) use of quantative microbial risk assessment for evaluation 
of the benefits of laundry sanitation. American Journal of Infection Control. 27 960 
December s34-S39. 
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16. INFECTION CONTROL ISSUES REGARDING STAFF 

HEALTH 

INTRODUCTION 
Staff have the responsibility of ensuring they do not transmit infection to others. In addition, staff - 
with patient contact have the responsibility of reporting any infectious condition they have that 
may pose an infection risk to other staff and patients. 
These conditions include the following: 

DIARRHOEA 
AND VOMITING 

SORE THROATS 

INFECTIOUS 
LESIONS 

COLD SORES 

VARICELLA 
ZOSTER VIRUS 
(VZV) 

MUMPS 
(INFECTIOUS 
PAROTITIS) 

HAIR LICE 

SCABIES 

If a member of staff develops diarrhoea and/or vomiting they must inform their 
Supervisor and go off duty immediately. 
If symptoms persist for a few hours only the cause is likely to be viral and the 
individual should remain away from work for 48 hours after the last symptoms have 
stopped. 
However, if the diarrhoea and/or vomiting persists for longer than a few hours, they 
should visit their GP or Occupational Health Dept.and take a stool specimen with 
them. 

Severe sore throats, often accompanied by a fever, may be due to the Group A I 
streptococcus. The individual should have a throat swab taken by their GP or by a 
member of the Occupational Health Department immediately. Antibiotics should be I 
commenced as indicated and should be prescribed by the GP. I 
Staff should not work with infected cuts, spots, boils or other infected skin lesions, 
particularly on the face and hands. These must be reported to a member of the 
Occupational Health Department and a swab be taken for laboratory investigations. 
Advice will be given on continuation of work. If allowed to work, all cuts must be 
covered with a waterproof plaster. 

Cold sores are caused by the Herpes simplex virus and staff suffering from such 
infections should not work in any area caring for neonates (including maternity 
units, special care baby units and children's wards) or immuno-compromised units 
until the lesions have dried. 

VZV can manifest as either chickenpox or shingles. Members of staff who have had 
chickenpox are in no danger of contracting or spreading the virus again. However, 
staff or patients who have not had the virus and are exposed to chickenpox or 
shingles may develop chickenpox. For this reason staff who have not had 
chickenpox should be excluded from caring for a patient with shingles or 
chickenpox. If you have been exposed to the virus (in the form of shingles or 
chickenpox) and you have not had chickenpox previously, please contact the 
Infection Control Team as soon as possible. Antibody studies can indicate immune 
status. 

Mumps is spread by droplet infection and by direct contact with saliva of an infected 
person. Staff who are not immune and who have been in direct contact with an 
infected patient should seek advice from the Occupational Health regarding work. 

Any member of staff who believes they have a hair lice infestation should see their 
GP to confirm this and to prescribe thd appropriate treatment. Once treatment has 
been applied the staff member can continue working as normal. 

Any member of staff who believes they have a scabies infestation should see their 
GP who will prescribe the appropriate treatment. Staff may return to work 24 hours 
after treatment. The initial therapy should he repeated 4-7 days after the first 
treatment. I 
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INFECTION CONTROL ISSUES REGARDING 
LAST RITES 

Standard Precautions apply in the care of the deceased. 

Wash hands and put on protective clothing i.e. gloves and apron. 

Collect and prepare equipment 

Remove all upper bed linen and place in appropriate laundry bag. 

Remove all tubes and drains unless otherwise instructed. Re-dress all wounds with a 

waterproof dressing. When drains or tubes are left in position these should also be covered 

with a padded waterproof dressing. 

Wash the patient. A male patient should be shaved carefully using a disposable razor. 

Put on a suitable incontinence pad and secure properly 

Ensure that any equipment used is decontaminated appropriately as advised in the 

guidelines. 

Following removal of the deceased the area is ready for terminal cleaning as advised in the 

guidelines 

BODY BAGS 

Body bags may be used with sensitivity following specialist advice and local infection control risk 

assessment for particular clinical cases. 

The use of body bags may be considered in deceased patients who are experiencing excessive body 

fluid/blood loss or extensive open wounds/injury. 

- Area Health Infeelion Conlrol Guidelines 
Page 61 of 61 



18. GENERAL GUIDELINES FOR OPERATING 
THEATRES 

Surgical wound infection is mainly acquired during the operation, and may be endogenous from the 
patient's own flora, or exogenous from the operating-room personnel or infrequently from the 
knvironment (Ayliffe ~ooo).- 
Every operating theatre should have its own Infection Control Policy. 

Methods of preventing infection in the operating suite can be considered under the following 
subheadings. 

1. The operating suite and equipment 
2. Preparation of the surgical team 
3. Preparation and protection of the patient. 

18.1 The operating suite and equipment. 

The following principles should be adhered to. 
establishing a protective zone around the sterile area. 
provide airflow from the "sterile" to less clean areas. 
The amount of equipment in the theatre suite should be kept to a minimum. 

18.1.1 Cleaning. 

Surfaces should be kept free of visible dirt and special attention should be given to areas, which are 
likely to become heavily contaminated. Wall washing is recommended twice a year unless visibly 
soiled. Specific spillages of blood or body fluids should be dealt with immediately. Lint free cloth 
is recommended for all operating theatre cleaning. 

18.1.2 Order of patients on the operating list: dirtylclean cases. 

The two most probable routes of infection transmission between successivel sequential surgical 
patients are via the air, from instruments or from environmental surfaces. 
Air contamination. If theatre ventilation is effective, air should not be a source of infection 
transmission between sequential patients. 
Surface contamination. When there is knowledge of an "infectious patient" it is standard practice to 
place the case at the end of list and diligent decontamination of the surfaces occurs. However 
standard precautions should always be practised and it is recommended that diligence should 
always be applied to cleaning the operating theatre between every patient. 

18.2. Preparation of the surgical team 

All individuals who enter the sterile zone of the theatre during an operation are described as 
members of the team. To reduce the hazard of contamination the following should be considered: 

No one whose presence is not essential should be admitted to the operating suite. 
Movements in the theatre should be reduced to a minimum. 
Doors should be kept closed during the operation. 
Visitors who enter the operating suite should be properly attired. 

Page 62 of 62 



18.2.1 LLSurgical Scrub" 

It is important for the surgeon to wash hislher hands prior to operating, as hand decontamination is 
an important contributor to reducing infections. 

18.2.2 Gloves 

Gloves play a dual role: 
As a banier for personal protection from the patients blood and exudates 
To prevent bacteria from the surgeons hands from entering the surgical site. 

Scrub team members should wear sterile gloves donned after the sterile gown. A fresh pair of 
sterile gloves should be worn for each procedure. 
Wearing double gloves is recommended to protect the wearer from viral transmission. 

18.2.3 Masks 

Risk assessment should be undertaken and if necessary masks should be worn for the protection of 
the wearer. It is recommended that the scrub team wear a mask for prothestic implant operations. If 
worn the mask should be changed after each operation. 

18.2.4 Theatre caps 

There is no requirement for non-scrub staff members of the operating team to wear disposable 
headgear, however common sense dictates that hair should be kept clean and out of the way. Hats 
must be worn in laminar flow theatre during prosthetic implant operations. 

18.2.5 Theatre Gowns. 

Theatre gowns should be made of waterproof, disposable material. 

18.2.6 Jewellery for staff. 

It is recommended that necklaces, earrings and rings with stones be removed by scrub and non- 
scrub staff. 

18.2.7 False finger nails 

"Scrub" staff in the operating suite should not wear false fingernails. 

18.2.8 Shoes and over shoes. 
Special footwear should be worn in the operating department and cleaned regularly. The practice of 
wearing overshoes should cease. 

18.3. Preparation and protection of the patient 

When preparing the patient the following recommendations should be taken into consideration. 
There is no evidence that chlorhexidine showers reduce the incidence of postoperative 
infection. 
Only the area to be incised needs to be shaved and if this cannot be done by depilatory cream 
the day before the operation it should be done in the anaesthetic room immediately pre- 
operatively. 
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There is no reason to continue the practice of removing the patient's rings or other jewellery - unless they are in the operative field. 
0 Parents and other carers are not required to wear an over gown or shoes to accompany the - patient to the anaesthetic room. 

If further specialist information is required please refer to specific theatre guidelines. - 
REFERENCES - 
1. Hospital Infection Society Working Party (Draft. Guidelines) January 2001. 

- 2. Ayliffe G.A.J., Fraise A.P., Geddes A.M. & Mitchell K. (2000) Control of Hospital Infection. 
A practical handbook.4" Ed. Arnold London 
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- 19. GUIDELINES ON THE USE AND MAINTENANCE OF 
SPA POOLS. 

- DEFINITION 

A spa pool is a self-contained body of water designed for sitting in as opposed to swimming. The - relatively small volume of water in relation to the bather load, combined with a raised temperature 
and agitation of the water makes considerable demands on the disinfecting and filtration systems. 
Careful management of the pool is therefore essential to ensure that the water quality does not - 
deteriorate. 

19.1 PROTOCOL - Strict safety technique should be used at all times when using the spa pool. 

F 
GUIDELINE STATEMENT 
The Spa pool will be safely maintained in accordance with these guidelines in conjunction 
with current best practices on spa pools. J - 
GUIDELINE OBJECTIVES 

19.1.1 Contraindications for use. 
Patients should not wear sun tan lotions or creams in the spa pool 
Patients with broken skin areas. 
Patients with skin infections. 

C 
Patients with gastro-enteritis. 
Patients with severe bleeding disorders 

C 
Patients that are medically unfit. 

- 

19.2 SPA POOL WATER MONITORING 
rn Poolside testing and recording of residual disinfectants and pH levels should be undertaken 

before the spa pool is used each day and thereafter between patients use. 
A logbook should be available for recording the results together with any remedial action taken. - Routine bacteriological analysis should also be undertaken to ensure that ovtimum water 

To provide clear guidelines for all staff and patients involved in the use and maintenance of a 
spa pool. 

treatment conditio& are being maintained. 

NORMAL TESTING PARAMETERS. 

Total alkalinity (TA) level 125-150 ppm. Test after water change. 
To bring alkalinity up use sodium Bicarbonate. 

Calcium Hardiness (CH) levels 150-200ppm. 
If the level is below this add Water Hardener. 

Maintain chlorine level at 3-5 ppm. Monitor before and between patient's use. 
Chlorine shock up to 10,000ppm in the evening. Do not use spa pool when chlorine level is 
> Sppm. 

pH control. Maintain pH at 7.4-7.6. 
To maintain this level use the pH Increaser 1 Decreaser as appropriate. 

Temperature. Maintain at around 37.6'C. Green light on panel = 2" variance. 
Use bath thermometer. 
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19.2.1 CHEMICAL BALANCE. 

The chemical disinfectant used is chlorine. 

Always fill the spa through the filter compartment. 

Following filling the spa pool, use a chlorine shock to a level of 10,000ppm. 

Do not use spa pool until level of chlorine is 3-5ppm. 

To maintain the level of chlorine at 3-5 ppm the water should be monitored before patient use 

and between patients. 

If the level has dropped below 3 ppm, chlorine will need to be added to bring level within 

normal range (3-5ppm). 

Following this adjustment a clean program for 10 minutes will be required. 

Testing again for the chlorine level will be required. (3-5ppm) 

If the level drops below 0-2ppm a chlorine shock of 10,000ppm will be required. 

The spa pool will then need to be left unused until the level has again reached 3-5ppm. 

19.3 WATER FILTRATION 

Guidelines are for average use of 10 patients per week. (If average use increases seek 

manufactures advice re care and maintenance of filters) 

Filter cartridges may become clogged resulting in reduced water flow. It is therefore important to 

maintain a clean unobstructed filtering system. 

Filters should be changed yearly. 

All water is automatically filtered 8 times a day. 

Filters should be cleaned weekly. (follow manufactures guidelines) 

Filters should be soaked weekly for 24 hours in a filter degreaser. 

Use cartridge cleaner once a month. 

When spa pool not in use, do not turn off or leave empty. Decrease temperature to (26'C) and 

keep chlorine levels static. Test chlorine levels twice weekly. Shock once a week with 

chlorinel0,000ppm. 
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19.4 MAINTENANCE 

Empty spa pool water completely at monthly intervals. 

If there is an organic build up ring around the spa pool use Tile Line cleaner. 

Fill the spa pool with luke warm water immediately after cleaning. 

Replace silver ion cartridge every 4 months and record change in maintenance book. 

Foam inhibitors. 

The spa pool water may require changing due to a build up of foam in the water. Foam can be 

introduced by soap from 'users' bodles and swimming apparel which can retain soap after 

washing. Soap inhibitors can suppress foam but cannot remove soap from the water. 

19.4.1 Physical contamination by the release of body effluents into the spa pool. 

Remove patient from the spa pool. 

Using appropriate protective clothing remove organic matter from the water if possible. 

Empty the spa pool. 

Remove any traces of organic matter and dispose of in appropriate manner. 

Refill the spa pool. 

Use a chlorine shock of 10,000ppm. 

Leave overnieht. 

Empty the spa pool. 

Refill the spa pool. 

Use a chlorine shock of 10,000ppm. 

Ensure chemical balance is within normal range prior to use. 

19.5 MICROBIOLOGICAL MONITORING. 

Regular bacteriological testing will provide an assurance that operating conditions are satisfactory. 

The authorised user has the responsibility to ensure that bacteriological samples are taken at 
appropriate intervals and the results recorded, for advice discuss with relevant Consultant 
Microbiologist. 

19.5.1 Microbiological monitoring is required in the following circumstances. 

At commissioning. 
Before the spa pool is put back into operation following being shut down for any length of 
time. 
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Following possible contamination (body effluent), or problems with maintaining normal 
parameters within normal range. 
At regular monthly intervals when the pool is in use. 

19.5.2 Procedure for microbiological monitoring 

Sampling bottles may be obtained from the laboratory 

They must be sterile, shatterproof and contain a neutralising agent for the disinfectant in 

use. For pools containing chlorine, sodium thioulphate is the neutralising agent used. 

19.5.3 To obtain spa pool water sample: 

Remove cap and immerse the bottle neck downwards to about 150mm (6inches) below the 

surface when the bottle is tilted to face horizontally and allowed to fill. On removal from the 

water, the cap is replaced and the sample sent to the laboratory 

The bottle should be labelled appropriately and include the following ; 

Source, time, date of sample. 

A record should he made of the pH value and the active disinfectant residual at the time of 

sampling and this information should accompany the sample on the appropriate form. 

REFERENCES. 

1. Ayliffe G.A. J, Babb J. R &Taylor L.J. (1999) Hospital Acquired Infection, Principles and 
Prevention. 31d Edition. Butterworth Heinemann. 

2. Hot Springs Portable Spas Owners Manual (1999) Wathns Manufacturing Corporation *38443, 
REV.A (12,99) 

3. Hygiene for Hyrotherapy Pool. (1999) Public Health Laboratory Service. London. 

4. Pool Water Treatment Advisory Group (PWTAG) (1999). UK. Chapters 14-15. 
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20. METHICILLIN RESISTANT 
STAPHYLOCOCCUS AUREUS / MRSA 

INTRODUCTION: 

Definition: 
A bacterium, Stauhvlococcus aureus which is resistant to Methicillin, Flucloxacillin and many 
commonly used antibiotics. 

Staohvlococcus aureus is carried by between 30-50% of people. It is usually carried in the nose 
(anterior nares), causing no threat to that individual or the public. 

Both MRSA and Stauh~lococcus aureus cause the same range of infections, from impetigo and 
abscess to infected wounds. Both may also colonise or infect pressure sores and ulcers. 

Rarely a deep seated infection or pneumonia occurs. (DOH 1995). 

20.1 MRSA POSITIVE PATIENTS: 

A patient is found to be MRSA positive by microbiological investigation e.g. wound 
swabslsputum/blood culture. 
In consultation with the Infection Control Nurse the patient may need to be placed in a side-room. 
A group of MRSA patients may be cohorted i.e. nursed together in a specially assigned area. 

When nursing these patients the following precautions are recommended: 

1. Wear disposable apron and gloves for all contact with the patient andlor their bed 

clotheshedding. 

2. On leaving the room or moving to another patient, remove the protective clothing and 

place in a yellow healthcare risk waste bin. 

3. Hands should be washed thoroughly with an antibacterial agent, e.g. HibiscmbEIydrex, and 

dried well between patients. 

4. Filter type masks are required only for tracheal suctioning and for dressings on patients with 

extensive lesions or bums. 

Protective clothing must always be changed between patients. Staff should not leave the 
room without first removing the protective clothing and washing their hands thoroughly. 

20.2 TREATMENT OF MRSA 

The patient will have a topical decontamination protocol for five days. 

The protocol is then stopped for re-screening. 

The screen sites and dates will be advised by the Infection Control team. 

Moisten swab with sterile water before taking swab. 
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SCREENING SITES: 

Nasal (i.e. swab used on both nostrils) 
Throat (if indicated) 
IV line sites 
Wounds 
Perineum 
Ulcers 
Rashes 
CSU (If urinary catheter present) 
Arterial lines 
PEG feeding tube site 
Sputum (if indicated) 

USE DECONTAMINATION PREPARATIONS FOR FIVE FULL DAYS AS FOLLOWS: 

1. Wash hair with Chlorhexidine Gluconate 4% (Hibiscrub) on first and third day of treatment. 

2. Wash body all over daily with Chlorhexidine Glucanate 4% using a disposable cloth. DO 

NOT USE SOAP DURING THE FIVE DAY PROTOCOL. 

3. When the skin is dry, dust Hexachlorophane (Ster-Zac) powder under arms and groin areas. 

4. Apply Mupiricon ointment (Bactroban) to the nose three times a day. 

Method 

Blow the nose to clear the debris present. 

(a) Unscrew the cap and squeeze a small amount of ointment, about the size of a pea onto a 

cotton bud. 

(b) Apply ointment to the inside of the nostril. 

(c) Repeat for the other nostril. 

(d) Close the nostrils by pressing the sides of the nose together for a moment. 

This will spread the ointment inside each nostril. 

5. Wounds should be cleaned with Chlorhexidine (Unisept) solution. 

6. Chlorhexidine (Corsodyl) mouthwash if prescribed should be gargled three times daily. 

7. Change all night-clothes and underwex daily, after washing. 

8. Change bed linen daily 
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PHARMACY WILL SUPPLY 

1. Chlorhexidine gluconate 4% surgical scrub (250mls) for the individual patient. 

2. Hexachlorophane powder 0.33% 30 grams x 2 (Stenac). 

3. Mupirocin 2% (Bactroban) nasal ointment - 2 x 38 grams. 

4. Chlorhexidine (Corsodyl) mouthwash 

20.3 ENVIRONMENTAL CLEANING: 

Daily cleaning to remove dust should be carried out by the cleaning staff. 
All surfaces in the patient area including the bed framellockerhedside table and floor should be - 
cleaned/mopped with a Chlorine releasing agent, i.e. PreseptIActichlor. 
The mop and bucket should not he used in another room. 
~lectric& equipment like TVs, portable telephones etc. should be damp dusted. 
Stethoscopes and sphygmomanometers should be surface cleaned with Alcohol 70% each time 
they are removed from the MRSA patient. The MRSA patient should have this equipment 
allocated to them individually. If this cannot occur cleaning of equipment between patients is 
essential. 

20.3.1 ON PATIENT'S DISCHARGE 

CLEANING MUST NOT START UNTIL THE CURTAINS HAVE BEEN TAKEN DOWN. 

Once the curtainshed clothing and patients personal belongings are moved, the roorntfloor, 
mattress, surfaces, furnishings are cleaned with a Chlorine releasing agent e.g. PreseptIActichlor 
1000 ppm 

The room may be used immediately after the thorough clean has been carried out. 
It is advisable to open the window in the area to ventilate the area. 

20.4 MOVEMENT OF THE MRSA PATIENT WITHIN THE HOSPITAL 

The movement of MRSA patients within the hospital should be kept to a minimum. The 
receiving department should be notified of the MRSA condition by ward staff. 
X-ray forms and other request forms should be tagged to indicate the MRSA diagnosis. If possible, 
MRSA patients should be placed last on the list for all clinical procedures. 

20.4.1 Theatre: 

(a) Defer a surgical procedure if possible, until MRSA carriage is cleared. 

(b) Ward staff to inform theatre staff of MRSA condition. 

(c) Place patient at the end of the theatre list. 
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THE MRSA PATIENT MUST NOT BE TRANSFERRED TO ANOTHER WARD OR UNIT WITHOUT 

DISCUSSION WITH THE INFECTION CONTROL TEAM 

20.5 VISITORS 

Visitors need not wear plastic aprons unless they are directly involved in the patient's care. 

Visitors should wash their hands thoroughly with Hibiscrub/Hydrex solution or use an alcoholic 

hand rub when leaving the room. 

Visitors with exfoliative conditions e.g. psoriasis and eczema should visit the MRSA patient. 

Visitors should be advised not to visit other wards after visiting the MRSA patient. Alternatively 

advise them to visit the MRSA patient last on their visiting round. 

The Infection Control Sister should be advised of dischargdtransferladmission of MRSA 

patients. All patients admitted to Intensive Care and Coronary Care units should have an 

MRSA screen on admission to the unit. 

20.6.1 ADMISSIONS: All admissions from other hospitals and health care facilities, nursing 
homd institutions and those previously MRSA positive should have an 
MRSA screen on admission irrespective of the screening results at the other 
hospital. 

Previously MRSA positive patients may need to be admitted to a single 
room until screening results are available. 

Screens to be taken from: 

1. Nose 
2. Throat 
3. Perineum 
4. Sputumltracheal aspirate if ventilated 
5. CSU if patient is catheterised. 
6. Wounds/lesions/rashes (including IV cannula sites, 

arterial lines, enteral feeding tube sites). 

20.6.2 DISCHARGES1 The GP and nursing homdhospital should be informed of the patients 
TRANSFERS: MRSA condition by ward staff. The Infection Control Nurse may also be 

in contact with the transferring location. 

Page 72 of 72 - Area Health Infection Conlrol Guideliner 



Ambulance staff should be advised by ward staff to wash their hands 
after contact with an MRSA patient. 

They should also be advised that the risk of MRSA spread is not to them 
but to other susceptible patients. 

20.6.3 DEATH: Standard Precautions apply when caring for the deceased. 

20.7 HEALTH CARE PERSONNEL 

Staff with exfoliative skin conditions e.g. psoriasisleczema should not work with MRSA patients. 

1. STAFF SCREENING: Staff will be advised by the Infection Control team when screening is 

to occur. 

2. MRSA POSITIVE STAFF: Staff with nasal carriage only can continue to work in low-risk 

areas. They should not work in ICUItheatreAabour ward until 24-48 hours after commencing 

the treatment. 

Staff with other positive screening sites should not work in high risk areas until three negative 

consecutive swabs are obtained. These staff will require a full topical protocol. The Infection 

Control Team will advise on treatment and screening. 

20.8 AGENCY STAFF 

AVOID using agency staff in the care of MRSA patients. 

20.9 INTENSIVE CARE UNIT/ CORONARY CARE UNIT 

ALL patients admitted to ICUICCU are to have screening swabs for MRSA taken on admission. 

Mark form "ADMISSION MRSA SCREEN". 

REFERENCE: 

1. The Department of Health (1995). MRSA, in the h s h  Health Care Setting. DOH August 
1995. 

2. Revised Guidelines for the Control of M.R.S.A infection in Hospitals, Working Party 
Report HIS 1998. 
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- 2 1. PULMONARY TUBERCULOSIS 
All patients being investigated for pulmonary tuberculosis should be nursed in a single room 

C 

with airborne precautions until a diagnosis is made. MTB is a notificable disease. 

C 

21.1 ETIOLOGY 

AGENT: - INCUBATION PERIOD: 

MODE OF TRANSMISSION: 
INFECTIVE MATERIAL: - 

- DIAGNOSIS: 
INDICATIONS FOR 

ISOLA TION: 

ISOLATION PRECAUTIONS: 

PERIOD OF ISOLATION: 

MANAGEMENT OF 
CONTACTS: 

Area Healfh Infection Conhol Gzidelines 

Mvcobacterium tuberculosis Aerobic non-spore-forming nonmotile acid-fast bacillus., 
4 to 14 weeks for primary infection. The risk of progressive Pulmonary Tuberculosis 
is greatest within the first year. 
Airborne. 
Respiratory secretions. 
Extrapulmonary TB (other than laryngeal) is generally not considered communicable 
(non-infectious) unless drainage is present from sinuses or lesions and subsequent 
areosolization of bacilli occurs. (e.g wound irrigation). 
Sputum specimens on 3 consecutive mornings before the patient has eaten 
(a) Patients known to be sputum smear positive. ( i.e. ZN I Auramine stain positive) 
(b) Patient suspected of having Pulmonary T.B. and awaiting Acid Fast Bacilli (AFB) 

results. 
(c) HIV positive patients with lower respiratory tract infections until three samples 

have been sent and AFB results found to be negative. 
Transmission Based Airborne Precautions. 
Accommodation 
Single room (ideally with negative pressure ventilation). If single room not available 
seek specialist advice for transfer to appropriate facility. 
The door should remain closed at all times. (DOH&C 1998). 
Place appropriate isolation sign on the outside of the door. 
Respiratory protection. 
STAFF. 
The health care worker who has not received BCG vaccination or does not have 
documented evidence of a positive tuberculin test should not enter the room until the 
patient is deemed non-infectious. (DOH& 1998 pg 40). 
Staff who have HIV infection should not treat patients who are infectious.(DOH UK 
1998) 
Cough Inducing procedures should not he performed unless absolutely necessary. 
Masks. 
No data definitively supports the effectiveness of masks in preventing transmission of 
MTB. (Curran et al2000) However the DOH UK (1998) recommend that staff who 
undertake high risk procedures (e.g. cough induction) should wear respiratory 
protection. The recommended filter mask is the PFR 95. 
PATIENT. 
Encourage the patient to cough and sneeze into a tissue. This will capture and contain 
liquid drops before evaporation can occur. 
The patient should wear a surgical type mask if requiring treatment in other 
departments. 
VISITORS. 
Visitors should be limited to those who have already been in close contact with the 
patient before diagnosis. 
Visitors who are immunosuppressed, pregnant or under the age of 12 should be 
advised against visiting. 
Appropriate chemotherapy rapidly reduces infectivity usually within two weeks in an 
adult and four weeks in a child. Discontinuing Airborne precautions should only be 
made following discussion with the consultant in charge and the Infection Control 
Team. The success of the treatment depends on the effectiveness of the chemotherapy 
and the patient's compliance. 
If there is a delay in identifying a patient with open tuberculosis and the patient has 
been nursed on an open ward, a list of contacts should be drawn up by ward staff. The 
Public Health Department should be made aware as soon as possible. Other patient 
consultants should also be made aware 
Staff may be required to be referred to the OHD for appropriate follow up. 
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REFERENCES: 

1. Connolly Smith K (2000) Tuberculosis exposure in a day care centre: recommended 
management. South Medical Journal 93(9) 877-888. 

2. Wiggam S.L. & Hayward A.C. (2000) Hospitals in England are failing to follow guidance for 
tuberculosis infection control - Results of a National Survey. Journal of Hospital Infection 46, 
257-262. 

3. Report on the Working party on Tuberculosis (1998) Department of Health Ireland. 

4. Interdepartmental Working Group on Tuberculosis. The prevention and control of tuberculosis 
in the UK. London: Department of Health 1998. 

5. E. Curran & S Ahmed (2000) Do health care workers need to wear masks when caring for 
patients with pulmonary tuberculosis? Communicable Disease and Public Health 3 (4) 240-243. 
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22. TRANSMISSIBLE SPONGIFORM ENCEPHALOPATHY 
(TSE) AGENTS 

Transmissible spongiform encephalopathies are fatal degenerative brain diseases that can occur in 

humans and certain animals. The major human TSEs are (1) Creutzfeldt-Jacob Disease (CJD) 

including classical and new variant (nvCJD) (2) Gerstmann-Straussler-Scheinker Syndrome (GSS) 

(3) Kuru. The main animal TSEs are (1) Scrapie, affecting sheep and goats (2) Bovine spongiform 

encephalopathy (BSE) in cattle. TSEs are caused by unique infectious agent, currently thought to 

be infectious proteins known as prions. Human TSEs are characterised by a prolonged incubation 

period (years), followed by rapidly progressive dementia, loss of memory and personality changes 

or progressive unsteadiness and clumsiness. Generally this results in death within a few months. 

There is no known treatment or prophylaxis. The prions affect the grey brain matter forming 

vacuoles. There is a complex relationship between the prions, host genetic factors and cellular 

proteins. TSEs are not distributed uniformly in tissues of affected persons. Infectivity varies at 

different stages of incubation. Highest risk is late in infection and neural tissues. Lower risk is 

posed by spinal fluid and lymphoreticular tissue. Blood, other body fluids and most other tissues 

pose a negligible risk. All human TSEs are very rare (l11,000,000/year). CJD has a classic onset of 

late middle age. However in 1996 a new variant of CJD ( nvCJD) was recognised in young 

persons. It is characterised by a relatively long clinical illness (often up to 2 years) consisting of 

behavioural changes, ataxia and progressive cognitive impairment until death. Research indicates 

that nvCJD and BSE are caused by the same infectious agent. Apart from rare cases due to medical 

treatment, there is no evidence to date that CJD or other TSEs can be spread from person to person 

or through occupational exposure. 
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TRANSMISSIBLE SPONGIFORM ENCEPHALOPATHY (TSE) AGENTS 

AGENT: A PRION (Proteinaceous infectious particles) 

INCUBATION PERIOD: May be up to several years. 

MODE OF No evidence of any specific occupational risk. 
TRANSWSSION: 

Injection of infected human growth hormone. 

POTENTW 
INFECTIVE 
MATERCAL: 

DURATION OF 
rnECTNITY: 

INFECTION 

CONTROL 
PRECAUTIONS: 

TREATMENT: 

Grafts of infected dura materlcomea. 

Post neurosurgical procedures with contaminated instruments. 

Brain eye and nervous tissue and CNS samples of "known" (diagnosis 
confirmed), "suspected" (suggestive clinical symptoms) and "at risk" 
(asymptomatic but potential risk through medical history) cases. Familial cases 
of nvCJD are not considered to be in the "at risk" category. 

The TSEs agents exhibit unusual resistance to chemical and physical 
decontamination methods, eg. formalin, ethylene oxide, ionising and UV 
radiation and conventional autoclaving. They can survive for prolonged periods 
in the environment. 

Standard infection control practices during routine clinical contact will protect 
HCW from the very remote possibility of infection. Isolation of TSEs patients is 
not necessary. 

Special Precautions are required for "Known", "Suspected" and "At Risk" 
cases when undergoing interventions involving the brain, spinal cord and 
eyes. 

Special Precautions are required for "Known" and "Suspected" cases when 
undergoing all clinical interventions. 

Special Precautions include the use of the minimum number of Trained staff 
for procedures, use of single-use disposable instruments where possible, use of 
disposable gloves, aprons, eye protection as appropriate. Pre-procedure clarify 
the disposal of any equipment to he used with a Consultant Microbiologist. On 
death of a "Known", "Suspected" or "At Risk patient, the body should be 
removed to the mortuary using standard infection control procedures. It is 
recommended that the body is placed in a body bag in line with standard 
procedures for bodies of a lcnown infection risk. 

Supportive Therapy. 

MANAGEMENT OF None. There is no evidence of excess mortality in nurses, doctors or other 
CONTACTS: medical workers that might suggest that the disease is transmissible from 

patients to medical pers&el. 

DECONTAlMNATION Sodium hypochlorite 20,000ppm available chlorine. 

Autoclave 134-137C single cycle for 18 mins, or 6 cycles of 3 mins. each. 

NOTE: All TSEs specimens should be labelled "Biohazard". Fonnalin - fixed specimens should 

also be regarded as being potentially infectious. 

REFERENCES: 

1.Transmissible Spongiform Encephalopathy Agents: Safe Working and the Prevention of 

Infection. Advisory Committee on Dangerous Pathogens, Spongifonn Encephalopathy Advisory 

Committee UK.HMSO 1999. 
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23. INFECTIOUS/NOTIFIABLE /COMMUNICABLE 
DISEASES 

23.1 INFECTIOUS DISEASES REGULATIONS 1988: 
NOTIFIABLE INFECTIOUS DISEASES 

The following diseases should be notified to the Chief Medical OfficerlPublic Health Consultant. 
This list is currently being reviewed by the National Disease Surveillance Centre. 

Acute Anterior Poliomyelitis 
Acute Encephalitis 
Acute Viral Meningitis 
Anthrax 
Bacillary Dysentery 
Bacterial Meningitis (including Meningococcal septicaemia) 
Brucellosis 
Cholera 
Diphtheria 
Food Poisoning 
Gastroenteritis (when contracted by children under 2 years of age) 
Infectious Mononucleosis 
Influenza1 Pneumonia 
Legionnaires Disease 
Leptospirosis 
Malaria 
Measles 
Ornithosis 
Plague 
Rabies 
Rubella 
Salmonellosis (other than Typhoid or Paratyphoid) 
Smallpox 
Sexually Transmissible Diseases 

o Syphilis 
o Gonorrhoea 
o Chancroid 
o Lymphogranuloma Venereum 
o Granuloma Inguinale 
o Non-Specific Urethritis 
o Chlamydia Trachomatis 
o Trichomoniasis 
o Candidiasis 
o Pediculosis Pubis 
o Ano-genital Warts 
o Molloscum Contagiosum 
o Genital Herpes Simplex 

Tetanus 
Tuberculosis 
Typhoid and Paratyphoid 
Typhus 
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Viral Haemorrhagic Diseases (including Lassa Fever and Marburg 
disease) 
Viral Hepatitis 

o TypeA 
o TypeB 
o Trpe Unspecified 

Whooping Cough 
Yellow Fever 

OTHER INFECTIONS which are of importance as far as spread in Hospital is concerned are:- 

1. Staphylococcal infections of wounds and skin. 

2. All Methicillin (Cloxacillin) resistant Staphylococcal infections. 

3. Vancomycin resistant Enterococcus 

4. Pseudomonas infections. 

5. Viral Gastro-enteritis 

6. Any cluster of infections occurring amongst patients who have all had the same procedure 

performed, or share the same ward, or had operations in the same theatre. 

7. HIV, Hepatitis B, infections. 

- 
- 
- 
- 
- 
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23.2 BACTERIAL MENINGITIS 

This is a NOTIFIABLE DISEASE 

For further advice or clarification seek specialist advice 

COMMON AGENTS: 

INCUBATION PERIOD: 
Meningmccal meningitis. 
Pneumococcal meningitis. 
Haemophilus influenme. 

IlVFEcTIVErnTERIAL: 
DURATION OF IlVFECTZVITY: 

ISOLATION PRECAUTIONS: 

PERIOD OF ISOLATION: 
TREATMENT: 

MANAGEMENT OF CONTACTS: 

SYMPTOMS: 

Nekseria menincitidis causes Meningococcal meninzitis. - -- - 
Streotoeorcus ~neumoniae cause, ~ n ~ u m w o c c a l  memngltls 
Haemoohilius influenme cawes Haernoph~l~us menlnpltls. 

usually 3 to 4 days. 
not well determined, may be as short as 1 to 3 days. 
usually 2 to 4 days. 

Respiratory droplets and secretions. 
Until appropriate antibiotic therapy is in progress for 24 hours. 
Necessary for MENINGOCOCCAL MENINGITIS ONLY 
Isolation in side room for first 24 hours of appropriate antibiotics. 
Droplet precautions apply 
The use of masks is recommended where there is risk of splashing 
to the face and eyes. 

Meningococcal Meningitis - for first 24 hours of antibiotics. 
If meningococcal meningitis or meningococcal septicaemia 
is suspected 

IV antibiotic therapy(D.0.H 1999) 
Supportive therapy 
Prophylaxis as appropriate prior to discharge of patient. 

Chemoprophylaxis should be offered to prolonged close contact of 
cases (i.e. household contacts) those (e.g. HCR) who had 
close contact with a case, gr& if they had direct exposure to large 
particlddroplets or secretions from respiratory tract of the case at 
the time of admission ta Hospital 

Meningococcal meningitis (The Public Health Service will offer 
vaccination for vaccine preventable strains). 

Haemoohilius lnfluenzae meningitis. 
These include household contacts and intimate contacts. 
Hospital staff do not require prophylaxis unless gross exposure 
to oro-pharyngeal secretions, mouth to mouth resuscitation or 
a difficult intubation has occurred. 
Meningococcal meningitis is an acute bacterial disease 
characterised by sudden onset with: 

fever, 
intense headache, 
nausea, 
often vomiting, 
stiff neck (Kernig's sign) 
petechial rash with pink macules. 

Haemophilus meningitis was the most common bacterial 
meningitis in children 2 months to 5 years but has declined in 
incidence since the intsoduction of Hib vaccine. 
There is usually a sudden onset of symptoms with: 

fever, 
vomiting, 
lethargy, 
bulging fontanelle in infants. 

Pneumococcal meningitis has a high fatality rate. It is usually 
fulminant and occurs with bacteremia and may be associated with 
otitis media or mastoiditis The onset is sudden with 

high fever. 
lethargy 
coma 
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MENINGOCOCCAL C 

Routine vaccination of Healthcare workers is currently not recommended. 

REFERENCES: 

1. JM Stuart, AB Gilmore, A Ross, W Patterson, JS Kroll, EB Kaczmarski, S MacQueen, P - 
Keady, P Monk(2001) Preventing secondary meningococcaldisease in health care workers: 
recommendations of a working group of the PHLS Meningococcus Forum. Communicable 
Disease and Public Health 3 (2)102-105. 

2. Department of Health(1999) Hospital Based Management of suspected Meningococcal 
sepsis/meningitis. 

3..  Guidelines for Public Health Management of Meningococcal disease in the UK. PHLS - 
Communicable Disease & Public Health, Vol. 5, Sept. 2002. 
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- 23.3 CAMPYLOBACTER 

AGENTS: Microaeropbilic Vibrios, Species include: 
~ a m u v ~ o b a ~ t e r  ieiuni 
Camuvlobacter coli 

INCUBATION PERIOD: 3 to 5 days, with a range of 1 to 10 days. 

MODE OF FaecalIOral. Contact with infected pets. 
TRANSMISSION: 

INFECTWE MATERLAL: Contaminated food, milk and water. 

TREATMENT: Erythromycin may be prescribed where symptoms are severe. 
Rehydration and electrolyte replacement. 

PERIOD OF ISOLATION Contact Precautions. 
Throughout the course of the infection. 
Untreated individuals may excrete the organism for as long as 2 - 7 
weeks. 

OTHER INFORMATION: This is a NOTIFIABLE DISEASE. 
These organisms cause diarrhoea1 illness in all parts of the world. 
Common source outbreaks have occurred, most often associated with 
chicken, unpasteurised milk, unchlorinated water. 
Campylobacter is an acute enteric disease of variable severity 
charactetised by: 

diarrhoea, 
abdominal pain, 
nausea and vomiting,. 
Gross or occult blood in association with mucus is often 
present in the liquid stools, 
Some cases mimic acute appendicitis while in other cases 
reactive arthritis and meningitis may occur. 

- 
- 
- Area Health Infection Control Guidelines 
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* 23.4 CHICKENPOX 

C 
AGENT: 

rnCUBATION 
PERIOD: 

TRANSWSSION: 

r n E C T N E  
MATERLAL: 

DURATION OF 
mTFECTIVITY: 

- ISOLATION 
PRECAUTIONS: 

r TREATMENT: 

PERIOD OF 
ISOLATION. 

MANAGEMENT OF 
CONTACTS: 

OTHER 
INFOrnT1ON: 

- 
.m 

- 
- 
- Area Health Infecfion Control Guidelines 

Varicella-zoster virus. 

10 to 21 days 

Respiratory secretions and direct contact with lesions, 

Respiratory secretions and fluid from lesions 

2 to 5 days before onset of rash and until the vesicles dry up 

Airborne Precautions. 
Isolation in a side room is essential until the lesions have 
completely dried up. 

Depending on the severity of the illness. In severe cases the person 
may require I.V. Acyclovir. 

Until the lesions dry up. 

No treatment required. Possible Varicella-zoster immunoglobulins 
for the immunocompromised person, pregnant women and 
neonates. 

Chickenpox is an acute, generalised viral illness with a sudden 
onset of fever and skin eruptions. The eruptionsllesions are usually 
maculopapular for a few hours then vesicular for 3 to 4 days. They 
then crust over to form granular scabs. The lesions usually occur in 
successive crops with several stages of maturity present at the same 
time. The disease is rarely fatal, the most common cause of death 
in adults is the associated pneumonitis, among children it is septic 
complications and encephalitis. Infection confers long term 
immunity. Second attacks of Chickenpox are rare. The virus 
may become latent within the dorsal root ganglia and may 
reactivate causing Shingles. Pregnant women are at risk of 
complications, but infection in early pregnancy may rarely be 
associated with congenital malformations. 
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23.5 CLOSTRIDIUM DIFFICILE 

AGENT: 

INCUBATION PERIOD: 

MODE OF TRANSWSSION: 

INFECTIVE MATERIAL: 

DURATION OF INFECTIVITY: 

ISOLATION PRECAUTIONS: 

TREATMENT: 

PERIOD OF ISOLATION: 

MANAGEMENT OF 
CONTACTS: 

OTHER INFORMATION: 

- Area Health Infeefion Confro1 GuLlelines 

Clostridium difficile (Anaerobic Gram +ve Bacillus), 

Days to weeks after cessation of antibiotic therapy or during 
a course of treatment. 

FaecallOral. The organism may be carried on the hands 
Spores may be found in environmental dust. 

Faeces and faecally contaminated objects. 

Until treatment is completed and diarrhoea has ceased. 

Contact Precautions. 
Single room with own toilet facilities 
Careful handwashing. 

Oral Metronidazole. 

Until course of drug therapy is completed. 
Despite this, isolation must continue if diarrhoea persists. 

None. 

Closhidium difficile is a toxin and spore producing 
organism carried in the intestinal tract. It is usually 
associated with antibiotic therapy. Infection occurs most 
frequently in neonates or the elderly. The spores survive 
well in the environment and have been isolated from floors, 
bedpans and the hands of staff. 
The infection usually occurs sporadically but outbreaks have 
been reported. During an "outbreak" infected patients 
should be isolated. Regular environmental cleaning is 
essential to help prevent the spread of this infection Single 
use or autoclavable instruments or equipment should 
preferably be used on infected patients. 
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- 23.6 DIPHTHERIA 

C 
AGENT: 

INCUBATION PERMID: 

MODE OF TRANSMISSION: 

INFECTIVE MATERIAL: 

DURATION OF 
INFECTZVITY: 

ISOLATION 
PRECAUTIONS: 

TREATMENT: 

PERIOD OF ISOLATION: 

MANAGEMENT OF 
CONTACTS: 

OTHER rmFORMATION: - 
C 

- 
- 
- 
- 
v.. 

- 
- 
I- Area Health Infection Conhol Guidelines 

Toxigenic Corvnebacterium dwhfheriae, a Gram-positive 
bacillus.. 

2 to 5 days. 

Contact with the person or carrier. Rarely contact with articles 
soiled with discharges from the lesions of an infected person. 
Diphtheria is rare where there is a high rate of immunization. 

Respiratory secretions and infective skin lesions. 

Variable, until the virulent bacilli have disappeared from the 
discharges and lesions. Usually 2 to 4 weeks. 

Droplet Precautions. 
Single room isolation plus face masks 

antibiotics. (Erythromycin or Penicillin). 
antitoxin. 

Source isolation throughout drug therapy. Total treatment period of 
14 days recommended. Three consecutive negative cultures at 24 
hour intervals to document eradication of organism is 
recommended. 

Throat swabs from intimate and household contacts. 
Chemoprophylaxis. 

This is a notifiable disease. 
Diphtheria is an acute bacterial disease of the tonsils, pharynx, nose 
and sometimes the conjunctivae. Laryngeal Diphtheria is serious in 
infants and young children, while nasal Diphtheria is mild. 
Presumptive diagnosis is based on observation of a whitish 
membrane extending from the uvula and soft palate, in association 
with tonsillitis, pharyngitis, or cervical lymphadenopathy. 
Diagnosis is confirmed by bacteriological examination of the 
lesions. 
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23.7 HEPATITIS 

May be caused by a group of viruses who target and affect the liver. 

AGENT: Type A 

INCUEATION PERIOD: 15 - 50 days. 

MODE OF TRANSMISSION: FaecaVOral 

SYMPTOMS: Fever 

Malaise, Anorexia. 

Abdominal discomfort i Jaundice 

ISOLATION PRECAUTIONS Contact Precautions 

Isolate patient in side-room with own toilet facilities. 

COMPLICATIONS None 

NOTE Occurs worldwide in areas of poor sanitation. May occur as a result of 
ingesting shell-fish contaminated with raw sewage. 

23.8 HERPES SIMPLEX (HSV1) 
Type 1 oro-facial lesions 
Type 2 genital herpes 

AGENT: Herpes simplex virus. 

INCLlBATION PERIOD: 2 to 12 days. 

MODE OF Close direct personal contact transmission e.g. kissing. 
TRANSMISSION: 

INFECTIVE MATERLU: Fluid from the lesion and saliva. Carriers can secrete the virus in their 
saliva without any symptoms. 

DURATION OF Whilst the lesion is "wet" secretion of the virus may occur for weeks 
INFECTIVITY: therefore handwasbing is essential to prevent cross infection. 

ISOLATION None required 
PRECAUTIONS: Contact Precautions 

TREATMENT: Anti-viral agents e.g. Acyclovir. (Zovirax). 

MANAGEMENT OF None. 
CONTACTS: 

OTHER INIWRMATION: In the clinical setting staff must be careful not to spread the virus on 
their hands to susceptible patients. If staff are wearing face-masks 
during the course of their work and have a herpes lesion, the face- 
mask should he changed regularly and the hands carefully washed. 
Herpes simplex is a viral infection characterised by a localised 
primary lesion, latency and a tendency to localised recurrence. 
Reactivation is precipitated by various forms of trauma, fever or 
psychological stress 
Approximately 90% of adults world-wide possess circulating 
antibodies against HSV1. - 

- 
- Area Heallh Infection Conrrol Guideliner 
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- 23.9 MALARIA 

AGENT: Plasmodium faleiparum 
Plasmodium o d e  
Plasmodium rnalariae 
Plasmodium viva 

- nvCUaATI0N PERIOD: 

- MODE OF 
TRANSMISSION: 

mTFECTIVE MATERIAL: 

ISOLATION 
PRECAUTIONS: 

The time between the infective bite and the appearance of the clinical 
symptoms is usually: 

14 Days for P.vivax and P.ovale 
12 Days for P.falcipamm 
30 Days for P.Malariae 

There may be more prolonged incubation periods of months or 
years 
A bite from the infected female Ano~heline mosquito 

Transmission from person to person can only occur parenterally e.g. 
blood transfusion, injection of infected blood or by contaminated 
needles and syringes. 
It cannot be transmitted bv direct contact. 

Standard Precautions 
If the patient has come from sub-Saharan Africa helshe may require 
isolation in a single room until haemorrhagic illnesses such as lassa 
fever, yellow fever are eliminated 
Specialist advice may be required. 
Depends on the severitv of the illness, history of pro~hvlaxis 
medication, soecies and geomaohical area. 
Treatment should be supervised by the appropriate medical 
specialist 

CONTACTS: Not relevant - 
OTHER mTFORX4TION: The clinical presentation usually includes fever, chills and headaches 

. Area Health Infection Confro1 Cudelinas 
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rn 23.10 MEASLES 

- AGENT: 

INCUBATION PERIOD: - 
MODE OF 

TRANSMISSION: - 
INFECTIVE MATERW: 

DURATION OF - INFECTNITY: 

- ISOLATION 
PRECAUTIONS: 

C 

PERIOD OF 
ISOLATION: 

TREATMENT: - MANAGEMENT 
OF CONTACTS: 

- OTHER INFORMATION: 

Measles virus, a member of genus Morbilli-virus. 

About 10 days, varying from 7-18 days from exposure until rash 
appears. 

&rborne by droplet spread, direct contact with nasal or throat 
secretions of an infected person. 

Respiratory secretions 

From slightly before the beginning of the prodromal period to 4 days 
after the rash appears. The infectivity is usually minimal after day 2 
of the rash. 

Single room isolation. 
Airborne Precautions 
Staff who are non-immune or who may not be sure of their immune 

status to the measles virus should not care for patients with measles. 

Children out of school for 4 days after appearance of rash. In hospital, 
source isolation and face-masks required until 4 days after rash 
appeared. 

Symptomatic treatment. 

None, 

This is a notifiable disease. An acute, highly communicable viral 
disease with prodromal fever, conjunctivitis, coryza ('head-cold'), 
cough and Koplik's spots. A characteristic blotchy rash appears on 
day 3 to 7, beginning on the face and becoming generalised; usually 
lasting 4 to 7 days. The disease is more severe in infants and adults 
than in children. Vaccination is given in a single injection and 
combined with two other live vaccines. 
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23.11 MUMPS 

AGENT: 

LNCUBATION PERIOD: 

MODE OF 
TRANSNIISSION: 

DURATION OF 
INFECTNITY: 

ISOLATION 
PRECAUTIONS: 

PERIOD OF 
ISOLATION: 

TREATMENT: 

MANAGEMENT 
OF CONTACTS: 

OTHER INFORMATION: 

- 
- 
- 
" 

C 

- Area Health Infection Control Guidelines 

Paramvxovirus 

12 to 25 days. 

By droplet spread and by direct contact with the saliva of an infected 
person. 

Respiratory secretions 

2 to 6 days before overt parotitis, up to 9 days after 

From onset of swelling for 9 days. 
Respiratory Precautions. 
Staff who are non-immune or unsure of their immune status should 
not care for patients with mumps. 
Usually 9 days from onset of swelling. 

Symptomatic. 

Susceptible contacts should be immunised. 

Mumps is an acute viral disease characterised by the swelling and 
tenderness of one or more of the salivary glands, usually the parotid 
and sometimes the sublingual or submaxillary glands. Orchitis, 
usually unilateral, occurs in 20 - 30% of postpubertal males. Sterility 
is an extremely rare sequel. The CNS is frequently involved, usually 
as an aseptic meningitis. 
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23.12 RINGWORM (DERMATOPHYTOSIS) 

AGENT: 

INCUBATION PERIOD: 

MODE OF TRANSMISSION: 

ISOLATION PRECAUTIONS: 

DURATION OF 
mFECTIVITY: 
TREATMENT: 

OTHER INFORMATION: 

AGENT: 

INCUBATION PERIOD: 

MODE OF TRANSMISSION: 

ISOLATION PRECAUTIONS: 

DURATION OF INFECTIVITY: 

TREATMENT: 

OTHER INFORMATION: 

AGENT r'AthZete's foot'y: 

INCUBATION PERIOD: 

MODE OF TRANSWSSION: 

ISOLATION PRECAUTIONS: 

DURATION OF mFECTIVITY: 

TREATMENT: 

OTHER INFORMATION: 

Tinea Capitis (RINGWORM OF SCALP). 

10 to 14 days 

Direct skin to skin, or indirect contact with combs, hairbrushes, 
contaminated hats/ clothing. 

Strict personal hygiene. 
Contact Precautions. 
As long as active lesions are present. 

Topical and oral fungicides. 

Characterised by small yellowish cup-like crusts on the scalp. 
Affected hairs become grey and lustreless, and eventually fall out 
leaving bald patches. 
Children are most susceptible. Outbreaks in schools have been 
reported. 

Tinea Corpnrisis (RINGWORM OF BODY). 

4 - 14 days 

Direct or indirect contact with lesions of infected persons. 

While under treatment, infected persons should be excluded from 
gymnasiums and swimming pools. 

As long as lesions are present. 

Topical and oral fungicides. 

Flat spreading ring-shaped lesions. 

Tinea Pedis (RINGWORM OF FOOT) 

Unknown 

Direct or indirect contact with skin lesions of infected persons. 

None. Strict personal hygiene, care in drying areas between toes 
after bathing. 

As long as lesions are present. 

Topical fungicides. 

Scaling or cracking of skin especially between the toes. 

- Area Health Infection Control Guidelines 
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AGENT: 

INCUBATION PERIOD 

MODE OF TRANSMISSION: 

ISOLATIOlV PRECAUTIONS: 

DURATION OF INFECTIVITY: 

TREATMENT: 

OTHER INFORMATION: 

AGENT 

INCUBATION PERIOD 

MODE OF TRANSMISSION 

ISOLATION PRECAUTIONS 

DURATION OF INFECTIVITY 

TREATMENT 

OTHER rmFORMATION 

- 
- 
- 
- 
- 
- Area Health Infection Control Guideliner 

Tinea Unguium (RINGWORM OF NAILS) 

Unknown 

Direct contact with skin or nails of infected person 

Strict personal hygiene 

As long as lesions are present 

Oral fungicides. 

May involve one or more nails of the hands or feet. The nails 
gradually thicken, become discoloured and an accumulation of 
material forms under the nail. The nail may become chalky and 
disintegrate. 

Tinea Cmris  (RINGWORM OF GROIN). 

4 - 14 days. 

Direct or indirect contact with skin and scalp lesions of infected 
persons. 

While under treatment, infected persons should be excluded from 
gymnasiums and swimming pools. 

As long as lesions are present. 

Topical fungicides. 

Appears as flat spreading ring shaped lesions of the skin. 
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23.13 SAL INELLA INFECTIONS 

AGENTS: 

INCUBATION PERIOD: 

MODE OF TRANSMISSION: 

rmFECTlVE MATERIAL: 

DURATION OF 
INFECTIVITY: 

ISOLATION 
PRECAUTIONS: 

TREATMENT: 

PERIOD OF ISOLATION: 

M A G E M E N T  OF 
CONTACTS: 

OTHER INFORMATION: 

Area HenUh Infection Control Guidelines 

e.e. Salmonella enteriditis 
Salmonella tvuhirnurium 

6 to 72 hours. 

FaecalIOral. 

Contaminated food and water, usually raw and under cooked eggs, 
egg products, milk and milk products. 

Throughout the course of infection and until the stool is formed. 

The patient should be isolated in a single room, preferably with own 
toilet facilities if not possible a commode should be secured for the 
infected patient's use alone. 
Contact Precautions. 
Usually self limiting. 
Rehydration and electrolyte replacement may he required and 
Antibiotics may be prescribed if symptoms are severe. 

Until 48 hours symptom free 

Culture of stools from any household contacts who are involved in 
food handling. 
In hospital outbreaks i.e. 2 or more patients with salmonella 
infection, stool specimens will he required from ward staff and other 
patients. 

This is a notifiable disease. 
A bacterial disease associated with sudden onset of 

headache 
abdominal pain, 
diarrhoea, 
nausea and sometimes vomiting. 

Dehydration occurs especially among infants and fever is almost 
always present in all cases 
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23.14 SCABIES 

AGENT: 

INCUBATION PERIOD: 

MODE OF TRANSMISSION: 

DURATION OF INFECTIVITY: 

ISOLATION PRECAUTIONS: 

TREATMENT: 

MANAGEMENT OF 
CONTACTS: 

OTHER INFORMATION: 

A mite, Sarcoutes scabiei 
This burrows in the epidermis and the female mite lays eggs along 
the burrow tracks. 

2 to 6 weeks before onset of itching in persons without orevious 
exoosure. 
Persons previouslv infested may develop symptoms 1-4 days after re- 
exposure 

Direct skin to skin contact 
During sexual contact 
Recently contaminated bed linen and/or undergarments 

Until the mites & eggs are destroyed 

Isolate the patient in a single room for the duration of the treatment 
Contact Precautions. 
Topical treatments may be prescribed. 
Follow Manufacturers instructions carefully. 
Specialist advice can be sought on treatment 

"Sleeping" and household contacts should be advised to seek 
treatment from their G.P 
The itching may be intense especially at night. 
Itching may continue for up to several months following successful 
treatment. 

- Area Heolth Infection Confml Guidelines 
Page 93 of 93 



23.15 SHIGELLA 

AGENTS: 

LNCUBATION PERIOD: 

MODE OF TRANSDIISSION: 

JrvFEcTlvE MATERIAL: 

DURATION OF INFECTIVITY: 

ISOLATION PRECAUTIONS: 

TREATMENT: 

PERIOD OF ISOLATION: 

MANAGEMENT OF 
CONTACTS: 

OTHER INFORMATION: 

Shiaella Sonnei 
Sh. Flexnen 
Sh. Dvsenteriae 
Sh. Bovdii 

12 to 96 hours, but usually 1 to 3 days. 

FaecaVoral spread. 

Infected faeces. Spread is usually by faecal-oral route. The infection 
occurs after ingestion of a few (10-100) organisms. 
Individuals primarily responsible for transmission of the 
infection are those infected who fail to wash their hands and 
under the fingernails after defaecation. 
Water and milk transmission may occur as a result of faecal 
contamination, or flies may transfer the micro-organisms. 

Whilst the individual is symptomatic and the infectious agent is 
present in the faeces. 
Asymptomatic carriers may transmit the infection for weeks. 

Contact Precautions. Isolate the patient in a single room. 

The infection is often self limiting. Ciprofloxacin may be prescribed 
in severe cases. 

Until the individual is asymptomatic and has received a course of 
antimicrobial therapy. 

Contacts are examined to determine whether they are infected. 

The patient may require electrolyte and fluid replacement. 
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23.16 SHINGLES 

AGENT: 

INCLIBATION PERIOD: 

MODE OF TRANSMZSSION: 

rnECTIVE IUATERIAL: 

ISOLATION PRECAUTIONS: 

TREATMENT: 

PERIOD OF ISOLATION: 

rnAGJ3iUEIVT OF 
CONTACTS: 

OTHER INFORMATION: 

- Area H d t h  Infection Control Guidelines 

Varicella-zoster virus. 

10-21 days 

Fluid from wet lesions. (vesicles). 

Vesicle Fluid 

Patients should be isolated in a single room. 
Only immune staff or visitors may enter the patients room. 
Contact Precautions. 
Acyclovir. (Zovirax). 

Until lesions have dried. 

No treatment required. 
Possible varicella-zoster immunoglobulins for immuno- 
compromised persons, neonates and pregnant women. 

Shingles usually occurs in older adults. 
Shingles is usually a local manifestation of recurrence or 
reactivation of the virus that causes chickenpox. Vesicles are 
restricted to skin areas supplied by sensory nerves of a single 01 

associated group of dorsal root ganglia. Lesions appear in 
crops in irregular fashion along nerve pathways, are usually 
unilateral and deep-seated. Severe pain and paraesthesia are 
common. 
Staff members who have not had chickenpox should not 
care for patients with Shingles. Where staff are  unsure of 
their immune status antibody studies can be performed. 
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24. SPECIMEN COLLECTION 

24.1 THE COLLECTION OF MICROBIOLOGICAL SPECIMENS 
The processing of specimens can be made as safe and accurate as possible if the following 
guidelines are observed: 

1. Each specimen for Virology, Bacteriology or Mycology should be accompanied by a request 
form. Each request form must contain relevant information e.g. use of antibiotics, travel abroad, 
clinical symptoms suggesting infection, reason for taking specimen, site of swab etc. 

2. Each specimen must be placed in a sealed plastic specimen bag separated from a fully 
completed request form in a separate pouch. 

3. The specimen must be sent to the laboratory as soon as possible after collection. Non-urgent 
specimens taken out of laboratory hours should be refrigerated until the laboratory re-opens and 
specimens can be sent. If a specimen requires urgent processing, the patient's doctor must 
inform the laboratory of this requirement. (For out of hours bleep the technician on-call). Blood 
cultures should not be refrigerated. 

4. Anaerobic bacteria will quickly die in the presence of oxygen. Anaerobic bacteria collected in 
pus are more likely to survive until investigation. Pus may be extracted by a needleless syringe 
and decanted into a sterile container. 

5. Standard Precautions apply 

a) Always wear gloves and a plastic apron when collecting or handling a specimen. 

b) Check lids are adequately tightened to ensure they do not become undone during transit. 
c) Inspect containers before use to check for cracks or faults. 
d) Never overfill containers. This will prevent a spillage of potentially pathogenic material 

when the container is opened. 
6. Staff should not transport specimens which are incorrectly packaged. 

Infection Control Guidelines for Takin~ Blood Cultures 

The culture of micro-organisms from blood is important in the laboratory diagnosis of bacteraemia, 
infective endocarditis and many infective conditions associated with a clinical presentation of 
pyrexia of unknown origin (PUO). 
Early positive results provide valuable diagnostic information on which appropriate antimicrobial 
therapy can be based, so helping to reduce mortality. 

Indications for the taking of Blood Cultures: 

Pyrexia of unknown origin 
Pyrexia with clinical signs of systemic infection. 

Pyrexia in a patient where a medical device is in situ e.g. Central line 

Page 96 of 96 



Preparation for taking blood culture: 

Ensure that the work surface i.e. trolley, has been effectively cleaned prior to setting 
out equipment necessary for the procedure. 

Enter patient details on the blood culture bottles and Microbiology request form. 

Ensure that a sharpsbin is safely placed on the trolley. 

Explain the procedure where appropriate to the patient. 

Select an appropriate site for taking the blood cultures. 

Ensure the site is visibly clean, if not, wash the area with warm water and soap. 

Procedure for taking blood culture: 

Wash hands with soap and hot water. 

Open sterile gloves onto trolley and open inner paper. 

Open the needle, syringe, and sterile hand towel onto paper. 

Clean the septum of the blood culture bottles separately with a 70%alcohol swab 
and allow to dry. 

Clean the s h n  at the venepuncture site with 3 70% alcohol swabs. Swab from the 
centre of the site and work outwards. 

Place the tourniquet in a suitable position, taking care not to contaminate the 
venepuncture site. 

Wash hands using an anti bacterial hand wash. 

Dry hands using sterile paper towel and put on sterile gloves. 

Following the withdrawal of blood inject equal amounts (10 mls) into the blood 
culture bottles. 

Do not change needle or resheath needle. Discard directly into sharpsbin. 

Following the procedure ensure items used are all disposed of correctly. 

Ensure prompt delivery of the blood cultures to the Laboratory. 

Points to note: 

Ensure you are familiar with the blood culture system in use. 

Blood cultures should be transported to the laboratory and incubated as soon as 
possible. 

Blood cultures must not be refrigerated. 

Specimens should be transported in a sealed plastic bag and in a rigid, leak proof 
outer container. 

Specimens requiring transport off-site must conform to packaging regulations for 
transport of specimens. 
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- 
24.2 APPROPRIATE CONTAINERS FOR THE CARRIAGE OF 

- SPECIMENS 

- 
- 
" 

- 
- 

12. Vulval Swab 
13. Eye Swab (Bacterial) 
14. Central Line Tips 
15. Wound Drain Tips 
16. Fresh Tissue for Bacterial Examination 
17. Pus & Fluids 
18. Blood Cultures 

, 

References: 

microbiology. 
Transystem transport swab 
Transystem transport swab 
Sterile Universal Container 
Sterile Universal Container 
Sterile Container (No Formalin) 
Sterile Universal Container is required. 
5-10 mls of blood into each of grey (aerobic) & 

19. Serology (antibody studies) 
20. Sputum (Bacteriology) 
21. Sputum for TB 

- 

PHLS, (UK) Investigation of blood cultures(for organisms other than 
Mycobacterium species) BSOP 37 (2002) 

purple (anaerobic) topped culture bottles. 
lOmls Clotted Blood (Z10) 
Sterile Universal Container 
3 Specimens on 3 consecutive mornings in a sterile 

22. Cerebral Spinal Fluid 
23. Nasopbaryngeal Aspirate 
24. Whooping Cough 
25. Stools for Bacteriology, Virology or 

Carriage of Dangerous Goods by Road Regulations, 2001. S.I. no 492 of 2001. 
Department of Enterprise Trade and Employment. 

container 
Sterile Universal Container 
Sterile Mucous Extractor Trap 
Per-Nasal Swab 
Clear Sterile Universal Container 

- 
Parasites 

26. Sellotape Slides for Threadworm 
27. Skin scrapings and clippings for mycology 
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APPENDIX 1 

Summary of Gastroenteritis Infections 

Infection 
Control 

precautions 

Diseases or 
Causative 
organisms 

- 
Incubation 

period 

- 

Variable 

- 

2-5days 

- 

Mode of 
transmission 

- 
How long 

is i t  
infectious 

- 
Depends 
an 
organism 
but 
usually 
48 hours 
after 
diarrhoea 
has 
Stopped 

While 
diarrhoea 
persists 

- 
While 
diarrhoea 
persists 

Treatment 
of 

linen 

Disinfectant 
recommended 

Occupational 
Heallh 

Advice for 
HCW** 

Notes 

Diarrhwal 
Illness 
(undiagnosed) 

Airborne 
Hand to 
mouth food/ 
water 

Single 
rwmJcohort HCW, 

exclude from 
work until 48 
hrs afler first 
f m e d  st001 

separate 
WC 
standard 
and contact 
precautions 

Treat as 
infected 

Daily 
detergent and 
water 
NACC** 
1,OCQt-pm 

If more 
than 2 
cases 
=Cur 

Campylobacter Single room 
if 
incontinent 
Separate 
WC 
Standard 

Pet faeces 
Food1 water 
hand to mouth 

Daily 
detergent and 
water NACC 
1 , W p m  

m c ,  
exclude fmm 
work until 48 
hrs after first 
formed stwl 

\Ii pets in 
:ontact with 
esidcnt 
hould be 
:xamined by 
ret 

Utibiotic 
elated illness 
vhich is 
ikely to cause 
stbreaks. 
kavy 
:nvironmental 
:ontamittation 

Treat as 
infected 

Treat as 
infected 

Yes 

- 
If 
outbreal 
evident 

- 

Yes 

and contact 
precautions 
Single rwm 
separate 
WC and 
airborne 
precautions 

Hand to 
mouth 
environmental 

Twice daily 
cleaning with 
detergent and 
hot water. 
Disinfectant 
not effective 

crypto- 
spordium 

Single room 
Separate 
WC 
Standard 
and contact 
precautions 
Single room 
Separate 
WC 
standard 
contact and 

Twice daily 
cleaning with 
detergent and 
hot water 

Symptomatic 
Health Care 
Workers- 
exclude until 
48 hrs after 
formed stool 

7 days 
average 
(2-28 days: 

- 

2-7days 

Water 
Hand to 
mouth 

Until 
treated 

- 
While 
diarrhoea 
persists 

Treat as 
infected 

FacdlWater 
contact Yes 

precautions 
Single room 
if 
incontinent 
Separate 
wc 
standard 
and contact 
precautions 
Single room 
separate 
wc 
Standard 
contact and 
airborne 
precautions 
Single rwm 
separate 
WC 
standard 
contact and 
airborne 
precautions 

Symptomatic 
HCW exclude 

Giardia 2 weeks 
average 
(1-4 
weeks) 

Water 
Hand to 
mouth 

While 
diarrhoea 
persists 

- 
Variable, 
may be 
several 
days after 
symptoms 
resolve 

Treat as 
infected 

Twice daily 
with detergent 
and hot water 

lequired s t w  
:3forOlP 
<x = 

until 48 hrs 
after formed 
stool serial 
samples may 
be required 

Viral Gastro- 
Enteritis 

Variable Hand to 
mouth 

Treat as 
infected 

Daily NADCC 
1,000ppm 

iery likely to 
&use 
utbreaks 

l e v  Likely to 
:ause 
rutbreaks. 
Jrgent 
amples for 
lirus Ref Lab 
equired to 
onfirm 
liagnosis 

Yes 

Symptomatic 
Health Care 
Workers - 
urgent 
samples for 
virus ref lab 
required. 
Serial 
samples may 
be required 

Small round 
structured 
virus (SRSV) 
also h o r n  as 
Nonvalk like 
vim 

24 hours 
18 hours 

Hand to 
mouth 
airborne 

Up to 48 
lux afler 
symptoms 
resolve 

Treat as 
infected 

Environmental 
cleaning 4 
hourly 
NADCC 
1,OCQpm 

Yes 
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Summary of Gastroenteritis Infections - contd. 

Causative 

Incubation 
period 

3-14 Days 

Mode of 
transmission 

Hand to 
mouth 
airborne 

How long is 
it 

infections 

Up to 48 hrs 
after 
symptoms 
resolve 

While 
symptomatic 

separate 
Treat as 

Contact and 
recautions 

Single raom 
Seuarate -t- 

*Public Health Department ERHA 
**Chlorine releasing agent e.g. Presept, Acticlor 

n ***Healthcare Worker 

wc 
Standard 
contact and 
precautions 

- 
- 
- 
C 

.-. 
Area Health Boardlnfection Contml Guidelines 

Treat as 
infected 

Advice for 
HCWg* 

Detergent and 
water 
Alcohol 70% 
daily 

HCW if 
Daily NADCC household 
1,000~pm c ~ l ~ t a c t  until 

negative 

Very likely 
to cause 

particularly 
in children 

Micm Yes 
clearance 
required 



APPENDIX 2 

GUIDELINES FOR THE PREVENTION AND MANAGEMENT OF 
PERCUTANEOUS INJURIES (SHARPS/NEEDLESTICK INCIDENTS) 

AND OTHER EXPOSURE INCIDENTS IN HEALTH CARE WORKERS OF 
HEALTH BOARD MANAGED HEALTH CARE FACILITIES WITHIN THE 

EASTERN REGIONAL HEALTH AUTHORITY 

APPROVED BY THE EASTERN REGIONAL HEALTH AUTHORITY INFECTION 
CONTROL ADVISORY COMMITTEE FOR HJMLTH BOARD MANAGED HEALTH 
CARE FACILITIES WITHIN THE EASTERN REGIONAL WTH AUTHORITY. 
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- 
List of Abbreviations 

HCW Health care Worker 

Source is the person who is or maybe the origin of the potential 
infection. 

Recipient is the person who has sustained the percutaneous injury or 
other exposure incident. 

OHD Occupational Health Department 

Consultant Specialist 
Medical specialist with expertise in needlestick injury 
management and the prescribing of anti retro viral therapy. 

HCV 

HIV 

HBV 

HBsAg 

HBsAb 

HBcAb 

HBeAb 

HBIG 

HCV-PCR 

PEP 

EC 1 

EC 2 

EC 3 

HZVSC 1 

HIVSC2 

Hepatitis C Virus 

Human Immunodeficiency Virus 

Hepatitis B Virus 

Hepatitis B surface antigen 

Hepatitis B e antigen 

Hepatitis B surface antibody 

Hepatitis B core antibody 

Hepatitis B e antibody 

Hepatitis B immunoglobulin 

Hepatitis C Virus, polymerase chain reaction. 

Post Exposure Prophylaxis 

Exposure Code 1 

Exposure Code 2 

Exposure Code 3 

HIV Status Code 1 

HIV Status Code 2 

Supervisor is the person held responsible for a health care worker in 
any health care facility at a specific time. 

- 
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SECTION 1 

INTRODUCTION: 

Why Needlestick Injury Guidelines are being produced. 

The risk of Needlestick Injury in the Health care setting is 
appreciable. The number of blood-borne viruses recognised is 
enlarging. These two phenomena together pose a potential risk to 
anyone working within a Health care setting. A s  part of minimising 
this risk, a clear policy on the prevention and management of such 
injuries needed to be developed. A Needlestick Subcommittee of the 
Eastern Health Board Infection Control Committee was formed (This 
parent committee has now been disbanded and it's functions 
incorporated into the larger Eastern Regional Health Authority 
Infection Control Advisory Committee). 

Remit of Subcommittee:- 
To develop guidelines for the prevention and management of percutaneous 
injuries (sharps/needlestick incidents) and other exposure incidents 
sustained by Health care worker in Area Health Board managed Health 
care facilities of the Eastern Region. 

Subcommittee Membership:- 

Dr. Eleanor McNamara, Consultant Microbiologist, Cherry Orchard 
Hospital, SWAHB. 

s Ms. Jane Murphy, Clinical Nurse Specialist in Infection Control, Cherry 
Orchard Hospital, SWAHB 
Ms. Ros Cashman, Clinical Nurse Specialist in Infection Control, JCMH, 
NAHB. 
Dr. Leo McElearney, Occupational Health Physician, EHSS, 
Occupational Health Dept., Dr. Steevens' Hospital. 
Dr. Fiona Domelly, Occupational Health Physician, EHSS, 
Occupational Health Dept., Dr. Steevens' Hospital. 
Ms. Mary Carroll-Browne, Occupational Health Nurse, EHSS, 
Occupational Health Dept.. Dr. Steevens' Hospital. 
Mrs. Ena O'Mahoney, Director of Nursing, Cherry Orchard Hospital, 
SWAHB. 
Dr. Colm Bergin, Consultant in Infectious Diseases, St. James's 
Hospital/ERHA. 

Definitions. 

1.2.1 A Percutaneous Injury. 
A percutaneous injury is one where there has been skin penetration 
by a sharp, which has been used on a patient or been in contact 
with a patient's body fluids. Other accidental exposure incidents 
include bites or splashes on to the skin or mucous membranes. 

1.2.2 Exposure. 
An "exposure" that may put a Health Care Worker (HCW) at  risk of 
contracting a viral infection is defined as  a percutaneous injury (e.g. 
A needlestick or cut with a sharp object), contact with mucous 
membrane or non-intact skin (e.g. When exposed skin is chapped 
abraded or afflicted with dermatitis) or contact with intact skin 
where the duration of contact is prolonged (i.e. Several minutes or 
more) or involves an extensive area with blood, tissue or other body 
fluids.W - 

Area Health BoordZnfeefion Control Guidelines 



1.2.3 Source. 
In this document "source" refers to the individual who is or maybe 
the origin of the potential injection. 

1.2.4 Recipient. 
"Recipient" refers to the individual who has sustained a 
percutaneous injury or other exposure incident The recipient is 
usually a HCW for the purposes of this policy document. 

1.3 Blood Borne Viral Infections ~otentiallv transmissible via 
Percutaneous Injury. 

The principle blood-borne viral infections in HCW's (following Percutaneous 
injury or other exposure incidents) are: 

Hepatitis B 
Hepatitis C 
HN@I 

The Blood-borne viruses present a risk to the HCW of cross-infection only 
when the "source" is a canier and or is persistently excreting the live virus. 

1.3.1 Hepatitis B Virus (HBV). 
Hepatitis B is a virus which may cause infection of the liver after a 
prolonged incubation period of 6 weeks to 6 months. While some of 
those infected may be asymptomatic (no overt illness), the majority 
will develop jaundice and slowly recover while antibodies (protective 
proteins) against the virus are produced in the blood. A percentage 
of those infected (up to 10%) may progress to develop complications 
such as  chronic liver disease, resulting in total liver failure or liver 
cancer. Some who recover from the initial infection may become 
chronic carriers and pose a risk of transmission to others. Diagnosis 
of this infection, its stage of progression or infectivity is made by 
examining serum (blood samples) to detect the antigens (virus 
particles) or antibodies. Transmission in a health care setting most 
commonly occurs due to needlestick or percutaneous (skin 
penetrating) injuries where the recipient comes in contact with 
contaminated blood. There are effective vaccines readily available 
against most strains of this virus. 

1.3.2 Hepatitis C Virus (HCV). 
Hepatitis C is another virus which may attack the liver after a 
shorter incubation period of 3 to 4 weeks. Classically the associated 
illness is malaise followed by jaundice, though some may be 
asymptomatic. While many cases eventually recover by producing 
protective antibodies, a sizeable proportion (40 to 60%) may have 
persisting hepatitis over several years with the risk of late onset liver 
failure or liver cancer. Diagnosis is based on detection of antibodies 
in the serum and or evidence of the virus in the blood of those 
actively infected. There is no vaccine against this virus. The 
response to therapy is variable, dependent on the infecting strain. 
The transmission risk of HCV may be increased with HN co- 
infection and with a significant HCV viral load in the source. Health 
Care Workers are at  risk of occupationally acquiring this infection 
predominately through needlestick or percutaneous injuries. 

1.3.3 HIVVirus. 
Human Immunodeficiency Virus [HIVJ causes a prolonged infection 
characterised by dcerent stages in disease progression. During the 



initial incubation period (varyingfrom 4 to I2  weeks) the virus actively 
multiplies, the infected person will be asymptomatic but highly 
infectious. The development of antibodies against the HIV virus may 
be accompanied by a feverish illness of variable severity 
[seroconversion) in 4096-6096. This is followed by a prolonged period 
(years) of asymptomatic infection. The virus continues to multiply and 
the patients immunity deteriorates until the final full blown AIDS 
stage is reached, which is characterised by serious opportunistic 
diseases. While there is no cure or vaccine against the HIV virus. 
dramatic advances have been made in the treatment of this infection 
resulting in prolonged survival of those affected. HIV is the least 
infectious of the predominant viruses transmitted by needlestick or 
percutaneous injuries. 

1.4 Prevalence o f H e p a t i t i s  B. Hepat i t i s  C a n d  HIV. 

1.4.1 Hepat i t i s  B. 

In Ireland the prevalence of Hepatitis B virus is low in the 
general population. Current data in the Republic of Ireland has 
estimated a seroprevalence in 1 in 4,000 among new blood 
donors and 1 in 3,000 among women attending for antenatal 
care.[sl A recent nation-wide survey on the prevalence of 
Hepatitis B virus infection in the Republic of Ireland estimated 
a prevalence of 0.51% Hepatitis B core antibodies in the 
population. (Personal communication, Dr. Tom O'Connell, 
Public Health Registrar, North Eastern Health Board). 

Data from specific sub-groups show a high prevalence of Hepatitis B 
markers (68% and 50%) in persons with intellectual disability living 
in residential accommodation (m1 and a prevalence of 11% in 
intellectually disabled persons living in residential 
 accommodation.@^ 
In a cohort of intravenous drug abusers attending ERHA 
methadone clinics the prevalence of Hepatitis B core antibody, based 
on laboratory reports, was 29% (Dr. Joe Barry, Public Health 
Specialist, ERHA, 1995). 

1.4.2 Hepat i t i s  C. 
Hepatitis C in Ireland mainly occurs in 2 populations: cohorts of 
individuals who became infected through anti D or other infected 
blood products and injecting drug users. Among injecting drug 
users the prevalence varied between 52% and 76% (Dr. Joe Barry, 
1995 Personal Communication). 

1.4.3 HN. 
Total statistics on HN and AIDS to December, 1999 published by 
the Department of Health and Children in June 2000W have 
confirmed:- 

* 2195 persons are HN sero-positive. 
AIDS cases is 691. 
Number of deaths, 349 (approx. 50%). 

0 IV drug users represent the largest group accounting for 
40.5% of HIV cases. Homosexuals/Bisexuals account for 
34.2%. Heterosexuals account for 13.3%. The remainder 
includes haemophiliacs, children and others at  11.9%. 

The rate of HIV infection in antenatal women prior to the 
introduction of routine antenatal HN screening is 0.02%.[Ql 

I 
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In a random study of intravenous drug abusers attending the EHB 
methadone clinics in 1997 the prevalence of HIV based on 
laboratory reports was 8% (Dr. Joe Barry, EHB)[lo) 

1.4.4 Summary. 
Thus one can deduce that all three viruses are more prevalent in 
drug users than in the general population and among drug users 
Hepatitis C is the most common infection. There is still a risk of 
blood borne infections from undeclared groups. 

1.5 Risk of Transmission 4fBlood-Borne Viral I@ections from 
Percutaneous Injuries. 

The risk of transmission of Blood-Borne Viruses (BBVs) is greater from 
patient to HCW than from HCW to patient. 

The risk to the HCW is proportional to: 

+ The prevalence of that infection in the population served 

+ The infectious status of the individual source patient, which may or 
may not be known 

+ The risk of significant occupational exposure occurring during the 
procedures undertaken. In the health care setting transmission 
most commonly occurs after percutaneous exposure to a patient's 
blood by "sharps" or "needlestick" injury. 

The risk of transmission to HCW from an infected patient following 
such an injury has been shown to be:[l@ 
+ 1 in 3 when a source patient is infected with Hepatitis B and 

is "e" antigen positive, 

+ Around 1 in 30 when the patient is infected with Hepatitis C 

+ About 1 in 300 when the patient is infected with HIV. 

Specific occupations by virtue of their higher exposure rates to large 
volumes of blood pose a higher risk of acquiring BBVs. Thus risk 
reduction strategies are of particular relevance in obstetrics and 
gynaecology, also in those that provide emergency care. 

Most percutaneous injuries in the operating theatre or during 
obstetric/midwifery procedures are caused by sharp suture needles. The 
risk to the operator of percutaneous injury has been found to be associated 
with the type and duration of the procedure, and the use of fingers rather 
than instruments to hold tissue whilst suturing. 

The rate of injury has been noted to vary from 4% for orthopaedic 
procedures to 10% for gynaecological procedures. 

For hysterectomy alone, the rate of percutaneous injury varies from 10% 
for abdominal hysterectomies to 21% for vaginal hysterectomies. 

More than 50% of percutaneous injuries sustained by surgeons have been 
to the non-dominant index finger and 20% of injuries are caused by the 
operator to the assistant. 

- 
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1.6 Documentation of a Percutaneous Injury. 

It is essential there is accurate documentation in the 3 Eastern Regional 
areas health boards of the incident in order to optimise management. 
Every exposure must be reported at  once to the immediate local supervisor. 
Appropriate action in accordance with these guidelines must be initiated. 
This will include urgent medical consultation, recording the incident on a 
Percutaneous (sharps/needlestick) Incident Report Form (Appendix 1). 

C 
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- SECTION 2 

- 2. PREVENTATIVE MEASURES TO MINIMISE THE RISK OF PERCUTANEOUS 
INJURIES: 

Measures to aid the prevention of sharps injuries and the associated risks - include: 
Health & Safety Legislation. 
Standard (Universal) Precautions. 
Educational programmes. 
Disposal of sharps. 
Safe Work Practice with Sharps 
Vaccination 

Health and Safetu Leaislation. 

The 1989 Health. Safety and Welfare at Work Act (1) governs general 
standards of safety, obliging the employer to provide a duty of care to the 
workforce. In addition, staff have a duty of care to themselves and 
colleagues and must be cognisant of acts or omissions likely to cause an 
accident. Unsafe work practices with sharps are governed by this 
legislation. 

Standard [Universal) Precautions. 

Recommendations from the Centre for Disease Control, produced in 1988, 
advocate "blood and body fluid precautions used for all patients regardless 
of their blood borne infection status" (C.D.C 1988pl. These standard 
(universal) precautions are adopted within the area health board managed 
Health care facilities. Standard (universal) precautions include the 
appropriate use of personal protective equipment (PPE) and hand hygiene 
procedures when in contact with blood or patient body fluids. When a 
large amount of spillage of blood or blood stained body fluids is anticipated 
(e.g. surgery) a water impermeable barrier gown should be worn, 
supplemented by latex gloves, protective face mask/visor, protective 
goggles and rubber boots. 

Given recent studies indicating glove perforation, rates may be as  high as  
37%, it is recommended that hands be washed thoroughly after wearing 
gloves(31. 

Educational Proarammes. 

This is a vital component in the prevention of sharps injuries and all 
Health Care workers (HCW) should be required to attend scheduled 
sessions. Haiduven et al(41 suggests that in order for the educational 
programme to reap benefits it must be:- 
a) ongoing, 
b) be used in conjunction with the use of memorandum to update staff 

on the occurrence of local sharps injuries, 
C) must target all members of staff, 
dl be mandatory for all staff to attend the sessions. 
Educational programmes are currently provided by Infection Control and 
Occupational Health specialists. 



2.4 Disposal of Shams. 

Sharps Boxes 
Sharps should be disposed of in specific puncture resistant sharps 
containers. 

8 Sharps containers must be manufactured to an approved standard(51 
UN 3291, BS 7320. 
Sharp containers should be easily accessible to staff i.e. located near to 
patients areas which decreases the need for staff to walk distances with 
sharps(61 (71. Sharps containers should be secured off the floor to 
prevent accidental kicking of container, and/or access by unauthorised 
persons. 
Sharps containers should be terminally sealed when contents reach the 
"Fill line". 

2.5 Safe Work Practice with Shams. 

2.5.1 Resheathing (Recapped] Mused needles. 
Resheathing (recapping) of used needles has been implicated as  one 
of the major risk procedures in sustaining a sharps injury (~(91(10~. In 
accordance with the C.D.C.(lll and the British Medical Associationllzl 
it is recommended that resheathing of needles should not occur and 
the needle and syringe should be discarded as  a single unit 
immediately after use. The continued dental practise of resheathing 
needles needs to be re-evaluated. 

2.5.2 Needleless or safe devices. 
Whilst the reduction in the use of needles will decrease the number 
of sharps injuries, the cost of needleless systems remains a major 
deterrent(131. However it may be argued that the cost of managing a 
needlestick injury or the consequence of a Health care worker 
acquiring an occupationally acquired blood borne infection will far 
outweigh the short term cost of introducing such a system. A 
variety of systems are available, but these need to be evaluated to 
assess appropriateness in local clinical settings. 

2.6 Vaccination. 

8 It is recommended that all Health care workers avail of Hepatitis B 
vaccine. 
Hepatitis B vaccine available to all Health care workers of area health 
board managed facilities. Advice available from the Occupational 
Health Department (OHD), Dr. Steevens' Hospital. 
Vaccination records and seroconvertion status should be documented. 
There is currently no vaccine for Hepatitis C or HIV. 

- 
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SECTION 3 

RECOMMENDED PROCEDURE WHEN SHARPS/NEEDLESTICK 
PERCUTANEOUS INJURY OCCURS: 

Immediate First Aid. 

Encourage the stab wound to bleed freely under warm running water 
for several minutes or until bleeding ceases. Do not suck the puncture 
site. Cover the wound with a waterproof dressing. If eyes, mouth or 
skin are splashed with blood or body fluids, wash well with water. 
If there is a large laceration, cover the wound securely and seek medical 
advice immediately. 
If there is a protruding foreign body/object, do not press on the object. 
Apply firm pressure on either side of wound and build up padding on 
either side of the object, without pressing the object. Secure with a 
bandage and seek medical advice immediately. 

Report everq incident to Su~ervisorLine Manaaer immediately. 

The supervisor should complete the Percutaneous (Sharps/Needlestick) 
Incident Form, Part 1 as per Appendix 1. 
It is essential that the Supervisor should contact the Accident & 
Emergency Department/Occupational Health Department to which the 
recipient is being referred to for urgent assessment. 
Incidents should be reported immediately to the Occupational 
Health Department, Dr. Steevens' Hospital (answering machine 
available outside office hours) - Telephone 6352789. 

Documentation. 

For each incident a form requires completion, this is: 
Percutaneous (Sharps/Needlestick) Incident Report Form containing 
Part 1 and 2 (see Appendix 1). 

It is essential that this confidential document is completed in full. 

Percutaneous (Sharpsfleedlestick) Incident Report Form, Part 
1. 

Must be fully completed by the Suuervisor/Line Manager in the 
presence of the Recipient of the injury. The form should be signed 
and dated by both the Supervisor and recipient. 

A copy of the completed Part 1 form should be sent immediately to 
the 

Medical Officer who is providing the initial assessment and 
management of the recipient. 
Director of Nursing/Clinical Manager who will forward it to the 
Occupational Health Department immediately. See Flow Sheet 
Appendix 2. 

Percutaneous ( S h a r p e e d l t i c k  Incident Report Form. Part 
2 signed and dated. 

Should be fully completed, by the attending Medical Officer who is 
providing the initial assessment and management of the recipient. - 
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The appropriate medical assessment and management is outlined in 
Section 4. 

3.3.3 Forwarding of completed Part 1 and 2 of the Percutaneous 
(Sharps/NeedIestick) Incident Report Form. 
Following initial medical assessment, a copy of both parts (Part 1 
and 2) should be sent to:- 
* The Occupational Health Department (if initial medical 

assessment undertaken elsewhere]. 
The Medical Consultant/Specialist to whom the recipient mav be 
referred for in the setting of a high risk exposure for which post 
exposure prophylaxis maybe required. 

This Percutaneous (Sharps/Needlestick) Incident Report Form does 
not replace the:- 
* Casualty Card Records. 

Staff Accident Form. 
Health and Safety Authority Form No. IR1. 

- 
- 
C 

.- 
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SECTION 4 

MEDICAL ASSESSMENT AND MAN'AGEMENT OF PERCUTANEOUS INJURIES 
AND OTHER EXPOSURE INCIDENTS. 

Medical Assessment. 

To evaluate the potential for transmission of Hepatitis B Virus, Hepatitis C 
Virus, HIV from such an injury, the medical practitioner initially caring for 
the recipient should undertake:- 

* Risk assessment of the injury. 
Risk assessment of the recipient. 
Risk assessment of the source person. 
Risk assessment of the source item. 

Document these risk assessments on the Percutaneous 
(Sharps/Needlestick) Incident Report Form Part 2 (See Appendix 1). 

Medical Management of the Recipient involves:-. 

4.2.1 Acute Management  within 2-4 hours of the injury should be 
undertaken by the medical practitioner. If the incident is 
assessed as  a potentiallv high risk incident for H N  transmission, 
as  assessed by exposure code and source status (see Table 
4.5.2.A. 4.5.2.B and 4.5.2.C), immediate arrangements should be 
made for urgent advice from or access to a Consultant Specialist 
designated for the management of high risk percutaneous 
injuries. For assessment of the risk and need for management of 
Hepatitis B refer to Table 1 for guidance. For guidance on 
assessment and management of Hepatitis C see Section 4.4. 

4.2.2 FoUow-up Managemenk-  Medical follow-up management of 
recipients of percutaneous injuries will occur for a number of 
months. Follow-up will be undertaken by:- 
* The Occupational Health Department, Dr. Steevens', if the 

initial assessment and management identified a medium or 
low risk incident. 
or . The Consultant Specialist, if the initial assessment and 
management identified a high risk incident. 

HEPATITIS B: 

4.3.1 Medical Assessment and ManQQement o f  Percutaneous Zniuries 
with reswct to He~atitis B Virus (HBV). 

Hepatitis B can be acquired occupationally with or without HIV. The 
risk of transmission of Hepatitis B virus from an infected patient to 
a HCW is approximately 1:3 when the source patient is Hepatitis B e 
antigen positive. 

The following should be undertaken: 
Wound management (including tetanus vaccination, if 
appropriate). 
Documentation of incident should be performed a s  previously 
outlined. 
Source patient should be evaluated with his or her consent for 
Hepatitis B surface antigen (HBsAg) and e antigen (HBeAg) 
status, where appropriate. 
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Obtain IHBV) vaccine historv from the reci~ient and document if 
HBsAb titre checked post vaccine series. If recipient is not 
known to be immune to Hepatitis B, they should have serology 
drawn for Hepatitis B surface antibody (HBsAb) titre (if 
previously vaccinated) and baseline Hepatitis B core antibody 
(HBcAb) and Hepatitis B surface antigen (HBsAg) to rule out 
prior natural infection. 

4.3.2 Acute Management for the recipient will be one of the following 
four treatment options: 
1. If there is no serological evidence of immunity (natural or 

acquired) in the recipient, then the recipient should receive 
Hepatitis B vaccine. HBIG (Hepatitis B immunoglobulin), 
should be administered if the source is documented to be 
HBsAg positive. 

2. If the recipient has received Hepatitis B vaccine within the 
last 5 years and is known to have seroconverted with 
adequate immunity (known responder HBsAb > 10 mIU) then 
no further action is required. 

3. If the recipient failed to seroconvert post vaccine series 
(known non responder) and the source patient is HBsAg 
positive then either one dose of HBIG and one dose of vaccine 
booster or two doses of HBIG should be administered, one 
dose immediately and the second dose one month later. 

4. If the recipient was vaccinated greater than 5 years prior to 
the incident, then check recipient HBsAb titre and the 
recipient should receive a vaccine booster if necessary (i.e., if 
HBsAb is < 10 IU sample ratio units as  measured by RIA or 
negative by EIA) or both vaccine booster and HBIG if source is 
HBsAg positive as outlined above. 

4.3.3 In general Hepatitis B immunoglobulin (HBIG) should only be 
administered in the setting of documented Hepatitis B surface 
antigen (HBsAg) in the source and documented absence of 
immunity (natural or acquired) in the HCW/recipient. Ideally 
HBIG should be administered within 24 hours of exposure. 
Where the source is unknown or the source refuses testing, an 
individual risk assessment is necessary for the requirement of HBIG. 
There is time to check serology from the source patient for the 
presence of Hepatitis B surface antigen (HBsAgl and HBIG can be 
given up to within seven days post exposure. 

4.3.4. Follow up:- 
4.3.4.1. Recipient/HCW with documented HBV immunity 

(vaccine or acquired) do not require further HBV viral 
studies. 

4.3.4.2. For non immune recipients/HCW then check 
recipient's blood for Hepatitis B surface antigen 
(HBsAg) and core (HBcAb) antibody at 3 and 6 months 
post incident in order to assess for evidence of acute 
infection. 

4.3.4.3. Hepatitis B vaccine series should be completed for the 
recipient where indicated with second and third 
vaccine injections at  1 month and 6 months 
respectively. Follow-up of Hepatitis B surface antibody 
titres should be tested post vaccine series. 

- 
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4.3.4 Summary Table of Medical Assessment and Management of 
Percutaneous Injury with respect to Hepatitis B Virus:- 

- Table 1. 

- 1 < 1 dose of Hep. B I Give HBIG and I Give HBvaccine I Give HBvaccine I 
I vaccine prior io 

- F Unknown HBsAb 
I titre post (complete 

or incomplete) 

Known responder 

responder 

Hbvaccine series 

Check recipient titre. 
Give Hbvaccine at  0 
and 1 month, HBIG 
maybe required 
In general no action 
required 
1. Give vaccine 

booster and HBIG. 
OR 

2. Two doses of HBIG 
at 0 and one 
month and 
Consider re- 
vaccination. 

series, and HBIG may 
be required 
Check recipient titre. 
HBvaccine maybe 
required 

In general no action 
required 
Consider HBIG if 
source at  high risk for 
Hep. B infection and 
Consider re- 
vaccination. 

series 

(seek expert advice) - 

Complete HBvaccine 
series 

(seek expert advice) 

In general no action 
required 
Consider re- 
vaccination. 

4.4 HEPATITIS C: - 
(seek expert advice) 

4.4.1 Medical Assessment and Manaaement of Percutaneous Injuries 
with resDect to He~atitis  C Virus fHCvl. 

The risk of transmission of Hepatitis C to the HCW/recipient is 
approximately 1:30 when the source person is Hepatitis C antibody 
positive. 

In general the following should be undertaken: 
Undertake Wound hvmene as  previously outlined, including 
tetanus vaccine where indicated. 
Document incident and report events as  previously outlined. 

4.4.2 Acute Manaaement:- 

1. Check baseline Hepatitis C antibody status in all reci~ients. 

2. There is no role for post exposure immunoglobulin in the 
health care exposure setting. 

3. If source patient is HCV antibody positive, then if possible the 
source HCV PCR status should be tested. Where the HCV 
status of the source is unknown, then if possible the source 
should be tested for HCV antibody. 

4.4.3 Follow-up:. - 
Depending on recipient's exposure risk 
Check recipient's:- 

.- Hepatitis C PCR at  6 weeks where source is known HCV positive. 
Area Health Board Infection Control Guideliaes 



Hepatitis C PCR and antibody at  3 months and 6 months post 
injury. 
In the setting of recipient HN acquisition, HCV PCR and HCV 
antibody testing of the recipient should be extended out to 12 
months (under specialists care). 
Refer recipient to a specialist if recipient HCW is HCV antibody or 
PCR positive for evaluation. 

4.5.1 Acute rnanaaement with respect to HW. 

Reci~ient, blood for baseline HN antibody should be taken for 
immediate testing or storage after appropriate counselling. This 
step should be documented. 
Source, if the source HlV status is unknown, consent should be 
obtained for immediate source HN antibody testing after 
appropriate counselling. Every effort should be made to 
document the HIV status of the source. This step should be 
documented. 

4.5.2 Medical Assessment and M~naLJernent of Percutaneous Injuries 
with respect to HIV. 

Three steps are taken to complete medical assessment and identify 
the need for PEP post percutaneous injuries with respect to HN. 

4.5.2.A Step 1, To Determine the Exposure Code (EC) of the 
Recipient by Medical Officer performing the initial 
evaluation of the injury. 

4.5.2.B Step 2, To Determine the HN Status Code (HIV SC) of 
the Source by Medical Officer performing initial 
evaluation of the injury. 

4.5.2.C Step 3, Combining Results of Step 1 and Step 2 will 
determine the need for PEP.(Post Exposure 
Prophylaxis), in consultation with the specialist. 

- 
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4.5.2.ASTEP 1 - TO DETERMINE THE EXPOSURE CODE (EC) OF THE RECIPIENT 

Intact Skin 'P Skin Integrity 
Compromised 

(e.g. few 
Drops of Shorl 

Duration) 

Percutaneous 
Exposure 

(e.g several drops or major 
blood splash and/or for a 

longer duration (ie. several 
minutes or more) I I scratch) 

I More Severe 

I patient's ortev or vein) 

- 
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4.5.2.BSTEP 2 - TO DETERMINE THE HIV STATUS CODE IHIV SCI OF THE 
SOURCE 

f 
Source HIV Test 
Negative 

(documented within 6 weeks 
prior to this incidence). 

No known risks 
behaviour 

Positive 

Source is currently 
asymptomatic 
Source has High CD4 
Count 
Source has Low 
Viral Load 

Status of 
Source 

Unknown 
Identity 

'-- 

HIV SC 

Source with 
symptomatic HIV 
disease 
Source has Primary 
HIV Infection, 
Source has High or 
Increasing Viral 
Load or Lower CD4 
Count 

I 

- 
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- 4.5.2.C STEP 3 - TO DETERMINE THE NEED FOR PEP (Post Exposure Prophylaxis) 
COMBINING STEP 1 AND STEP 2 IN CONSULTATION WITH SPECIALIST 

4.5.3. Follow UD of reci~ient with respect to HN: 

Recipient repeat recipients HN serology should be undertaken at 6 
week, 3 months and 6 months for all exposures. 
Where recipient received PEP, follow up will be under taken by the HN 
specialist. 
Where HCV has been acquired by the recipient from this exposure, HN 
testing of the recipient should be extended out to a minimum of 9 
months. Discuss with specialist. 
Where HN has been acquired by the recipient from this exposure, 
immediate referral to a HN specialist should be made. 

4.6 Summaru of Procedure Guidelines When Percutaneous Iniuru Occurs. 

1. The Recipient should seek immediate First-Aid locally. 

2. The Recipient should contact their Supervisor, who will:- 
2.1 Fill in Accident report form appropriate to the work location. 
2.2 Fill in the Percutaneous (sharps/needlestick) Incident Report Form, 

Part 1. 
2.3 Direct the recipient immediately to a medical officer for initial 

assessment and management of injury. The appropriate medical 
officer for initial referral would be sited at:- 

A&E of local hospital. 
Occupational Health Dept., ERHA (during working hours). 

The supervisor should phone in advance to the medical officer and 
ensure the recipient takes a copy of Part 1 Percutaneous 
(sharps/needlestick) Incident Report Form for the medical officer. 

2.4 Inform Occupational Health Dept. of occurrence of incident 
immediately. 

3. Relevant clinical information of the source person needs to be obtained. 
Bloods for HBV, HCV, HN testing should be obtained from the source with 
prior consent and counselling. 

4. The Medical Officer undertaking the immediate management of the 
recipient should perform the initial assessment and acute management 
according to these guidelines. The OHD should be informed of the medical 
management. 
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5. Medical follow-up of the recipient will be provided by the Occupational 
Health Dept and/or Designated Consultant Specialist. If the initial 
assessment and management of the recipient (Health care worker) is 
carried out at  an A&E Department the HCW (recipient) must attend the 
Occupational Health Department on the next working day. 



Appendix 1 
PERCUTANEOUS (SHARPS/NEEDLESTICK) INCIDENT REPORT FORM 

(To include bites, splashes to mucocutaneous surfaces and non-intact skin) 

This form should be forwarded in accordance with Appendix 1 of the Guideline document. 
Part 1 of this Form must be completed immediately by the Supervisor in the presence of the injured recipient for 
every incident and forwarded immediately to the Medical Officer providing initial assessment. 
Part 2 of this form must be completed by the Medical Officer and returned to Occupational Health Department, Dr. 
Steevens' Hospital, Dublin 8. 
Incidents must be reported immediately to the Occupational Health Department, Dr. Steevens' Hospital (answering 
machine available outside office hours) - Teleohone 6352789. 

DETAILS OF STAFF MEMBER'S (RECIPIENT) INJURY: 

NAME: DATE OF BIRTH: 1 1 STAFF PERSONAL NO.: 

NORMAL WORK LOCATION: : LOCATION~WARD WHERE INJURY 

OCCURRED: 

INCIDENT DATE: -1-1- TIME:- AM/PM 

INCIDENT REPORTED T o  SUPERVISOR: YES a NO a DATE: -1-1- T M E : A M / P M  

HAS THE STAFF MEMBER REPORTED A PREVIOUS (SHARPS/NEEDLESTICK) INCIDENT YES a N O  0 
IF YES DATE:^ I 

RECIPIENT'S JOB (Tick As Appropriate) 
~~ ~ 

Care AssistantIAttendant .......................... 
Dentist ................................................ 

... Dental Surgery Assistant .................... .. 
Doctor: -Medical .................................. 

-Surgical .................... .... ....... 
..................... General Practice 

........................... -Public Health 
........................ -Medical Student 

Community Welfare Officer ...................... 
Environmental Health Officer .................... 
Laboratory Employee ......................... .. .. 
Mortuary Attendant ................. ...... ...... 
Porter ............................... .. .............. 

Scratch with needle ................................. ................... ... ................... 

- 

Laundry Employee .................................... I 
Household/Domestic ................................... I 

- 

~ ~- ~ ~ - ~ p  

Ambulance Personnel .............................. I 
Nurse: Qualiiied 0 -Student 7 .............. 1 

DETAILS OF CURRENT INCIDENT (Tick AS Appropriate) 

- 
- 
- 

- 

Page I 

Phlebotomist ................................... , ....... 
..................................... 

Contractors .............................................. 

- 
SOURCE ITEM ( e x .  sharvs, needle or instrument) 

Stab with sharp or pointed instrument . . . . . . . .  I 
Needle~tick while re-sheathing .................... 1 

Eye splash ...................................... ... ..... I 
Non intact skin splash ................................ 1 1 

- YES 
0 
a 
0 

9 Was the Shwneedle  visibly blood stained 
9 Was the Sharplneedle solid bore 
> Was the Shwneedle  hollow bore 

N O  

a 
a 
a 



(2) Recipient Referred to:. 

SUPERVISOR'S ACTION AT TIME OF INCIDENT 

Immediate Acute Management of Injury undertaken:. 

Please tick box:- 

Please tick box:- 
YES 
a 
0 
a 
a 
CI 

a 
a 

D Bled 
b Washed 
> Waterproof Dressing Applied 
b Reported to Hospital Manager/Director of Nursing 
D Referred for Medical Advice (See below) 
D Contacted Occupational Health Dept. 

Date: I I Time: - amlpm 
Occupational Health Dept. Answering Machine 

9 A & E Dept. of Hospital 
Date: -1-1- Time: - amtpm 

NO 
0 
a 
0 
a 
0 

a 
a 

D Occupational Health Dept. ERHA 
(Name of Contact Person) 
Date: I I Time: amlpm 

YES 

o 

b Other Health care Facility 
(Name of Contact Person) 
Date: I I Rime: amlpm 

YES NO 
Supervisor have you completed Part One of Percutaneous (SharpdNeedlestick) 0 0 
Incident Report Form in the presence of the recipient of the injury. 

No 

a 

0 

(3) Supervisor to forward Part 1 (Pages 1 & 2) to:- 

Signed: Date: I I 
Supervisor 

a 

a 

Signed: Date: I I 
Recipient of Injury 

0 

Please tick box:- 

If the recipient chooses not to avail of the Supervisors advice to seek medical assessment they 
should sign here: 

YES 
0 
a 

D Medical Officer (A&E DepL/Occupational Health) 
D Clinical Managermirector of Nursing 

Signed: Date: I I 
Supervisor 

NO 
0 
a 

Signed: Date: I I 
Recipient of Injury 
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PERCUTANEOUS (SHARPS/NEEDLESTICK) INCIDENT REPORT FORM 
(Part2 lo be completed by Aftendine Medical Officer & returned to the Occupational Heohh Department and the Medical SpeEialist i j n  referral - is r e d r e d  

PART 2 

C 
DETAILS OF STAFF MEMBER'S (RECIPIENT) INJURY: 
NAME: DATEOFBIRTH: / / STAFF PERSONAL NO.: 

NORMAL WORK LOCATION: : LOCATION/WARD WHERE INJURY 
OCCURRED: 

RECIPIENT'S HEPATITIS B STATUS 
IXFS NO 

IS Hepat~t~s B Status known a a 
Fully completed Hepatitis B Vacc~ne Course a IJ If Yes state Year: 
Part~ally completed Hepat~t~s B Vaccme Course 0 IJ If Yes state Year: 
Follow-up Serology a 0 If Yes state Year: 

-~ 

ResuU of Serology:- 
4 0  mIU/ml (uon-responder) 

10 - 100 dU/ml  0 
> I O O ~ T U I ~ ~  a 

If Hepat i t i s  B Vaccine Course was incomplete, did t 

RECIPIENT'S HEPATITIS C STATUS 
q*i: :; ;*f& 
,Pa , , a 

Is Recipient's Hepatitis C Status Known? If Yes state result: 1 IJ I I Date of Test: 1 
RECIPIENT'S HIV STATUS 

I Result: 
I f  Yes, Indication for Testing:- 

Occupational Injury 0 a 
For Insurance Purposes a a 
Other a 0 

Is Recipient receiving Antiviral Therapy? a a 
If Yes, Date Antiviral Therapy Commenced Date: 

RECIPIENT'S PREVIOUS NEEDLESTICK HISTORY. IF APPROPRIATE 

C 



If the Source Person is Known:- - Name of Source Person: 
Address: 

- 
Date of Birth: 
Hospital Number: - Has the sourceperson been previously tested for:- 

) Document) I I 

- 

Have results been received? - Has Semm been taken for Storage, Laboratory of Storage: 1 0 1  D I D I D  

Location of Source Item at the time of the incident: 
Description of Source Item: 

- 
Information for Attending Physician Undertaking the Initial Risk Assessmenf of current Percutaneous Incident:- 
The definitive guidelines for the management of needlestick injury are located in the Eastern Regional Health 
Authority's guidance document for Health Board managed Health care facilities for the prevention and management of 

" percutaneous injuries and other exposure incidents. 

For Risk Assessment and Classification of incident refer to Section 4. 
If the incident is graded as a potential hieh-risk, advice must be sought immediately from HIV Medical Specialist - for further management. (See below)* 
If incident is assessed as medium/low risk see Section 4 and Flow Sheets for management. 

*For potential high risk percutaneous injuries, attending Medical Officer should seek advice from: (nominations - 
Signature: - 
Date: 

Attending Medical Officer: 



- Summary of Documentation of the Percutaneous (SharpsINeedlestick) 
Incident Report Form 

PRECUTANEOUS INJURY INCIDENT 

SUPERVISOR in the presence of recipient completes the 
Percutaneous (Sharps1 Needlestick) Incident Report Form, 
Psrt 1 1 

- J 
MEDICAL OFFICERIA & E DEPARTMENT DIRECTOR OF NURSING / CLINICAL 
receives completed Part 1 and completes Part 2 on MANAGER 

- I examination of recipient 

DEPARTMENT 
receives Part 1 and 2 when 

receives original Part 1 of Percutaneous 
(Sharps / Needlestick) Incident Report Form. 

DESIGNATED CONSULTANT 
Managing high risk percutaneous injuries receives 
the completed Part 1 and Part 2. 

DEPARTMENT 
receives Part 1 as soon as possible 



APPENDIX 3 

Implementation issues to be addressed: 

0 Who will be responsible to gather information and arrange for serology testing and 
counselling of the source person if known? 

Who will counsel the recipient? 

Resources will be required to implement this document with respect to personnel in 
Occupational Health Dept. and A&E Department. 

Training will be required for: 
S u p e ~ s o r s  
A&E-NCHD 
Counsellors 
Occupational Health Department personnel. 

Assessment of needlestick injuries of HCW need to be fast tracked in A&E Depts. 

a Access to Consultant Specialists in managing needlestick injuries needs to be 
clarified. 

This document is written for HCW in Area Health Board managed Health care 
facilities only. The management of needlestick injuries throughout the Eastern 
Regional Health Authority needs to be co-ordinated. This would require further 
consultation with appropriate professionals in the Eastern Regional Health Authority. 



APPENDIX 3 

Initial assessment and notification. - Initial awareness of a potential outbreak may come from 
Medical / Nursing staff of the hospital/residential centre 
Public Health Doctor - General Practitioner (GP) 
Laboratory Alert 

Assessment of the situation in the hospital/residential centre should locally be made by - Infection Control Link Nurse 
Infection Control Team (Sister or Doctor). 
Nursing/Medical Management - Notification should be made to 
ERHA/AHB Infection Control Sister and or Consultant Microbiologist 
ERHA Public Health Dept or local SAMO/AMO - AHB Environmental Health Service (if potentially food or water borne). 

- 

Decision to convene an outbreak control team (OCT). - This decision is generally made in consultation with those who made the initial local 
assessment and the above ERHA/AHB personnel who received the notification. 

OUTBREAK MANAGEMENT GUIDELINES FOR AREA HEALTH 
BOARD RUN HOSPITALS AND RESIDENTIAL CENTRES 

C 
Chairperson of the OCT. 
The Hospital/Residential Centre Management will agree a Chairperson with the Director 
of Public Health (DPH). - Membership of the OCT. 
The personnel on the OCT will vary depending on the source/type of outbreak. However 
there generally is a core membership. - Local Medical (Consultant/NCHD/GP) 

Local Nursing (LC. Link Nurse) 
Director of Nursing (or Deputy) - Hospital Manager 

ERHA/AHB Infection Control Sister 
Consultant Microbiologist. - ERHA/AHB Public Health Doctor (SPHM/SAMO/AMO). 
AHB PEHO/SEHO/EHO (if food or water borne)[Local office/CDU/Local 
Authority). - 

Other personnel, (eg Catering. Household and Pharmacy) including representatives of 
other agencies involved in the outbreak (eg FSAI, NDSC), will be co-opted as  necessary. - 
Function of the AHB Hospital/Residential home OCT. 
The OCT is responsible for advising Hospital Management on the action necessary to 
control the outbreak. It should endeavour to identify the source and mode of spread of 
the pathogen causing the outbreak. The team facilitated by the Chairperson should act 

c in a co-ordinated manner to ma.ximise the efficiency of the investigation and bring the 
situation under control in a speedy fashion. 
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A secondary role of the OCT is to use the opportunity for training personnel and 
conducting research. 

Tasks of the OCT . C l a m  the OCT remit and agree the protocols/guidelines/legislation under 
which it will operate. 
Co-ordinate investigations of source and spread of the outbreak. 

Epidemiology 
Descriptive 
Analytical 

0 Microbiology 

Sampling protocol (clinical, food or environmental). 
Laboratory liaison (local or reference). 
Analyses and interpretation of results 

0 Masterlist, maintenance. 
Environmental 

Decide on and implement infection control interventions. 

Provide clear advice for health care managers. 
Advise on the need to re-roster staff or the necessity for additional staff. 
Consider isolation/cohort/discharge. 
Environmental decontamination 
Consider transfer/admission/visiting policies 
Specific treatment 

Ensure standards of care of patients are maintained during outbreak. 

Communicate as appropriate with 
Hospital /Residential Centre Management 
Health Managers at ward/unit level 
Others as  outlined in sections 1 1.2, 1 1.3, and 1 1.4 of main document 

Provide intermittent feedback to staff on the progress of the outbreak. 
Agree information dissemination to relatives and visitors. 
Agree OCT media spokesperson and media bulletins 
Minute OCT meetings. 
Consider the need for external expertise. 
Regularly review investigative data and amend the interventions accordingly. 
Declare when the outbreak is over. 
Arrange a debriefing meeting to evaluate the OCT performance. 
Prepare interim and /or final reports. 
Consider a scientific publication on the outbreak. 

Roles of OCT members 

The professional roles of members of the OCT may be unknown to other team members 
and may even overlap in some cases. In order for the team to work efficiently, it is 
important that clarification, if required, is sought at  the initial team meeting. Below is a 
brief summary of the core members professional roles within a n  OCT. However each 
OCT may need to customise their response and roles of members depending on the 
availability of different professionals, the organisational structure of the hospital or 
residential centre. and the nature of the outbreak. 
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Individual roles 

Chairperson of the OCT. 

Ensure that the function of the OCT is carried out in an efficient manner to 

bring the incident to an early resolution. 

Ensure that all OCT members are aware of their roles and responsibilities. 

Co ordinate and advise on investigation and infection control measures. 

Facilitate the teamwork of the OCT. 

Communicate with local managers and external agencies as  appropriate. 

Ensure local management support the OCT with facilities as  required. 

Declare when the outbreak is over. 

Facilitate a debriefing OCT meeting. 

Facilitate the writing of (interim) and / or final report. 

Consultant Microbiologist/Infection Control Doctor/Clinical Virologist. 

Advise on the initial assessment of data and its implications. 

Advise on most appropriate investigations and samples to be analysed. 

Advise on control interventions to be pursued WRT 

- Patients 

- Staff 

- Visitors 

- Environmental decontamination 

Co-ordinate the laboratory response. 

Focus on pathogen specific control measures once identified. 

Liaise with management on the implications and support required for the 

above actions. 

Liaise with other OCT members on the Epidemiological and Environmental 

investigation of the outbreak. 

Director of Nursing 

Contribute to the initial local assessment and notification of the outbreak. 

Facilitate and ensure the implementation of infection control measures. 

Reorganise staff under the Director of Nursing remit as  required. 

Liaise and support staff and patients re nature of the outbreak and its current 

management. 

Liaise and support relatives, visitors on the progress of the outbreak. 

Ensure Hospital/General Managers are kept informed of outbreak progress in 

accordance with OCT agreed actions. 
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Post outbreak - facilitate a debriefing meeting with the staff in order to bring 

their views to the OCT debriefing meeting. 

Implement (if feasible) any agreed proposals from the final OCT report. 

Hospital Medical Staff Representative (NCHD). 

Ensure colleagues are aware of intervention /control measures. 

Provide information to colleagues on their role in the investigation of the 

outbreak. 

Consider the need for reorganisation of medical staff during the outbreak. 

General Practitioner (Residential centre outbreak). 

If available, be an OCT member. 

Advise/manage the investigation and treatment of patients during the 

outbreak. 

Liaise with Public Health Doctor and Public Health Nurse a s  appropriate. 

Infection Control Sister (ICN) 

Participate in the initial assessment of the situation. 

Collation of information. 

Notify Infection Control Doctor, Chairperson of Hospital Infection Control 

Committee and Director of Nursing. 

Advise on Infection Control measures and facilitate their implementation with 

local management. 

Education of staff. 

Advise on appropriate specimen collection and liase with laboratory. 

Liase with local Infection Control Link Nurse. 

Infection Control Link Nurse 

Liase with the ICN, local Nursing and Medical Staff on initial assessment. 

Assist ICN in collection of data. 

Communicate with local management as  appropriate. 

Work closely with the ICN in the implementation of OCT agreed actions. 

Public Health Doctor (SPHM, SAMO, AMO) (see Action Guidelines, Appendix 4) 

Shall be a member of the OCT where notifiable diseases or issues of Public 

Health importance are involved. 

Liase with community care colleagues and appropriate General Managers. 
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Liase with GPs. 

Provide advice on epidemiological investigations. 

Co-ordinate the follow up of patients (and contacts) discharged into the 

community if appropriate. 

Communicate with appropriate agencies. 

Environmental Health Officer (from Local Office/CDU/Local Authority) (PEHO, 
SEHO, EHO) (see Action Guidelines, Appendix 7). 

If the source is potentially food and/or water borne, an EHO representing the 

above offices will be a member of the OCT. 

Inspection of food areas. food related operations and water supply. 

Sample food and water if relevant. 

Assesses work practices of food handlers 

Advises the OCT of relevant food hygiene/water legislation. 

Conducts interviews re food history/illness of food handlers. 

Advises and ensures implementation of control measures in relation to food 

and water safety. 

Suspected or C o n f i i d  Outbreak 

Date 
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CHECK LIST FOR AHB RUN HOSPITAL OUTBREAKS 

otherwise involved? 
4. Has the Specialist in Public Health/SAMO been 

notified? 
5. Is the Outbreak Control team appropriately 

constituted? 

Many of the actions listed will be inappropriate for some types of outbreaks. This list is intended merely as a reminder 
of the actions which may sometimes be necessary. Responsibility for the areas outlined below will be allocated by the 
OCT. When the outbreak is food- or water-borne, the Environmental Health Department has specific 
responsibilities in legislation and will be responsible for actions related to that legislation. 

Initial Assessment 
1. Is an Outbreak Control Team necessary? 
2. Is there community involvement? 
3. Has the Director of Public Health been notified or 

F 

Action to be taken by 

with ACE 
12. Informed - DOH, FSAI, NDSC. 
13. Appropriate information provided to patients. 
14. Appropriate information provided to relatives and - 

C 

- - 
telephones considered. 

5. Isolation facilities defined. 
6. Isolation ward considered. 
7. Isolation and infection control procedures defined. 

Microbiologist 

visitors. 
15. Catering Manager involved. 
16. Communication with the individuals and departments 
17. Supplies Officer informed. 
18. Appropriate Technical Services Officer informed. 
19. Occupational Health Services informed. 

Management/ Organisational Aspects 
1. Need for increased clinical care (nursing & medical 

staff considered. 
2. Need for increased domestic/housekeeping, laundry1 

CSSD staff considered. 
3. Need for increased laboratory assistance required. 
4. Need for increased clerical staff, IT eauipment, and 

I I I 
8. Nursing, medical and paramedical staff informed of I 

1.C.N. 

Microbiologist 

Area Health Board Infection Control Guidelines - 

Other 

.- 

c 

I.C.N. 

these procedures. 
9. Domestir/housekeeping procedures defined. 
10. Catering procedures defined. 
11. Availability of adequate supplies, including 

medicaments assessed. 

Other 



- 
1. Case definition made on cl 

- 
- 
- 

patients, staff and other contacts. 

- 
I I I 

9. Consider need for serological screening of patients, 
staff and other contacts. 

- 
- 
- 

Microbiologist 
Control 
1. Need for active or passive immnnisatiou considered. 
2. Need for antibiotic prophylaxislRx. considered. 
3. Protective isolation for susceptible individuals 

considered. 
4. Isolation policies implemented. 
5. Policy on patient admission, transfer and discharge - 

defined. 
6. Policy on movement of patients and staff within and I I I 

- 

. . 
hospital management. 

3. Meeting of OCT held to consider any follow up action 
required. 

4. Information about lessons learned disseminated. 

between hospitals defined. 
7. Visiting arrangements defined. 
8. Need for expert advice reviewed. 

End of Outbreak 
1. Final report compiled and circulated. 
2. Summary report sent to Medical Administrator or 
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1.C.N. Other 

Microbiologist I.C.N. Other 



KEY PEOPLE TO INFORM IN THE EVENT OF A MAJOR OUTBREAK IN AHB RUN 
HOSPITALS AND RESIDENTIAL CENTRES 

The following may need to be informed and involved as appropriate. 

( Other Laboratories. 1 1 I 1 

I Microbiologist I I.C.N. I Other 
1 Ambulance and Transport Services 1 1 I 

Clinical Support Services 
Pharmacy; 
Physiotherapy; 
Occupational Therapy; 

0 Occupational Health. 

I Microbiologist I I.C.N. I Other 

I Microbiologist I I.C.N. I Other 

Area Health Board Management including 
ACFJGMIHospital ManagerDirector of 
Communication 

Other Microbiologist 

Medical School, School of Nursing, etc.; 
Nursing Agencies; 
Public Health Nurse; 

I.C.N. 

Social Services; 
Unions and Staff Representatives; 
Switchboard; 
Voluntary Services; 

1 Insurance Company, if appropriate. 
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