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Routine Hand Hygiene 
Hand hygiene is the single most effective measure to prevent the spread of infection and will be performed by all employees as appropriate to the circumstances.  

PROCEDURES:
Routine hand hygiene is required of all employees before and after
· Eating
· Drinking
· Smoking
· Applying cosmetics
· After voiding or defecating
 For all employees giving direct and indirect patient care routine hand hygiene is required:
· Before performing routine invasive procedures

· After removing gloves

· After unprotected contact with mucous membranes, blood or other body fluids, secretions or excretions, or surfaces contaminated with these substances
· Before the caring for a patient who is particularly susceptible, such as one who is immunocompromised
· Upon leaving a patient room
Hand hygiene with soap and water
· Turn on water and regulate temperature and water flow 
· Apply a small amount of soap in the palm of one hand
· Work up a heavy lather and continue to rub hands together vigorously for 10 seconds, paying particular attention to cuticles and under nails
· Rinse hands under running water
· Dry hands with paper towels
· Turn off faucet handles with paper towels
Hand hygiene with a waterless alcohol-based hand rub product
· Should only be used when hands are not visibly soiled
· Should not be used when caring for patients with C. difficile

· Procedure:
· Dispense hand rub into the palm of one hand
· Rub hands together until dry, covering all surfaces of hands and fingers
See CDC Guideline for Hand Hygiene in Health-Care Setting:  www.cdc.gov/mmwr/preview/mmwrhtml/rr5116a1.htm

Skin Antisepsis 
Appropriate antisepsis before insertion of an invasive device reduces the risk of infection.
PROCEDURES:
Prior to insertion of an intravascular device
· Clean insertion site using Chloraprep, a chlorhexidine product

· Use a vigorous scrubbing motion for at least 30 seconds
· Allow to dry for approximately 30 seconds 
· In the rare patient with a chlorhexidine sensitivity, a vigorous 30-second scrub in a concentric fashion with povidone iodine or 70% isopropyl alcohol is recommended
· Allow povidone iodine or alcohol to dry
· Do not remove povidone iodine 
Prior to intramuscular, subcutaneous, intradermal injection, or phlebotomy
· Clean skin at the site with 70% isopropyl alcohol in a concentric fashion
· Allow alcohol to dry

Prior to obtaining blood cultures
· Clean skin at the site with Chloraprep as above

Prior to insertion of a urinary catheter

· Clean meatus with povidone iodine solution using cotton balls or impregnated swab sticks provided in insertion kit if used

· If patient is allergic to iodine use an antibacterial soap such as Phisohex
· Do NOT use chlorprep sponges or a chlorhexidine soap solution such as Bactoshield because these cannot be used in the genital area

Fingernails 
There is increasing evidence that artificial nails are more likely than natural nails to harbor pathogens that can lead to healthcare-associated infections.

· Any staff providing direct patient care or working with sterile items will NOT wear artificial nails or nail extenders, to include tips, wraps, overlays, appliqués, acrylics, gels, and nail jewelry or other items applied to the nail surface

· All personnel will keep fingernails clean and neatly trimmed;  length of nails will not exceed ¼ inch beyond the tip of the finger 
· Nail polish, if worn, is to be neat in appearance and neither chipped or scratched
See, CDC Guideline for Hand Hygiene in Health-Care Settings:  www.cdc.gov/mmwr/preview/mmwrhtml/rr5116a1.htm 
Eating, Drinking, Personal Care 
Because microorganisms on the hands may be transmitted through ingestion or by inoculation of mucous membranes, activities such as eating, drinking, applying cosmetics, or other grooming activities must always be preceded and followed by hand hygiene. 

Eating, drinking and grooming activities are prohibited in any area where:
· Patient care is provided, including taking vital signs
· Laboratory samples/specimens are present
· Pharmacy materials or clean supplies are present
Eating, drinking and grooming activities are also prohibited in: 
· Soiled utility rooms
· Areas used for waste management
Drinks in covered or closed containers may be kept at reception/administrative areas in clinics or at the nurse station on wards if
· Patient care is not provided in that area
· Laboratory specimens are not collected, labeled or processed in these areas
No food is allowed in reception/administrative areas or nurse stations
See WRAMC Reg 40-615  Bloodborne Pathogen Exposure Control Plan

Admission Procedures/Determining MDRO Status 
Appropriate placement of patients, prompt initiation of isolation precautions, and initiation of prospective surveillance procedures as required are part of the overall infection control plan to reduce the risk of healthcare-associated infections.  

Procedure:
All patients admitted to the hospital will be assessed for history of multi-drug resistant organism (MDRO) status

Determining MDRO status
· The bed manager will verify the MDRO status of all admissions on day shift
· The provider who initiates the admission will check the command interest field in CHCS for MDRO status
· The provider will inform Patient Administration (PAD) and the bed manager if Contact Precautions are required based on MDRO status
· The bed manager or supervisor contacted to determine ward assignment will ask the provider to check the command interest field in CHCS for MDRO status if that has not already been done
· No ward assignment will be given until the information is available, except in an emergency
· If a patient arrives on the ward before the bed manager has been notified or a ward assignment has been made, the nurse or ward clerk will verify the patient’s MDRO status by

· Contacting the provider or bed manager

· Checking the command interest field in CHCS  

To check the command interest field in CHCS for MDRO status

· Go to main menu in CHCS
· Select ADT
· Select VRG 

· Enter patient identifier

· The command interest field will contain “Multi-Drug Resistant Organism” if the patient has a history of colonization or infection with an MDRO
When “Multi-drug Resistant Organism” is present in the command interest field the patient will require Contact Precautions on admission to the hospital

· PAD will attach an MDRO label for the ID band to the admission packet

· The RN will ensure that the yellow MDRO labels are placed on the patient ID band and on the front of the chart

All Operation Iraqi Freedom/Operation Enduring Freedom (OIF/OEF) patients admitted directly via aeromedical evacuation, except those admitted to Psychiatry, will be placed in Contact Precautions on admission

· Contact Precautions will be used by all staff from the time the patients enter the facility (litter teams, cast room staff)

· Patients will remain in Contact Precautions until they are cleared by the ICES after results of the surveillance cultures are available 
· If surveillance cultures are positive for Acinetobacter, Methcillin Resistant Staphylococcus aureus (MRSA), or any other MDRO, the patient will remain in Contact Precautions until cleared using the appropriate protocol

Admission Surveillance Cultures
Admission surveillance cultures are obtained to identify the presence of epidemiologically important organisms in high risk populations on admission so that appropriate action can be taken to reduce the risk of transmission to other patients, staff and visitors.   
Procedure:
Surveillance cultures

· All OIF/OEF patients arriving directly via aeromedical evacuation will have nasal cultures to rule out MRSA and skin (axilla and groin) cultures to rule out Acinetobacter on admission 
· All admissions to MICU, SICU, ImCU will have a nasal culture to rule out MRSA on admission to the unit
· Patients re-admitted will have a repeat nasal swab if they have been off the ward for at least 7 days
· All patients admitted from a nursing home will have a nasal culture to rule out MRSA on admission to the ward 
Obtaining surveillance nasal cultures

· Use a COPAN transport swab with transport medium
· Enter order in CHCS as “r/o MRSA” 

· Swab the front chamber of each nares using the same swab

· Place swab in culturette with tip in transport medium

· Label culturette appropriately with patient information and site (nares)
· Transport all samples to the Microbiology Lab with printed copy of orders
Obtaining surveillance skin cultures

· Use a COPAN transport swab with transport medium
· Enter order in CHCS as “Iraq”

· Use one swab to swab both axillae
· Use one swab to swab inguinal folds on both sides of groin

· Place swab in culturette with tip in transport medium

· Label culturette appropriately with patient information and site (axilla or groin)
· Transport all samples to the Microbiology Lab with printed copy of orders
Type of Precautions Needed for Selected Infections 
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Infection/Condition




              Type* / Duration*









See footnotes p. 19
Abscess


Draining, major 1
C
DI


Draining, minor or limited 2
S

Acquired Immunodeficiency Syndrome
S

Actinomycosis
S


Adenovirus infection, in infants and young children
D/C
DI

Amebiasis
S

Anthrax


Cutaneous
S


Pulmonary
S

Antibiotic-associated colitis (see Clostridium difficile)
C
DI

Arthropod borne viral encephalitides (eastern, western, Venezualan


Equine encephalomyelitis, St. Louis, California, encephalitis, West Nile


encephalitis)
S

Arthropod borne viral fevers (dengue, yellow fever, 

Colorado tick fever)
S

Ascariasis
S

Aspergillosis
S

Babesiosis
S

Blastomycosis (North American, cutaneous or pulmonary)
S

Botulism
S

Bronchiolitis (see respiratory infections in infants and young children)

Brucellosis (undulant, Malta, Mediterranean fever)
S

Campylobacter gastroenteritis (see gastroenteritis)

Candidiasis, all forms including mucocutaneous
S

Cat-scratch fever (benign inoculation lymphoreticulosis)
S

Cellulitis, open, with drainage
C


Chancroid (soft chancre)
S

Chickenpox (varicella)
A/C
F3
Chlamydia trachomatis


Conjunctivitis
S


Genital
S


Respiratory
S

Cholera (see gastroenteritis)
S8


                                                                                                               Precautions

 Infection/Condition                                                                  Type* / Duration*


                                                                                          See footnotes p. 19
Closed cavity infection


Draining, limited or minor
S


Not draining
S

Clostridium


C. botulinum
S


C. difficile
C
DI


C. perfringens
S


Food poisoning
S


Gas gangrene
S

Coccidioidomycosis (Valley Fever)


Draining lesions
S


Pneumonia
S

Colorado tick fever
S

Congenital Rubella
C
F4
Conjunctivitis


Acute bacterial
S


Chlamydia
S


Gonococcal
S


Acute viral (acute hemorrhagic)
C
DI

Coxsackievirus disease (see Enteroviral infection)

Creutzfeldt-Jacob Disease
S5
Croup (see Respiratory Infections in Infants and young children)

Cryptococcosis
S

Cryptosporidiosis (see gastroenteritis)
S8
Cysticercosis
S

Cytomegalovirus infection, neonatal or immunosuppressed
S

Decubitus ulcer, infected


Major 1
C
DI


Minor or limited 2
S

Dengue Fever
S

Diarrhea, acute-infective etiology suspected (see Gastroenteritis)

Diphtheria


Cutaneous
C
CN6

Pharyngeal
D
CN6
Ebola viral hemorrhagic fever
C7
DI

Echinococcosis (hydatidosis)
S

                                                                                                                         Precautions

Infection/Condition                                                                  Type* / Duration*


                                                                                                   See footnotes p. 19
Echovirus (see Enteroviral infection)

Encephalitis or encephalomyelitis (see specific etiologic agents)

Endometritis
S

Enterobiasis (Pinworm infection, oxyuriasis
S

Enterococcus species (see multidrug-resistant organisms if 


epidemiologically significant or vancomycin resistant)

Enterocolitis, Clostridium difficile
C
DI

Enteroviral infections


Adults
S


Infants and young children
C
DI

Epiglottitis, due to Haemophilus influenzae
D
U24hr

Epstein-Barr virus infection, including infectious mononucleosis
S

Erythema infectiosum (see also Parvovirus B19)
S

Escherichia coli gastroenteritis (see Gastroenteritis)

Food poisoning


Botulism
S


Clostridium perfringens or welchii
S


Staphylococcal
S

Furunculosis-staphylococcal, infants and young children
C
DI

Gangrene (gas gangrene)
S

Gastroenteritis


Campylobacter species
S8

Cholera
S8

Clostridium difficile
C
DI


Cryptosporidium species
S8

Escherichia coli

    Enterohemorrhagic O157:H7
S8

    Diapered or incontinent
C 
DI


    Other species
S8

Giardia lamblia
S8

Rotavirus
S8

    Diapered or incontinent
C
DI


Salmonella species (including S. typhi)
S8
     
                                               

           


Precautions

Infection/Condition                                                             Type* / Duration*


                                                                                    See footnotes p. 19  

Shigella species 
S8

    Diapered or incontinent
C
DI


Vibrio parahaemolyticus
S8

Viral (if not covered elsewhere)
S8

Yersinia enterocolitica
S8
German measles (rubella)
D
F17
Giardiasis (see Gastroenteritis)
S8
Gonococcal ophthalmia, neonatorum gonorrheal ophthalmia, acute 


conjunctivitis of newborn
S

Gonorrhea
S

Granuloma inguinale (donovanosis, granuloma venereum)
S

Guillain-Barre syndrome
S

Hand, foot, and mouth disease (see Enteroviral infection)

Hantavirus pulmonary syndrome
S

Helicobacter pylori
S

Hemorrhagic fevers (for example, Lassa and Ebola)
C7
DI

Hepatitis, viral


Type A
S


    Diapered or incontinent patients
C
F9

Type B – HBsAg positive
S


Type C and other unspecified non-A, non-B
S


Type E
S

Herpangina (see Enteroviral infection)

Herpes simplex (Herpesvirus hominis, Herpes 1 & 2)

Encephalitis
S


Neonatal
C
DI


Mucocutaneous, disseminated or primary, severe
C
DI


Mucocutaneous, recurrent (skin, oral, genital)
S

Herpes zoster (varicella-zoster, shingles)


Immunocompromised patient, disseminated
A/C
DI/10

Immunocompromised patient, localized
C
DI

Localized in normal patient
S10
Histoplasmosis
S

HIV (see Human Immunodeficiency Virus)
S

Hookworm disease (ancylostomiasis, uncinariasis)
S

Human Immunodeficiency Virus (HIV) infection
S

                                                                                                                            

                                                                                                        Precautions
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Impetigo
C
U24hr

Infectious mononucleosis
S

Influenza, seasonal
D
DI

Pandemic, novel, avian
A/C
F7
Kawasaki syndrome
S

Lassa fever
C7
DI

Legionnaires’ Disease
S

Leprosy
S

Leptospirosis
S

Lice (pediculosis)
C
U24hr

Listeriosis
S

Lyme Disease
S

Lymphocytic choriomeningitis
S

Lymphogranuloma venereum
S

Malaria
S

Marburg virus disease
C7
DI

Measles (rubeola), all presentations
A
DI

Melioidosis, all forms
S

Meningitis


Aseptic (nonbacterial or viral meningitis [also see Enteroviral 


   Infections])
S


Bacterial, gram-negative enteric, in neonates
S


Fungal
S


Haemophilus influenzae, known or suspected
D
U24hr


Listeria monocytogenes
S


Neisseria meningitides (meningococcal), known or suspected
D
U24hr

Pneumococcal
S


Tuberculosis
S19

Other diagnosed bacterial
S

Meningococcal pneumonia
D
U24hr

Meningococcemia (meningococcal sepsis)
D
U24hr

Molluscum contagiosum
S

Mucomycosis
S

Multidrug-resistant organisms, infection or colonization


Gastrointestinal
C
CN


Respiratory
C
CN


Pneumococcal
S


Skin, Wound, or burn
C
CN



                                                                                                    Precautions                                                                                                                                                            
Infection/Condition                                                                  Type* / Duration*


                                                                                         See footnotes p. 19
Mumps (infectious parotitis)
D
F12
Mycobacteria, nontuberculosis (atypical)


Pulmonary
S


Wound
S

Mycoplasma pneumonia
D

Necrotizing enterocolitis
S

Nocardiosis, draining lesions or other presentations
S

Norwalk agent gastroenteritis (see Viral Gastroenteritis)

Orf
(contagious pustular dermatitis)
S

Parainfluenza virus infection, respiratory in infants, young children
C
DI

Parvovirus B19
D
F13
Pediculosis (lice)
C
U24hr

Pertussis (whooping cough)
D
F14
Pinworm infection
S

Plague


Bubonic
S


Pneumonic
D 
U72hr

Pleurodynia (see Enteroviral infection)

Pneumonia


Adenovirus
D/C
DI


Bacterial not listed elsewhere (including

 gram-negative bacterial)
S


Burkholderia cepacia in cystic fibrosis (CF) patients, 


   Including respiratory tract colonization
S15

Chlamydia
S


Fungal
S


Haemophilus influenzae



   Adults
S


   Infants and children (any age)
S
U24hr

Legionella
S


Meningococcal
D
U24hr

 Multidrug-resistant (see multidrug-resistant organisms)
C
CN


Mycoplasma (primary atypical pneumonia)
D
DI


Pneumococcal, multidrug-resistant (see multidrug-resistant


   organisms)


Pneumocystis carinii
S16

Pseudomonas cepacia  (see Burkholderia cepacia)
S15











Precautions

Infection/Condition





Type/Duration*

                                                                                       See footnotes p. 19
Staphylococcus aureus
S
Streptococcus, Group A


   Adults
S


   Infants and young children
D
U24hr


Viral


   Adults
S


   Infants and young children (see Respiratory infectious disease, acute)

Poliomyelitis
C
Psittacosis (ornithosis)
S

Q fever
S

Rabies
S

Rat-Bite Fever (Streptobacillus moniliformis disease, Spirillum minus


disease)
S

Relapsing fever
S

Resistant bacterial infection or colonization (see Multidrug-resistant


organisms)

Respiratory infectious disease, acute (if not covered elsewhere


Adult
S


Infants and young children
C
DI

Respiratory syncytial virus (RSV) infection, in infants, young children,


and immunocompromised adults
C
DI

Reye’s Syndrome
S

Rheumatic Fever
S

Rickettsial fevers, tickborne Rocky Mountain Spotted Fever, tickborne


Typhus fever)
S

Reckettsialpox, (vesicular reckettsiosis)
S

Ringworm (dermatophytosis, dermatomycosis, tinea)
S

Ritter’s Disease (staphylococcal scalded skin syndrome)
S

Rocky Mountain Spotted Fever
S

Roseola infantum  (exanthum subitum)
S

Rotavirus infection (see Gastroenteritis)
S8

Diapered or incontinent
C
DI

Rubella (German measles; also see Congenital Rubella)
D
F17
Salmonellosis (see Gastroenteritis)
S8

                                                                                                      Precautions

Infection/Condition                                                                   Type* / Duration*
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SARS
A/C
F7
Shigellosis (see Gastroenteritis)
S8

Diapered or incontinent
C DI

Shingles  (Varicella zoster) 


Immunocompromised patient, disseminated
A/C
DI

Immunocompromised patient, localized
C
DI

Localized in normal patient
S10
Sporotrichosis
S

Spirillum minus disease (rat-bite fever)
S

Staphylococcal disease (S. aureus)


Skin, wound or burn


   Major 1
C 
DI


   Minor or limited 2
S


Enterocolitis
S8

Multidrug resistant (see Multidrug-resistant organisms)


Pneumonia
S



Scalded skin syndrome
S


Toxic shock syndrome
S

Streptobacillus moniliformis disease (rat-bite fever)
S

Streptococcal disease (Group A streptococcus


Skin, wound or burn


   Major 1
C 
U24hr


   Minor or limited 2
S


Endometritis (puerperal sepsis)
S


Pharyngitis in infants and young children
D
U24hr


Pneumonia in infants and young children
D
U24hr


Scarlet fever in infants and young children
D
U24hr

Streptococcal disease (Group B streptococcus), neonatal
S

Streptococcal disease (not Group A or B) unless covered elsewhereS

Strongyloidiasis
S

Syphilis


Skin and mucus membrane, including congenital, primary,


   Secondary
S


Tertiary/latent
S


                                                                                                                   Precautions

Infection/Condition                                                                Type* / Duration*
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Vincent’s angina (trench mouth)
S
Tapeworm disease


Hymenolepis nana
S


Taenia solium (pork)
S


Other
S

Tetanus
S

Tinea (fungus infection dermatophytosis, dermatomycosis, ringwormS

Toxoplasmosis
S

Toxic Shock Syndrome (staphylococcal disease)
S

Trachoma, acute
S

Trench mouth (Vincent’s angina)
S

Trichinosis
S

Trichomoniasis
S

Trichuriasis (whipworm disease)
S

Tuberculosis

Extrapulmonary, procedures causing aerosolization
A

Extrapulmonary, draining lesion (including scrofula)
S


Extrapulmonary, meningitis 
S

Laryngeal, suspected, R/O, or confirmed
A
F18

Pulmonary, suspected, R/O, or confirmed
A
F18

Skin-test positive with no evidence of current 

    pulmonary disease
S

Tularemia


Draining lesion
S


Pulmonary
S

Typhoid (Salmonella typhi) fever  (see Gastroenteritis)
S8
Typhus, endemic and epidemic
S

Urinary tract infection (including pyelonephritis), with or without


urinary catheter
S

Varicella (chickenpox)
A/C
F3
Vibrio parahaemolyticus (see Gastroenteritis)
S8
Vincent’s angina (trench mouth)
S

Viral diseases, respiratory (if not covered elsewhere)


Adults
S


Infants and young children (see Respiratory infectious disease, acute)

Whooping cough (pertussis)
D
F14

                                                                                                            Precautions

Infection/Condition                                                                   Type* / Duration*
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Wound infections


Major, no dressing or dressing doesn’t contain drainage
C 
DI

Yersinia enterocolitica gastroenteritis (see Gastroenteritis)
S8
Zygomycosis (phycomycosis, mucomycosis)
S

Zoster (varicella-zoster, see Shingles, Herpes-zoster)


Immunocompromised patient, disseminated
A/C
DI/10

Immunocompromised patient, localized
C
DI/10


Localized in normal patient
S10
*Abbreviation type of precautions
S
Standard – applies to all patients


A
Airborne



C
Contact



D 
Droplet

*Duration of Precautions
CN
until off antibiotics and cx neg



DH
Duration of hospitalization



DI
Duration of illness



U
Until specified time in hours after 




Initiation of effective therapy



F
See footnote numbers

1. No dressing, or dressing does not contain drainage adequately.

2.  Install screens in windows in endemic areas.

3.  Maintain precautions until all lesions are crusted.  The average incubation period for varicella is 10-15 days, with a range of 10-21 days.  Susceptible persons should not enter patient’s room.

4. Place infant on precautions during any admission until one year of age, unless IGM negative after 3 months.

5. Additional special precautions are necessary for handling of blood, body fluids, and items from room.

6. Until 2 cultures taken at least 24 hours apart are negative.

7. Notify Infection Control & Epidemiology Service, and Preventive Medicine Service so information can be provided to CDC and advice about management of a suspected case can be obtained.

8. Use Contact Precautions for diapered or incontinent children < 6 years of age for duration of illness.

9. Maintain precautions in infants and children < 3 years of age for duration of hospitalization; in children 3-14 until 2 weeks after onset of symptoms; and  in others until one week after onset of symptoms.

10.  Persons susceptible to varicella are also at risk for developing varicella when exposed to patients with herpes zoster lesions; therefore, should not enter patient’s room (whenever possible).

11.  See CDC guidelines for prevention of pneumonia.
12.  For 9 days after onset of swelling.

13.  Maintain precautions for duration of hospitalization when chronic disease occurs in an immunocompromised patient.  For patients with transient aplastic crisis or red-cell crisis maintain precautions for 7 days.

14.  Maintain precautions until 5 days after patient is placed on effective therapy.

15.  Avoid cohorting or placement in the same room with a Cystic Fibrosis (CF) patient who is not infected or colonized with B. cepacia.   Persons with CF who visit or provide care and are not infected or colonized with B. cepacia may elect to wear a mask when in the room with the patient.
16.  Avoid placement in the same room with an immunocompromised patient.

17.  Until 7 days after onset of rash.

18.  Discontinue precautions only when TB patient is on adequate therapy for at least two weeks, is improving clinically, and has three consecutive negative sputum smears collected 8 to 24 hours apart with at least one being an early morning specimen, or TB is ruled out.

19.   If active TB exists additional precautions (A) are necessary.  Patients should be examined for evidence of active pulmonary tuberculosis.

Adapted from APIC Text of Infection Control and Epidemiology, 2000
Initiating Isolation Precautions 

Initiating Isolation Precautions correctly and in a timely manner reduces the risk of transmission of infection to patients, staff, and visitors.

Procedure:
· Identify the appropriate category of isolation precautions  
· See Extended Precautions and/or Type of Precautions Needed for Selected Infections
· If unsure contact ICES; after normal business hours use after hours phone 202-631-0249
· The physician or registered nurse enters an order for the appropriate isolation precautions into Essentris 
· In Essentris order screen select Standard Orders
· For “type of order” type isolation
· For” provider” type name of licensed provider or ‘nursing’ if an RN
· Select the appropriate order from the pick list
· Determine appropriate room placement

· Airborne Precautions requires a negative pressure room
· A private room is preferred for all categories of precautions
· If a private room is not available patients can be cohorted in a multi-bed room with other patients with the same organism or illness
· Prepare room for isolation precautions

· Turn on the negative pressure machine for Airborne Precautions and verify, using monitor, that room is in negative pressure
· Place appropriate Isolation Precautions sign on door
· Place isolation cart with supplies in close proximity to room, or gather necessary supplies and store in nurse server or on stand near room -   See Infection Control Isolation Cart  for list of suggested supplies
· If patient is in Contact Precautions for an MDRO place yellow MDRO label in patient ID band and on front of chart

· Provide education to patient and family about precautions, including their responsibilities  (see patient education brochures)

· Document category of and reason for precautions, and education provided, in clinical record

Standard Precautions 
To reduce the risk of transmission of microorganisms from both recognized and unrecognized sources, all patient care staff will treat each patient using Standard Precautions.  Personal protective equipment (PPE) is worn not only to provide a protective barrier for personnel but also to protect the patient from microorganisms present on the hands of personnel and to reduce the likelihood of personnel contaminating their hands or clothing and transmitting microorganisms to the environment or to other patients.

PROCEDURES:

· Standard Precautions are required for every patient and apply to potential or actual contact with:  blood; all body fluids, secretions and excretions (except sweat) regardless of whether they contain blood; skin rashes; non-intact skin; mucous membranes; and contaminated items or surfaces
· As appropriate, personal protective equipment (PPE) such as gloves, gowns, aprons, masks, face shields or goggles are maintained on each patient unit and in each diagnostic or therapeutic area where patients are given direct care
· Hand hygiene will be performed between patient contacts; after contact with an actually or potentially contaminated item; after inadvertent contact with blood, body fluids, secretions, or excretions; and immediately after gloves are removed

· Use of gloves is not a substitute for hand hygiene  

· Gloves must be worn when there is significant risk that hands may be contaminated with blood or any body fluid, secretion or excretion or when touching mucous membranes, a skin rash or non-intact skin

· It may be necessary to change gloves and perform hand hygiene between tasks and procedures on the same patient to prevent cross-contamination of different body sites (e.g. after starting an IV but before doing tracheal suctioning or emptying a urinary drainage bag)

· Gloves are removed immediately after use
· Hand hygiene is performed before touching non-contaminated items or environmental surfaces and before going to another patient
· Employees will be provided with a suitable alternative type of glove by Materiel Distribution Branch (MDB) or their service as appropriate if a Dermatologist documents that an employee has an allergy to the material in the type of gloves routinely provided  
· Glove liners will not be used at this facility
· A gown must be worn when there is significant risk that providing patient care would lead to significant soiling of the caregiver’s clothing with blood, body fluids, secretions or excretions

· Wear a gown when bathing patient, cleaning patient after voiding, changing dressings on major wounds or when irrigation is required, or other activities that require close contact with patient

· A face shield or safety glasses and mask (or goggles and mask) must be worn when there is significant risk that providing patient care would result in splashes or sprays of blood, body fluids, secretions or excretions into the facial area

· Soiled gowns and/or face protection will be removed as promptly as possible, and hand hygiene performed to avoid transfer of microorganisms to other patients or environments
· Needles, syringes, and other sharps will be disposed of in impervious containers located as close to the point of use as possible - See  Sharps and Sharps Containers for additional information 
See also CDC Recommendations for Isolation Precautions in Hospitals: www.cdc.gov/ncidod/hip/isolat/isopart2.htm 

Expanded Precautions (Isolation/Precautions Categories)
Categories of isolation/precautions are established to prevent the spread of infectious agents among patients, personnel, or visitors.  As soon as a condition requiring precautions (in addition to Standard Precautions) is suspected or diagnosed, patients will be placed in one or more of the following categories of expanded as appropriate:  Airborne, Contact, Droplet, Neutropenic.
PROCEDURES:
· The physician or registered Nurse (RN) will order the appropriate type of expanded precautions using the standard order set as soon as a patient in his or her care is suspected of or diagnosed as having a condition requiring such precautions
· If a physician is not immediately available, an RN will initiate the appropriate category of expanded precautions
· Ward staff will document initiation and discontinuation of specific precautions, and education of the patient and significant others in the clinical record
· When a patient is placed in expanded precautions, ward staff will place the necessary supplies (gowns, gloves, masks, etc) near the patient room, where they can be accessed from outside the room

· An infection control isolation cart or the nurse server may be used for this purpose – see Infection Control Isolation Carts
· One cart can be used for more than one isolation/precautions room if they are in close proximity
· Ward staff will identify patients with an MDRO in Contact Precautions by placing the yellow MDRO tag on the patient ID band
· If the patient is cleared the yellow MDRO tag will be removed

· When a patient in expanded precautions leaves the ward for tests, therapy or appointments ward staff must notify the receiving area(s) that the patient is in expanded precautions

· The ward staff will also ensure that the patient is appropriately masked and/or garbed, and has performed hand hygiene - see description of specific precautions for more details

· Staff at the receiving area(s) will ask inpatients or the escort staff about isolation/precaution status and will check for the MDRO label on the patient’s ID band

See CDC Recommendations for Isolation Precautions in Hospitals: www.cdc.gov/ncidod/hip/isolat/isopart2.htm

Expanded Precautions 
Airborne Precautions

Airborne Precautions is used for suspected or diagnosed conditions transmitted by airborne droplet nuclei such as:

· Measles
· Chickenpox
· Disseminated varicella zoster
· Tuberculosis
· SARS/Pandemic influenza*
· Smallpox*
· Vaccinia*
* See SARS Patient Care Policy and Pandemic/Avian/Novel Influenza Patient Care Policy for more complete information on precautions required

Initiating Precautions - see Initiating Isolation Precautions
· Patients are to be placed in Airborne Precautions as soon as an appropriate condition is suspected or tests are initiated to rule it out
· Contact Precautions required in addition to Airborne Precautions for all of above conditions except for Tuberculosis and measles
· Ward staff will notify ICES when any patient is placed in Airborne Precautions
· Patients in Airborne Precautions are housed only in private rooms that are constantly under negative pressure and continually monitored

· The door of negative pressure rooms must be kept closed at all times even if the patient is not in the room
· Staff will
· Place a blue Airborne Precautions sign on the door of the patient’s room
· Assemble and store PPE and other necessary equipment in an isolation cart or other storage area located near the room
· Educate the patient and family about reasons for Airborne Precautions and what they need to do to help prevent the spread of infection
· Document initiation of and reason for precautions, and education of patient and family in the clinical record
Use of PPE
· For vaccine preventable diseases (i.e. measles, chickenpox, zoster, smallpox) only immune staff may enter the room
· A mask is not required for immune staff
· Staff will wear an N95 respirator to enter the room in cases of active or suspected tuberculosis
· Whenever a patient in Airborne Precautions is outside the negative pressure room he/she must wear a surgical mask at all times

· Routine Standard Precautions may require use of additional PPE
N95 respirators
· Are not single use items; may be used for a whole shift 
· Should be discarded when becomes visibly soiled or wet
Transportation
· Patient movement and transport should be for essential purposes only

· Ward staff will inform receiving ward/clinic that patient is in Airborne Precautions

· Staff of the receiving ward/clinic will ask inpatients or the escort staff about isolation/precautions status 

· Patient will wear a surgical mask whenever he/she is not in a negative pressure room
· Appointments should be scheduled at a time when there will be minimal exposure to other patients and staff if possible
· Ward staff will coordinate with OR/anesthesia staff so the surgical patient in Airborne Precautions is transported directly to the assigned operating room (OR) suite, and not placed in the pre-op hold area
HEPA filters such as the NQ500 machines will be used in the OR when surgery is required for a patient in Airborne Precautions
Visitors
· Access to room should be limited to visitors who are not susceptible or are already exposed and those health care workers necessary for care 
· Visitors who have been living with a TB patient do not need to wear respiratory protection
· All other visitors will be given an N95 respirator to wear when in the patient room, with instructions for use.  If unable to tolerate the N95 visitors will be instructed to wear a surgical mask.
Disinfection of equipment
· Disinfect any non-disposable equipment that came into contact with the patient's respiratory secretions using the approved hospital disinfectant  
· The employee will wear appropriate PPE while disinfecting equipment 
Removal from Airborne Precautions
· Airborne Precautions will not be discontinued without prior approval from the ICES
· Precautions may be discontinued for chickenpox and zoster when skin lesions are dry and crusted, with authorization from ICES
· Precautions for measles are continued for the duration of illness

· Precautions may be discontinued for SARS/Pandemic Influenza when authorized by ICES
· Precautions may be discontinued for Smallpox when skin lesions are dry and have fallen off, with authorization from ICES
· Precautions may be discontinued for suspected pulmonary or laryngeal TB when:
· Primary diagnosis is other than TB AND TB is no longer in the differential diagnosis
· Three negative sputum smears for acid fast bacilli (AFB) collected from 8 to 24 hours apart, with at least one from early morning,  or a combination of any number of negative sputum smears and a negative bronchioalveolar lavage (BAL) AND TB is no longer in the differential diagnosis  (Continue precautions if the clinical picture and/or chest x-ray (CXR) is suggestive of TB and it remains in the differential diagnosis)
· One BAL negative for AFB by smear in a patient less than three years old
· With positive sputum smear, if cultures are reported negative for M. tuberculosis
· Precautions may be discontinued for known pulmonary or laryngeal TB when the patient is on effective therapy AND is improving clinically AND has 3 negative AFB smears collected from 8 to 24 hours apart, with at least one from early morning
· Patient may be discharged home before precautions are discontinued at the discretion of the physician/community health nurse

· With instructions to wear mask and limit travel

· If no children under the age of 4 live in the household

If no immunecompromised individuals live in the household

ICES staff will consult Infectious Disease Service (IDS) for exceptions to protocol in special circumstances
See CDC Guidelines for Preventing the Transmission of Mycobacterium tuberculosis in Health-Care Settings, 2005.
Expanded Precautions 
Contact Precautions

Contact Precautions is used for patients suspected or confirmed to be infected or colonized with epidemiologically important microorganisms that can be transmitted by direct contact with the patient or indirect contact with the environment.  In this hospital Contact Precautions are most often used for:

· MDROs including ESBLs
· C. difficile
· infestations such as scabies 
· eye infections due to highly contagious organisms
· wounds whose drainage cannot be contained in a dressing
Initiating Contact Precautions  
· Patients will be placed in Contact Precautions as soon as a condition requiring precautions is identified – see Initiating Isolation Precautions
· Patients with suspected C. difficile will be placed in precautions at the time a specimen is sent for testing rather than waiting for results to be received
· A patient with a history of acinetobacter or an MDRO such as MRSA, Vancomycin resistant enterococcus (VRE), resistant Acinetobacter (rAcb) or other ESBL or resistant gram negative organisms who was not cleared on a previous admission will be placed in Contact Precautions on readmission
· The patient ID band will have a yellow MDRO label attached if the reason for precautions is a multi-drug resistant organism
· A private room is highly recommended unless cohorted with other patients with the same organism
· When a private room is not available and cohorting is not possible the patient should not be placed in a room with a patient or patients
· who are scheduled for surgery during that admission
· who have increased susceptibility to infection because of recent surgery
· who have an invasive device
· who have an immunosuppressive disease or are receiving an immunosuppressive agent 
· Staff will

· Place a green Contact Precautions sign on the door of the patient’s room 
· Assemble and store PPE and other necessary equipment in an isolation cart or other storage area located near the room – see Infection Control Isolation Carts
· Educate the patient and family about reasons for Contact Precautions and what they need to do to help prevent the spread of infection (see Patient Education brochures)
· Document initiation of and reason for precautions, and education of patient and family in the clinical record
Use of PPE  
· Staff will don gloves when entering the room

· Staff will change gloves between contact with body sites and contact with devices such as foleys or IV catheters

· Staff will perform hand hygiene immediately after removal of gloves
· Staff will wear gowns when entering the room if contact with the patient or the environment, i.e. furniture and equipment, is expected
· Staff will remove gown before leaving the patient’s room

· Staff will perform hand hygiene immediately after removal of the gown and gloves
· Staff must wear a mask only if there is a risk of patient secretions or excretions coming into contact with eyes, nose, or mouth (Standard Precautions)
· Access by health care workers should be limited to the designated physician and the minimum number of health care workers necessary for care in order to reduce the risk for transmission
Transportation
· Patients may leave their room but should avoid clinical areas except for medical reasons (therapy, tests, etc.)
· Ward staff will inform receiving ward/clinic that patient is in Contact Precautions

· Staff of the receiving ward/clinic will ask inpatients or the escort staff about isolation/precaution status and will check for the MDRO label on the patient’s ID band

· When a patient leaves his/her room 
· All secretions/excretions must be controlled
· The patient must be wearing clean clothes or be covered with a clean sheet
· The patient will perform hand hygiene prior to leaving the room and adhere to good hand hygiene practices while out of the room
· When a patient with an MDRO is unable to control his/her respiratory secretions a surgical mask may be placed on the patient when the patient leaves the room
Visitors
· Visitors are not required to wear PPE unless providing patient care
· Visitors must clean their hands every time they leave the room using soap and water or alcohol hand gel
· Visitors should not visit other patients after visiting a patient in Contact Precautions
· Visitors should be limited to relatives and close friends only and limit the number at any one time to reduce the risk for transmission
· Ward staff will educate visitors about how to help prevent transmission of infection and the need to perform hand hygiene each time they leave the room (see Patient Education brochures) 
· Patients on wards and their visitors will not visit patients in the Intensive Care units
Disinfection of equipment
· Reusable equipment such as stethoscopes, thermometers, vital sign machines, commodes, IV pumps, etc. should be dedicated for use by the patient during his/her stay and remain in the room if possible
· Any reusable equipment that has come into contact with the patient or the environment must be disinfected using the hospital approved disinfectant prior to being removed from the room
· X-ray plates will be covered with plastic before being positioned and coming in contact with the patient

· The cover will then be removed and discarded appropriately prior to storing the plate in the portable X-ray machine

· The x-ray machine must be cleaned with the approved hospital disinfectant prior to removal from the room
· Employees will wear PPE when disinfecting equipment 
· Small portable devices that cannot be dedicated to the room such as glucometers, bladder scanners, etc. may be covered in a plastic bag while in the room if the device will work while in a bag

· The plastic is removed and discarded when the device is removed from the room

Discontinuation of Contact Precautions
· Primary care teams (nurses or physicians) will coordinate with ICES to determine when it is appropriate to initiate the clearing protocol and what laboratory tests are required
· Contact Precautions will not be discontinued without the approval of the ICES 
· In isolated circumstances modifications may be made to the clearing protocol after consultation with and approval of the ICES
· Precautions may be discontinued for wounds with drainage not contained by dressing, when the amount of drainage has decreased so that it is consistently contained by the dressings between dressing changes unless an MDRO has also been identified
· Precautions may be discontinued for C. difficile when the patient has completed several days of therapy and is no longer symptomatic
MRSA
· Surveillance cultures of original sites (if open wounds, sputum or urine) AND nasal swabs are required to clear the patient and discontinue precautions
· Nasal swabs - After all effective* antibiotics have been discontinued for 72 hours, obtain nasal swab; repeat in 24-48 hours 
· Surveillance culture of original site (if open wound, sputum or urine)
· After all effective* antibiotics have been discontinued for 72 hours obtain culture of original site; repeat in 24-48 hours
· Patients with known MDRO colonization who are readmitted require only one culture of original site (if open wound, sputum or urine) AND one nasal swab if cultures are obtained before the start of any treatment or medication
· ICES will verify and approve discontinuation of precautions if all cultures are negative 
· Patients undergoing decolonization with mupirocin must be off treatment for 72 hrs before obtaining nasal swabs
· If dosing interval of antibiotics was >24 hrs, wait at least twice the dosing interval before obtaining cultures
· Order culture in CHCS as “r/o MRSA” 
VRE
· Surveillance cultures of original sites (if open wounds, sputum, or urine) AND stool cultures or rectal swabs are required to clear the patient and discontinue precautions
· After all effective* antibiotics have been discontinued for 72 hours, obtain two stool cultures or rectal swabs at one week intervals 
· Surveillance culture of original site (if open wound, sputum or urine)
· After all effective* antibiotics have been discontinued for 72 hours obtain culture of original site; repeat in 24-48 hours
· ICES will verify and approve discontinuation of precautions if all cultures are negative 
· If dosing interval of antibiotics was >24 hrs, wait at least twice the dosing interval before obtaining culture 
· Order cultures in CHCS as “r/o VRE”
· Precautions may be discontinued based on one negative culture from a stool or rectal swab taken after all effective* antibiotics have been discontinued for 72 hours, if the patient’s last positive culture was more than one year ago 
Acinetobacter
· Surveillance skin cultures AND cultures of original sites (if open wounds, sputum or urine) are required to clear the patient and discontinue precautions
· Surveillance skin cultures may be obtained while the patient is still on antibiotics
· Two sets of cultures 24-48 hours apart are required
· Order cultures in CHCS as “r/o Acinetobacter”

· Surveillance cultures of the original site (if open wound, sputum or urine)
· After all effective* antibiotics have been discontinued for 72 hours obtain culture of original site; repeat in 24-48 hours
· Order cultures in CHCS as “r/o Acinetobacter”
· ICES will verify and approve discontinuation of precautions if all cultures are negative 
· If dosing interval of antibiotics was >24 hrs, wait at least twice the dosing interval prior to obtaining culture
Other Gram negative organisms (MDRO & ESBL)

· Surveillance stool cultures, rectal swabs or urine cultures AND cultures of all previous sites (if open wound, sputum or urine) are required to clear the patient and discontinue precautions
· After all effective* antibiotics have been discontinued for 72 hours, obtain two stool cultures, rectal swabs or urine cultures at least one week apart 
· Order cultures in CHCS as “r.o MDRO”
· Surveillance cultures of previously positive sites (if open wound, sputum or urine)
· After all effective* antibiotics have been discontinued for 72 hours obtain culture of  sites; repeat in one week
· Order cultures in CHCS as “r.o MDRO”
· ICES will verify and approve discontinuation of precautions if all cultures are negative

· If dosing interval of antibiotics was >24 hrs wait at least twice the dosing interval prior to obtaining culture

* Effective antibiotic = one to which the organism is proven susceptible.  Coordination with Infectious Disease Service to determine “effective” may be necessary. 
CDC Recommendations for Isolation Precautions in Hospitals 2005  http://www.cdc.gov/ncidod/hip/isolat/isopart2.htm
CDC Management of Multidrug-Resistant Organisms In Healthcare Settings, 2006   http://www.cdc.gov/ncidod/dhqp/pdf/ar/mdroGuideline2006.pdf
APIC  International Infection Control Council, Best Infection Control Practices for Patients with Extended Spectrum Beta-Lactamase Enterobacteriacae 2006
Expanded Precautions 
Droplet Precautions

Droplet Precautions is used for patients suspected or known to be infected or colonized with epidemiologically important microorganisms that are transmitted by large particulate droplets such as influenza and meningococcal meningitis.

Initiating Precautions 
· Patients are to be placed in Droplet Precautions as soon as the infection is suspected or tests are initiated to rule it out – see Initiating Isolation Precautions
· Ward staff will notify ICES when a patient is placed in Droplet Precautions
· A private room is recommended;  when a private room is not available, the patient should be cohorted with another patient with the same infection 
· Special air handling and ventilation are not necessary, and the door may remain open
· Spatial separation of at least three feet should be maintained between the patient and other patients  
· Staff will

· Place a pink Droplet Precautions sign on the door of the patient’s room 
· Assemble and store PPE and other necessary equipment in an isolation cart or other storage area located near the room
· Educate the patient and family about reasons for Droplet Precautions and what they need to do to help prevent the spread of infection
· Document initiation of and reason for precautions, and education of patient and family in the clinical record
Use of PPE  
· Staff will wear a surgical mask when in the same room with the patient and will remove mask before leaving the room
· Routine Standard Precautions may require use of additional PPE
Transportation
· Limit the transport of the patient from the room to essential purposes only
· The patient will wear a surgical mask when he/she is not in his/her room

· Ward staff will inform receiving ward/clinic that patient is in Droplet Precautions

· Staff of the receiving ward/clinic will ask inpatients or the escort staff about isolation/precaution status 

Visitors
· Visitors will wear surgical masks when in the same room with the patient 
· Ward staff will educate visitors about how to help prevent transmission of infection including hand hygiene 
Disinfection of equipment
· Reusable equipment such as stethoscopes, thermometers, vital sign machines, commodes, IV pumps, etc. should be dedicated for use by the patient during his/her stay and remain in the room if possible
· Any reusable equipment that has come into contact with the patient or the environment must be disinfected using the hospital approved disinfectant prior to being removed from the room 
· Employees will wear PPE when disinfecting equipment
Discontinuation of Droplet Precautions
· Precautions may be discontinued when the illness is resolved and the patient is no longer symptomatic
· Precautions for meningococcal meningitis may be discontinued 24 hours after initiation of effective antibiotic therapy

· Contact ICES for confirmation before discontinuing precautions 
CDC Recommendations for Isolation Precautions in Hospitals 2005  http://www.cdc.gov/ncidod/hip/isolat/isopart2.htm
CDC Management of Multidrug-Resistant Organisms In Healthcare Settings, 2006   http://www.cdc.gov/ncidod/dhqp/pdf/ar/mdroGuideline2006.pdf
APIC  International Infection Control Council, Best Infection Control Practices for Patients with Extended Spectrum Beta-Lactamase Enterobacteriacae 2006
Expanded Precautions 
Neutropenic Precautions

Neutropenic Precautions is used for patients who are profoundly immunosuppressed. Because bone marrow transplant patients and acute leukemic patients are more profoundly neutropenic for a longer period of time than other immunosuppressed patients they are at higher risk of acquiring healthcare associated infections.

Initiating Neutropenic Precautions
· Patients will be placed in precautions as soon as a condition requiring precautions is identified
· A private room is highly recommended, and is required for bone marrow transplant patients and acute leukemia patients
· Special air handling and ventilation are not necessary; door to patient room will be kept closed for bone marrow transplant patients and acute leukemics  
· Staff will

· Place a white Neutropenic Precautions sign on the door of the patient’s room
· Assemble and store PPE and other necessary equipment in an area near the room
· Educate the patient and family about reasons for Neutropenic Precautions and what they need to do to help prevent the spread of infection
· Document initiation of  and reason for precautions, and education of patient and family in the clinical record
Use of PPE
· Patients may choose to wear a surgical mask when outside their room but this is not required
· Routine Standard Precautions may require the use of PPE
· Staff will be diligent about performing hand hygiene BEFORE entering the room as well as at other times
· Staff with mild upper respiratory infections will wear a surgical mask when caring for the patient

· Staff with gastrointestinal infections or skin infections will not care for patients in Neutropenic Precautions
Transportation
· Patients are not limited to their rooms but are encouraged to avoid crowded areas
· Ward staff will inform receiving ward/clinic that patient is in Neutropenic Precautions

· Staff of the receiving ward/clinic will ask inpatients or the escort staff about isolation/precaution status 
· Standard Precautions will be followed by staff when transporting a patient in Neutropenic Precautions
Visitors
· A visitor with a respiratory infection, gastrointestinal infection, or a skin rash will be asked not to see the patient
· Live plants or flowers will not be kept in the patient room
· Ward staff will educate visitors about how to help prevent transmission of infection including hand hygiene
Discontinuation of Neutropenic Precautions
· Discontinuation of precautions will be a decision of the physician provider and does not require confirmation by ICES
Discontinuing Isolation Precautions 

Airborne Precautions
· Airborne Precautions will not be discontinued without prior approval from the ICES
· Chickenpox and zoster

· Precautions may be discontinued for chickenpox and zoster when skin lesions are dry and crusted, with authorization from ICES

· Measles

· Precautions for measles are continued for the duration of illness
· SARS/Pandemic Influenza

· Precautions may be discontinued for SARS/Pandemic Influenza when authorized by ICES
· Smallpox

· Precautions may be discontinued for Smallpox when skin lesions are dry and have fallen off, with authorization from ICES
· Tuberculosis
· Airborne Precautions will not be discontinued without prior approval from the ICES
· Precautions may be discontinued for suspected pulmonary or laryngeal TB when:
· Primary diagnosis is other than TB AND TB is no longer in the differential diagnosis
· Three sputum smears negative for AFB collected from 8 to 24 hours apart, with at least one from early morning, or a combination of any number of negative sputum smears and a negative BAL AND TB is no longer in the differential diagnosis  (Continue precautions if the clinical picture and/or CXR is suggestive of TB and it remains in the differential diagnosis)
· One BAL negative for AFB by smear in a patient less than three years old
· With positive sputum smear, if cultures are reported negative for M. tuberculosis
· Precautions may be discontinued for known pulmonary or laryngeal TB when the patient is on effective therapy AND is improving clinically AND has 3 negative AFB smears collected from 8 to 24 hours apart , with at least one from early morning
· Patient may be discharged home before precautions are discontinued at the discretion of the physician/community health nurse

· With instructions to wear mask and limit travel

· If no children under the age of 4 live in the household

· If no immunecompromised individuals live in the household

· Contact Precautions
· Primary care teams (nurses or physicians) will coordinate with ICES to determine when it is appropriate to initiate the clearing protocol and what labs are required
· Contact Precautions will not be discontinued without the approval of the ICES 
· In isolated circumstances modifications may be made to the clearing protocol after consultation with and concurrence by, the ICES
· Precautions may be discontinued for wounds with drainage not contained by dressing when the amount of drainage has decreased so that it is consistently contained by the dressings between dressing changes unless a MDRO has also been identified
· Precautions may be discontinued for C. difficile when the patient has completed several days of therapy and is no longer symptomatic
· MRSA

· Surveillance cultures of original sites (if open wounds, sputum or urine) AND nasal swabs are required to clear the patient and discontinue precautions
· Nasal swabs - After pt. has been off all effective* antibiotics for 72 hours obtain nasal swab; repeat in 24-48 hours 
· Surveillance culture of original site (if open wound, sputum or urine)
· After all effective* antibiotics have been discontinued for 72 hours obtain culture of original site; repeat in 24-48 hours
· Patients with known MDRO colonization who are readmitted require only one culture of original site (if open wound, sputum or urine) AND  one nasal swab if cultures are obtained before the start of any treatment or medication

· ICES will verify and approve discontinuation of precautions if all cultures are negative
· Patient undergoing decolonization with mupirocin must be off treatment for 72 hrs before to obtaining nasal swabs
· If dosing interval of antibiotics was >24 hrs wait at least twice the dosing interval before obtaining cultures
· Order culture in CHCS as “r/o MRSA” 
· VRE

· Surveillance cultures of original sites (if open wounds, sputum or urine) AND stool cultures or rectal swabs are required to clear the patient and discontinue precautions
· After all effective* antibiotics have been discontinued for 72 hours, obtain two stool cultures or rectal swabs at one week intervals 
· Surveillance culture of original site (if open wound, sputum or urine)
· After all antibiotics have been discontinued for 48 hours obtain culture of original site; repeat in 48 hours
· ICES will verify and approve discontinuation of precautions if all cultures are negative
· If dosing interval of antibiotics was >24 hrs wait at least twice the dosing interval before obtaining culture 
· Order cultures in CHCS as “r/o VRE”
· Precautions may be discontinued based on one negative culture from a stool or rectal swab taken after all effective* antibiotics have been discontinued for 72 hours, if the patient’s last positive culture was more than one year ago 
· Acinetobacter

· Surveillance skin cultures AND cultures of original sites (if open wounds, sputum, or urine) are required to clear the patient and discontinue precautions
· Surveillance skin cultures may be obtained while the patient is still on antibiotics
· Two sets of cultures 24-48 hours apart are required
· Order cultures in CHCS as “r/o Acinetobacter”

· Surveillance cultures of the original site (if open wound, sputum or urine)
· After all effective* antibiotics have been discontinued for 72 hours obtain culture of original site; repeat in 24-48 hours
· Order culture in CHCS as “r/o Acinetobacter”
· ICES will verify and approve discontinuation of precautions if all cultures are negative

· If dosing interval of antibiotics was >24 hrs wait at least twice the dosing interval prior to obtaining culture
· Other Gram negative organisms (MDRO & ESBL)

· Surveillance stool cultures, rectal swabs or urine cultures AND cultures of all previous sites (if open wound, sputum or urine) are required to clear the patient and discontinue precautions
· After all effective* antibiotics have been discontinued for 72 hours, obtain two stool cultures, rectal swabs, or urine cultures at least one week apart 
· Surveillance cultures of previously positive sites (if open wound, sputum or urine)
· After all effective* antibiotics have been discontinued for 72 hours obtain culture of  sites; repeat in one week
· ICES will verify and approve discontinuation of precautions if all cultures are negative

· If dosing interval of antibiotics was >24 hrs wait at least twice the dosing interval prior to obtaining culture

*Effective antibiotic = one to which the organism is proven susceptible.  Coordination with Infectious Disease Service to determine “effective” may be necessary.
· Droplet Precautions
· Precautions may be discontinued when the illness is resolved and the patient is no longer symptomatic
· Precautions for meningococcal meningitis may be discontinued 24 hours after initiation of effective antibiotic therapy
· Contact ICES for confirmation before discontinuing precautions 
· Neutropenic Precautions
· Discontinuation of precautions will be a decision of the physician provider and does not require confirmation by ICES
ICES staff will consult Infectious Disease Service (IDS) for exceptions to protocol in special circumstances
See:

CDC Recommendations for Isolation Precautions in Hospitals 2005  http://www.cdc.gov/ncidod/hip/isolat/isopart2.htm
CDC Management of Multidrug-Resistant Organisms In Healthcare Settings, 2006   http://www.cdc.gov/ncidod/dhqp/pdf/ar/mdroGuideline2006.pdf
APIC  International Infection Control Council, Best Infection Control Practices for Patients with Extended Spectrum Beta-Lactamase Enterobacteriacae 2006

Criteria for Clearing for MRSA 


Criteria for Clearing for VRE

Clearing Protocol Summary Chart
Initiate clearance cultures when off antibiotics for 72 hours, wounds are healing ,hardware is clean and pt. is clinically healing. For long term patients readmitted, initiate clearance cultures prior to restart of antibiotics. 
	To clear for:
	When:
	Obtain these cx
	Order as:
	Repeat
	Clear

	Acinetobacter
	Off abx 720,, clinically improved, hardware sites clean & dry
	Groin & axillae
Original  site if sputum, 

urine, or open/draining

wound


	r/o Acinetobacter (ACI) choose site from pick list

same as above
	Same cx in 24-48 hours
	If all cx neg and approved by ICES

	MRSA
	Off abx 720,, clinically improved, hardware sites clean & dry
	Nares

Original  site if sputum, 

urine, or open/draining

wound


	r/o MRSA (MRSA), select #3 nasal swab

same as above, choose correct site from pick list
	Same cx in 24-48 hours
	If all cx neg and approved by ICES

	VRE
	Off abx 720,, clinically improved, hardware sites clean & dry
	Stool cx or rectal swab

Original  site if sputum, 

urine, or open/draining

wound


	r/o VRE (VRE), choose sites from pick list

same as above
	Same cx in 7 days
	If all cx neg and approved by ICES

	MDRO/ESBL Gram negs (KP, PA)
	Off abx 720,, clinically improved, hardware sites

Clean & dry
	Stool cx or rectal swab

Original  site if sputum, 

urine, or open/draining

wound


	r/o MDRO (MDR), choose sites from pick list

same as above
	Same cx in 7 days
	If all cx neg and approved by ICES


Do not culture blood or CSF if these were originally positive. Call ICES for? 782-4350.
MDRO Label on Patient ID Band 
Visual identification of patients colonized or infected with an MDRO is one way of ensuring that appropriate precautions are taken to reduce the risk of transmission, particularly when the patient is not in his/her room.
· All inpatients and APVs who are identified as having an MDRO colonization or infection will have yellow MDRO alert label placed in the side pouch of the patient ID band
· All inpatients identified as having an MDRO colonization or infection will have a corresponding yellow MDRO alert label placed on the front of their chart
· Patients who are in Contact Precautions pending results of surveillance cultures for Acinetobacter will have an MDRO alert label placed in the side pouch of the patient ID band
· PAD will attach a yellow MDRO label to the admission packet for all new admissions identified as having an MDRO 
· The RN will ensure that the yellow MDRO labels are placed in the patient ID band and on the front of the chart
· If surveillance cultures are negative, or the patient is cleared per protocol, the MDRO alert label will be removed from the ID band and front of chart
Environment of Care for Expanded Precautions (EP)
SP = Standard Precautions XE "Standard Precautions"  (decision on use of protective equipment based on judged need)

X = Required

	
	
	Contact
	Airborne
	Droplet
	Contact and Airborne

	Room:
	Private room required 
	
	X
	
	X

	
	Private room preferred 
(May cohort with like organism

If necessary)                                                                                                                               
	      X
	
	X
	

	Air Pressure Change:
	
	X
	
	X

	Hands:
	Must be washed prior to donning PPE XE "PPE" 
	X
	X
	X
	X

	
	During patient care as needed
	X
	X
	X
	X

	
	When PPE is removed     
	X
	X
	X
	X

	
	After handling potentially contaminated equipment
	X
	X
	X
	X

	Gown XE "Gown" :
	Worn for any potential contact with patient, bedside and furniture/equipment 
	X
	SP
	SP
	X

	Gloves XE "Gloves" :
	Worn for any potential contact with patient, bedside and furniture/equipment
	X
	SP
	SP
	X

	Masks:
	To enter room
	
	X
	X
	X

	Respirator:
	To enter room of patient with suspect or diagnosed TB
	
	X
	
	

	Face Shield XE "Face Shield" :  
	To protect from splash or splatter
	SP
	SP
	SP
	SP

	Books:
	No special precautions
	SP
	SP
	SP
	SP

	Documentation XE "Documentation" :
	Type of and rationale for EP XE "TBP" 
	X
	X
	X
	X

	
	Maintenance of EP XE "TBP" 
	X
	X
	X
	X

	
	Patient, family and significant other teaching XE "teaching" 
	X
	X
	X
	X

	Cleaning:
	The room or cubicle and bedside equipment are cleaned using the same procedure as for all other patient rooms
	X
	X
	X
	X

	Nutritional Care
	China tray
	X
	X
	X
	X

	
	Food XE "Food"  tray delivered and picked up by  Nutrition Care
	X
	
	
	

	
	Food XE "Food"  tray delivered and picked up by Nursing
	
	X
	X
	X

	Equipment:
	Reusable items brought to bedside are disinfected with hospital disinfectant before removal from room
	X
	SP
	X
	X

	Linen XE "Linen" :
	Remove bags when 1/2 full
	X
	X
	X
	X

	
	No special identification that this is “Isolation”  linen XE "linen" 
	X
	X
	X
	X

	Blood pressure cuff
	 XE "Sphygmomanometer" Use disposable cuff, keep in room
	X
	
	X
	X

	
	Disinfect before removing from room
	X
	SP
	X
	X

	Terminal Care of Room:
	Routine environmental cleaning by ESD
	X
	X
	X
	X

	
	ESD enters room without respiratory protection one hour after room is vacated
	
	X
	
	X

	Thermometer XE "Thermometer" :   
	Single patient item maintained in room
	X
	X
	X
	X

	Transport XE "Transport" :  
	Patient leaves room for essential purposes only
	
	X
	X
	X

	
	Patient wears clean clothes or is wrapped in a clean sheet  
	X
	
	
	X

	
	Patient wears mask XE "mask"  
	
	X
	X
	X

	
	Advance notification of area to which patient is going
	X
	X
	X
	X

	
	
	
	
	
	

	Visitors XE "Visitors" :
	Do not need to wear PPE
	X
	
	
	

	
	Must wash hands whenever leaving room
	X
	X
	X
	X

	
	Must receive instructions from nursing staff
	X
	X
	X
	X

	
	Must wear mask to enter room
	
	X
	X
	X


Infection Control Isolation Cart 
The Infection Control Isolation Cart will provide a clean working surface and will maintain a compact central storage unit for the special articles necessary to properly carry out isolation precautions.
Procedure: 
· Each unit and/or ward is responsible for keeping its assigned isolation carts and drawers clean and stocked  
· Unit/ ward staff  will maintain the suggested stock levels for each isolation cart (Refer to #2 below)
· Carts will not be used to store supplies other than those used for isolation precautions
· At the beginning of each shift, staff members will inspect the isolation cart for adequate stock levels
· Isolation carts will be cleaned by ward staff when visibly soiled 
· The isolation carts will be placed in the corridor outside isolation patient room(s)
· When isolation cart is not in use, it will be stored in a clean area or in the hallway in a position that will not to impede traffic or hamper emergency exits or equipment (e.g. fire extinguishers, alarm pulls
· Suggested equipment and supplies for storage in each isolation cart:  
· N95 respirators
1 Box



· Surgical masks
1 Box
· Safety goggles
10 per cart
· Face shields 
1 Box
· Isolation Precaution Signage
1 Set
· Gloves
1 Box each size
· Caviwipes
1 container
· Linen Bags
2 bags
· Isolation Gowns
3 packs
· Clear trash bags
3 bags
· Specimen bags
6-8 bags
· Calstat
1 15 ox bottle
Care of the Patient with Highly Transmissible Pathogens such as SARS or Smallpox 
Care for patients with these highly infectious diseases must be provided in a way that also protects the health and safety of staff, visitors, and other patients.

Patients with suspected or confirmed Severe Acute Respiratory Syndrome (SARS) or Smallpox will be placed in both Airborne and Contact Precautions as soon as the diagnosis is suspected

· If the patient is in a clinic he/she will don a surgical mask, be escorted directly to the Emergency Department (ED), and placed into a negative pressure room
· If the patient is in the ED he/she will be placed into a negative pressure room as soon as diagnosis is suspected
· If the patient is admitted, placement will be in a negative pressure room
· As long as negative pressure rooms are available, patients will be housed and cared for on the wards in those rooms

· If more than 4-5 patients need to be hospitalized at a given time the Commander will decide whether/when to activate the emergency management plan for highly transmissible pathogens
Airborne AND Contact Precautions 
· Negative pressure room, door to remain closed at all times
· N95 respirator to enter room, respirator is removed after leaving the room
· Gown and gloves to enter room, gown and gloves are removed before leaving room
· All trash generated in the patient room will be discarded in red bag regulated medical waste (RMW) trash

· Meals will be served using disposable trays, dishes and utensils
· For smallpox only, soiled linen will be placed in red RMW bags for collection and transportation to linen cleaning facility

· Facilities Management Division (FMD) will verify correct functioning of negative pressure equipment every eight hours

· Precautions may be discontinued when authorized by ICES
Patients in the rooms within the same quadrant of the ward as the SARS/Smallpox patient will be transferred to other rooms/wards as soon as possible

· Unless the rooms adjacent to the SARS/Smallpox patient’s room are negative pressure rooms also occupied by SARS/Smallpox patients, those rooms should remain vacant 
Pulmonary Medicine Service will be consulted in all cases of SARS

Healthcare workers
· A nurse assigned to care for SARS/Smallpox patients will not care for other patients 
· No students, including medical students and nursing students, will care for SARS/Smallpox patients
· Only the designated physician will enter the room unless he/she needs assistance
· If assistance is necessary, the number of staff should be restricted to the absolute minimum 
· Only designated support staff, (e.g.. housekeeper, social worker) will enter the room

· All people will sign in and out when entering or leaving the room except for the assigned nurse who will only sign in once at the beginning of the shift 
· The assigned nurse will deliver and pick up dietary trays

· No volunteers will enter the room

· Only therapists providing necessary medical care will enter

· A designated housekeeper will clean daily, and will not clean other patient rooms unless it is another SARS/Smallpox patient
Visitors will be limited to immediate family members already exposed,  Visitors will
· Wear gowns, gloves, and N95 respirators when in patient room; visitors who are unable to tolerate a respirator will not be allowed to visit
· Will perform hand hygiene EVERY TIME they leave the room

· Will be instructed not to visit any other areas in the hospital

The nurse will educate the patient and family on appropriate precautions and hand hygiene – see patient education brochures
The room will be stocked with disposable equipment as much as possible; other equipment brought into the room will stay in the room
· Vital sign equipment
· Blood pressure cuff
· Stethoscope
· Glucose testing machine
· Label gun
· IV pumps
See CDC guidelines SARS: Infection Control in Healthcare, Home, and Community Settings:  www.cdc.gov/ncidod/sars/guidance/I/healthcare.htm

CDC Smallpox Response Plan and Guidelines:
www.bt.cdc.gov/agent/smallpox/response-plan/index.asp

Interim Recommendations for Infection Control in Health-Care Facilities Caring for Patients with Known or Suspected Avian Influenza:
www.cdc.gov/flu/avian/professional/infect-control.htm
Use of Precautions in the Outpatient Areas 

A marked increase in community acquired MDRO colonization and infection in patients WITHOUT known risk factors suggests that all patients should be assumed potentially colonized/infected.

Procedures:

Standard Precautions will be used with all patients all the time.

· Gloves will be worn for any contact with an inpatient who is in Contact Precautions who is being seen in an outpatient setting

· Gloves will be worn for any contact with potentially infectious secretions or excretions except sweat, non-intact skin, mucus membranes or infestations

· Gowns will be worn when there is a risk of contamination of clothing from potentially infectious secretions or excretions

· Masks and eye protection will be worn when there is a risk of contamination of the face and mucus membranes from with potentially infectious secretions or excretions

Environmental surfaces with which the patient has had significant contact will be cleaned with the hospital approved disinfectant following the patient visit

· Sheets or paper coverings on exam tables or chairs will be changed between each patient

· Sheets and pillow cases will be changed between each patient

· Exam tables or chairs will be cleaned with hospital approved disinfectant if they become visibly soiled or contaminated with body secretions or excretions

Common use equipment (e.g. thermometers, blood pressure cuffs, stethoscopes, etc.) that has come in direct contact with the patient’s skin or mucus membranes will be cleaned by the clinician with alcohol or the hospital approved disinfectant before use on another patient

· Whenever possible a barrier such as clothing should be used between the patient and such equipment, or disposable equipment should be used
· Disposable blood pressure cuffs may be used and discarded when become contaminated or visibly soiled
PPE including gowns, gloves, masks, and eye protection will be readily available in all areas where patients are seen

Staff will practice aggressive hand hygiene 
Given the minimal level of medical/surgical care provided on the inpatient psychiatric ward (Ward 54) and the lack of invasive procedures this area will be considered equivalent to an outpatient area for isolation precautions purposes and will follow above guidelines

· Standard Precautions will be used for all patients, including those with multiple drug resistant organisms

· If a patient became ill with an infectious disease that required isolation precautions they would be transferred to a medical/surgical ward for appropriate care and isolation.

Inpatients seen in outpatient areas

· If inpatients are in a category of expanded precautions those precautions will be used in the outpatient area also

· Ward staff is responsible for informing receiving clinic that patient is in expanded precautions

· Staff of the receiving clinic will ask inpatients or the escort staff about isolation/precaution status and will check the ID band for the MDRO label 

· An inpatient in Droplet or Airborne Precautions should not be seen in an outpatient area unless it is necessary for his/her medical care

· The patient in Droplet Precautions will wear a surgical mask at all times when outside of his/her room
· The patient in Airborne Precautions will wear a surgical mask at all times when outside his/her negative pressure room, OR
· For TB, SARS, Smallpox unless a negative pressure room is used and all other people in the room are wearing N95 respirators

Exposure to Common Infectious Diseases

Although exposure to infectious diseases cannot always be avoided the risk of transmitting infection to patients, visitors, or other staff can be substantially reduced by using appropriate precautions.  Post exposure prophylaxis and work restrictions for personnel can also reduce the risk of transmission.
Procedures:

Exposures to various common infectious diseases may occur at work or in the community.  Staff will report to either ICES or the Occupational Health Clinic (OHC) any known unprotected exposure to, or active infection with 

· Chickenpox/Herpes zoster (varicella, shingles)
· Rubeola (measles)

· Pertussis

· Herpes Simplex infections

· Cytomegalovirus (CMV)

· Meningococcal meningitis
· Conjunctivitis

Using the appropriate precautions as specified in this manual provides protection from the risk of infection

· Report any patient with one of the above infectious diseases to ICES  as soon as diagnosis is suspected
· Those staff who are documented to have immunity to vaccine-preventable diseases should be assigned to care for infected patients in preference to those who are not immune or whose status is not known

Specific information:

· Chickenpox/herpes zoster (varicella, shingles)

· Airborne and Contact Precautions required for patients with active chickenpox or disseminated shingles

· Contact Precautions alone required for shingles limited to one or two dermatomes

· Transmission occurs by direct contact, droplet or airborne spread of vesicle fluid or respiratory secretions

· Post exposure prophylaxis is available

· Non-immune exposed personnel will report to the OHC during duty hours or the ED during off duty hours for evaluation and management

· Work restrictions will be required for exposed non-immune personnel and for those with active chickenpox
· Work restrictions may be required for personnel with shingles
· Rubeola (measles)
· Airborne Precautions required for patients

· Transmission occurs by large droplets and the airborne route
· Post exposure prophylaxis is available

· Non-immune exposed personnel will report to the OHC during duty hours or the ED during off duty hours for evaluation and management

· Work restrictions will be required for exposed non-immune personnel and for those with active measles

· Bordetella Pertussis

· Droplet Precautions required for patients
· Transmission occurs by contact with respiratory secretions or large droplets

· Post exposure prophylaxis is available

· Non-immune exposed personnel will report to the OHC during duty hours or the ED during off duty hours for evaluation and management

· Work restrictions will be required for exposed non-immune personnel and for those with active pertussis
· Herpes Simplex

· Standard Precautions required for patients, with addition of Contact Precautions for neonates, primary or severe mucocutaneous or disseminated disease
· Transmission occurs by contact with infected secretions or lesions

· No post exposure prophylaxis is available

· Work restrictions required for personnel with herpetic whitlow (infection of the finger)

· Work restrictions not usually required for personnel with orofacial lesions unless working with high risk immunocompromised patients

· Aggressive hand hygiene is essential

· Cytomegalovirus (CMV)

· Standard Precautions required for patients

· Transmission appears to be through contact with infected secretions

· No post exposure prophylaxis is available

· No work restrictions are required

· Meningococcal meningitis

· Droplet Precautions required for patients for 24 hours after initiation of effective antibiotic therapy

· Transmission occurs by large droplets

· Post exposure prophylaxis is available

· Exposed personnel will report to the OHC during duty hours or the ED during off duty hours for evaluation and management

· No work restrictions are required if prophylaxis is started promptly

· Conjunctivitis (infectious source)
· Contact Precautions required for patients
· Transmission occurs by contact with drainage from eye or with contaminated objects

· No post exposure prophylaxis is available

· Exposed personnel will report to the OHC during duty hours or the ED during off duty hours for evaluation and management

· Work restrictions required for diagnosis of conjunctivitis from an infectious source

See Control of Communicable Diseases Manual, Current Edition
Change Intervals for Devices 
	Device
	Change Interval

	Aerosol XE "Aerosol"  trach XE "trach"  collar 
	Q 48 hours and between patients

	Aerosol XE "Aerosol"  mask XE "mask" 
	Q 48 hours and between patients

	Aerosol XE "Aerosol"  tubing and connectors
	Q 72 hours and between patients

	Aerosol XE "Aerosol"  T piece
	Q 48 hours and between patients

	Aerosol XE "Aerosol"  face tent
	Q24 hours and between patients

	Auto Infusion XE "Auto Infusion"  device
	Q 6 hours

	Blood administration tubing XE "Blood administration tubing" 
	Upon completion of infusion and at 24 hours

	Cannula XE "Cannula" , nasal O2 XE "O2" 
	When grossly soiled or malfunctioning and between patients

	Chest tube XE "Chest tube" 
	Upon written order of physician

	Condom drainage catheter XE "catheter" 
	Q 24 H; more frequently as needed

	Connectors and tubing; O2 XE "O2" 
	When grossly soiled or malfunctioning and between patients

	Drainage XE "Drainage"  bag, Foley XE "Foley" 
	When indwelling catheter is changed or when bag is damaged or grossly soiled

	Epidural XE "Epidural"  catheter XE "catheter" 
	Q 96 hours  (inserted and changed only by Anesthesiology)

	External catheter XE "catheter" 
	Q 24 hours; more frequently as needed

	Foley XE "Foley"  drainage bag
	When indwelling catheter is changed or when bag is damaged or grossly soiled

	Foley XE "Foley"  catheter XE "catheter" 
	When non-functioning or damaged; no routine change

	G tube XE "G tube" 
	When damaged or non-functioning

	Humidifier XE "Humidifier" , wall O2 XE "O2" 
	Q48 hours or when empty, and between patients

	IV XE "IV"  fluids
	Lipid emulsions:  Q 12 hours
TPN:  Q 24 hours
Peripheral venous:  Q 72 hours
Peripheral arterial:  Flush solution replaced when transducer and line is changed


	IV XE "IV"  insertion site dressing
	Peripheral venous Q 96 hours and prn
Peripheral arterial:  Q 72 hours and prn
Central venous:  Q 96 hours when administration set is changed and prn
PICC:  When 96 hours and prn
Epidural:  When administration set is changed and prn

	IV XE "IV"  administration tubing


	Peripheral venous:  Q96 hours
Peripheral arterial:  Q96 hours 
Central Venous: Q96 hours

	IV XE "IV"  device 
	Peripheral venous:  Q 96 hours
Peripheral arterial :  Q XE "Arterial" 96 hours
Central-single/double lumen dedicated to TPN :  Indefinite

Central venous:  Indefinite

Implanted devices:  Indefinite

PICC XE "PICC"  line:  Indefinite 

	J tube XE "J tube" 
	When damaged or non-functioning

	Lotion XE "Lotion" , body or hand
	Dispose of container when empty; do not refill

	Multidose medication vial XE "Multidose medication vial" 
	Until expiration date of medication; do not label and date except when manufacturer instructions provide specific “discard by” instructions  

	N / G tube XE "G tube" 
	When damaged or non-functioning

	Nasal cannula
	When grossly soiled or malfunctioning and between patients

	Nebulizer XE "Nebulizer" , high humidity
	Q 48 hours and between patients

	Needle / syringe disposal system
	When 3/4 full

	Oxygen XE "Oxygen"  mask XE "mask" , simple
	Q 48 hours and between patients

	Oxygen XE "Oxygen"  connecting tubing and connectors
	When grossly soiled or malfunctioning and between patients

	Patient controlled analgesia
	From point of initiation, if system (tubing and syringe) is maintained as closed system (never opened or detached), it may be used for 48 hours 

If system used beyond 48 hours, medication is to be changed Q 24 hours and tubing Q 72 hours

	Peritoneal XE "Peritoneal"  dialysis catheter XE "catheter" 
	Indefinite

	Pleurovac XE "Pleurovac" 
	Until full or non-functioning

	Quinton XE "Quinton"  catheter XE "catheter" 
	Indefinite

	Rebreathing XE "Rebreathing"  mask XE "mask" 
	Q 48 hours or and between patients

	Saline, sterile: bottle
	Date & initial when opened; discard after 24 hrs

	Saline, sterile, multidose vial
	Open, use, and discard.  Single use item

	Suction catheter XE "catheter" , single use
	After each episode of suctioning

	Suction catheter XE "catheter" , in-line
	Q 24 hours

	Suction canister and tubing
	When grossly soiled or malfunctioning, when full and between patients

	Texas catheter XE "catheter" 
	Q 24 hours; more frequently as needed

	Tracheotomy XE "Tracheotomy"  tube
	As directed by physician

	Tube feeding XE "Tube feeding"  products
	No product is to hang longer than 8 hours unless it is administered in a closed system where it can hang for 24 hours

	Tube feeding XE "Tube feeding" , administration set for open system
	Rinse feeding bag and tubing with tap water XE "water"  Q 8 hours
Change feeding bag and tubing Q 24 hours

	Tube feeding, administration set for closed system
	Q 24 hours

	Urine drainage XE "Urine drainage"  bag
	With Foley XE "Foley"  catheter XE "catheter"  or external drainage device:

   When non-functioning or damaged.

      

	Ventilator circuits XE "Ventilator circuits" 
	Q 7 days

	Venturi XE "Venturi"  mask XE "mask" 
	Q 48 hours  and between patients

	Wall oxygen, humidifier
	Q 48 hours or when empty and between patients

	Water XE "Water"  pitchers
	When visibly soiled and between patients

	Water, sterile XE "Water" : bottle
	Date & initial when opened; discard after 24 hrs

	Water, sterile multidose vial
	Open, use, and discard.  Single use item.

	Yankauer XE "Yankauer" 
	When visibly soiled


Sharps and Sharps Containers 
Procedures:

Use of sharps

· Do not recap, bend, cut, break or remove needles from syringes
· If a needle must be recapped the one-handed scoop method will be used
· Use sharps safety products whenever possible

· Safety syringes

· Needleless IV system

· Blood transfer devices

· IV catheters

· Butterfly needles

· Lancets

· Blunt tip needles

· Discard sharps immediately after use in an approved sharps container

· Do not place sharps on food trays, on beds or chairs, or in the trash

Sharps containers
· MDB provides sharps containers to ward and clinic areas 
· Sharps containers are located as close to the point of use as possible
· Sharps containers will be secured or stabilized to decrease the risk of containers falling or being knocked over

· In areas where fixed sharps containers cannot be used, a portable approved sharps container such as the pillow type will be used

· Sharps containers will be changed when ¾ full

· Ward or clinic staff will seal the container and remove it to designated holding area
· ESD staff will remove filled containers from the holding area daily and discard them as regulated medical waste
Wall mounted “mailbox” type containers

· The mailbox slot of the container is opened one-handed by pulling one of the tabs on the side of the container toward the user
· The sharp is inserted horizontally into the container
· Do not insert fingers into the opening
· Do not push items into the container
· Do not attempt to insert sharps XE "sharps"  vertically into the container

· Do not place tubing into the container unless the container is specifically designed to accept coils of tubing

· When 3/4 full secure the container by pressing the mailbox slot inward until an audible click is heard

· It is not necessary to tape the container shut
· Do not place the sealed container into a red bag XE "red bag" 
Sharps Containers with opening in the top of the container
· These disposal containers may be secured in a holder on a counter or on the floor 
· The opening must be visible and accessible to prevent a “blind” attempt to insert a sharp into the container
· Sharps are dropped vertically into the opening
· Do not place tubing into the container unless the container is specifically designed to accept coils of tubing

· Do not insert fingers into the opening
· Do not push items into the opening
· When ¾ full, seal the container by closing the slide over the opening until an audible click is heard
· It is not necessary to tape the container shut
· Do not place the sealed container into a red bag XE "red bag" 
Sharps used outside the hospital
· Sharps containers are not provided by the hospital for use by patients using sharps at home, unless returning sharps is required for a clinical investigation
· Sharps are not accepted for disposal by the hospital from sources outside the hospital
· Providers will educate their patients regarding appropriate disposal of sharps in the home  
· An Environmental Protection Agency (EPA) flier entitled “Disposal Tips for Home Health Care” is available from ICES or Environmental Health Department to be photocopied and given to patients
See WRAMC Reg 40-615  Bloodborne Pathogen Exposure Control Plan
        WRAMC Reg 40-2 Waste Disposal 

Storage and Monitoring of Sterile Supplies
Sterile supplies will be stored in such a way that the sterility will not be compromised.
PROCEDURES:
Sterility of items processed in Central Materiel Service (CMS) will be event related rather than date related

· Integrity of the package will be the determining factor in establishing sterility of the item

· Items will be considered sterile unless the packaging is damaged, wet, torn or suspected of being compromised

· Damage includes holes or torn wrappers, broken seals in peel pouches or dust covers, exposure to a contaminated or unsafe environment, contact with the floor, or exposure to any type of moisture
Storage of sterile items

· Wrapped items for clinics and wards will be enclosed in dust covers

· All sterile items will be rotated to assure usage of oldest items first

· Pull from front, stock from back

· Do not mark packages with pen or marker as this may contaminate contents of the package
· CMS will check integrity of packaging and storage method on all items in CMS before issuing items to customers
· Ward or clinic staff will check integrity of packaging and storage method on all items on their unit
· Items will be stored in a closed room or in covered or closed cabinets free of moisture, dust, contamination or vermin
· Sterile packaged material is stored on shelves at least 8 inches off the floor, 2 inches from outside walls, and at least 16 inches below the level of the ceiling sprinkler heads

· Warehouse boxes will not be stored in sterile storage areas

· Avoid packing sterile items too close as this may compromise sterility

Before being used, sterile packaged material is inspected for an expiration date or integrity of packaging
· The integrity of the package will be the determining factor in establishing sterility of the enclosed items in addition to an expiration date if present – see above
· Commercially packaged sterile disposable items with an expiration date will not be used after the expiration date
· Outdated or damaged material is not used and is either discarded or returned to MDB or CMS as appropriate
· Packages that are dropped on the floor must be considered contaminated
See AAMI Standards and Recommended Practices, Volume 1.1, Sterilization, Part I, Current Edition and AORN, Recommended Practices for Selection and Use of Packaging Materials, 2005.
Cleaning/Decontamination of Instruments and Equipment 
Instruments and equipment can be part of the chain of transmission of infection if not correctly maintained and cleaned between use by different patients.
PROCEDURES:
Decontamination Areas
· Decontamination areas should be physically separate from sterile and non-sterile areas

· When this is not possible, spatial separation may be adequate if work flow and practices prevent splashing and contamination of work surfaces and clean items

· Hand hygiene sinks must be separate from sinks used for instruments and must be conveniently located in the decontamination area
· Waterless hand hygiene products may be used in addition to sinks for hand hygiene

· Appropriate PPE must be available in a convenient location

Decontamination guidelines for instruments and small equipment
· All personnel cleaning or decontaminating equipment will wear appropriate PPE

· Contaminated items should be handled as little as possible

· Soil should be removed by washing the items below the water level to reduce splashing
· Reusable instruments supplied by CMS will be cleaned or decontaminated before being placed in the designated boxes for transport to CMS
· Remove all sharps, blades, and needles and discard in sharps container

· Separate sharp instruments and scissors to avoid possible sharps injury

· Wash items to remove heavy soil

· Pre-soak instruments with the hospital approved enzymatic cleaner
· Empty liquids before transporting to CMS

· All items will be transported to CMS utilizing the designated drop-off times

Cleaning equipment
· Large pieces of medical equipment or ward property which have been in direct contact with moist human body substances will be cleaned with the hospital approved disinfectant before, being stored, returned to Facilities Management Branch (FMB), or used on another patient 
· Wound-vac machines

· When in use, the wound-vac machine will be cleaned with the hospital approved disinfectant weekly or when visibly soiled
· The canister and tubing will be discarded as RMW waste
· When the wound-vac machine is discontinued the canister and tubing will be discarded; the machine will be thoroughly cleaned with the hospital approved disinfectant before being stored or returned to MDB

· Equipment taken into isolation rooms will be cleaned with the hospital approved disinfectant before it is removed from the room 
· ICES recommends that equipment be dedicated for use in an isolation room whenever possible
· Glucometers will be cleaned with the hospital approved disinfectant after  each use unless dedicated to a single patient use
Sterilization Guidelines for Clinics 
Sterilization activities in outpatient clinics must follow the same procedures and adhere to the same standards used in CMS to ensure patient safety. 

Procedures:

CMS should be the first choice for sterilization activities
Sterilization in the clinic setting will
· Be implemented only after consultation with and approval by the ICES, CMS, and FMD to ensure best method and that operational aspects can be met

· Will comply with manufacturer’s guidelines for both instrumentation and the sterilization equipment guidelines

Responsibilities of clinic

· Maintain standard operating procedures (SOPs) for the type of sterilization performed

· Maintain a written recall SOP in the event of a break in the sterilization process

· Educate staff and document training for the sterilization process

· Provide and use appropriate PPE at all times

· Document processes

· Maintain daily log books of sterilization activity

· Document use of appropriate biological and/or chemical/mechanical testing
Monitoring of processes

· All sterilization processes will be monitored on a daily/weekly basis by clinic personnel

· Written reports will be submitted through the Chief, CMS to the Infection Control Committee (ICC) quarterly

· ICES and CMS will perform quarterly inspections of the sites of high-level disinfection and sterilization processes, including but not limited to

· Presence of spill kits

· Presence of eye wash station

· Presence and correct use of PPE

· Use of correct indicators

· Maintenance of log books

See Ninemeier, Jack D. Ed. Central Service Technical Manual. Rev. International Association of Health Care Central Service Materiel Management, Chicago.  Current edition. 

Reuse of Disposable Medical Equipment and Supplies
Reprocessing disposable or single use items should only be done when there is assurance that this activity will not impact the material integrity of the object and when there is evidence that it can be effectively disinfected or sterilized.
Reprocessing of disposable items designated for one time use, single patient use items, or items removed from packaging but not used on a patient will only be permitted with:

· Written approval from the ICC, Judge Advocate General (JAG), and Hospital Risk Management
· Specific written instructions from the manufacturer that are in compliance with the FDA criteria for reprocessing, including
· Specific methods for cleaning the item including cleaning agents
· Specific methods for sterilization or disinfection
· Sterilization instructions must include the method, time, temperature, pressures and recommended packaging to be used

· Disinfection methods must include specific agents and contact times.
· The specific number of times the item may be reprocessed
· A written procedure for determining and monitoring the number of uses, not to exceed the number permitted by the manufacturer
· A statement from the manufacturer retaining liability for integrity of product after reprocessing
CMS will be responsible for reprocessing any items approved that require sterilization or high level disinfection
· CMS will maintain a list of items approved by the ICC for reprocessing using sterilization or high level disinfection along with the manufacturer’s reprocessing instructions
Washers and Dryers 
PROCEDURES:

Washers

· Items will be washed in hot/warm water XE "water"  using a commercially available detergent

· At the end of the washing cycle, items will be removed promptly

· The outside surfaces of the washer will be cleaned weekly or as necessary when visibly soiled

Dryers

· Items will be dried using at least the warm temperature

· Items will be removed promptly at the end of the cycle

· The lint filter will be emptied and cleaned after each cycle

· The outside surfaces of the dryer will be cleaned weekly or as necessary when visibly soiled

Environmental Cleaning 
Pathogens, including some multidrug-resistant organisms, are known to be present in the environment.  Maintaining a clean environment, especially common “high touch” areas, helps to reduce the risk of transmission of infection.

PROCEDURES:

· Computer keyboards will be cleaned daily by unit staff using the approved hospital disinfectant, either Cavicide spray or Caviwipes
· All horizontal environmental surfaces above the floor will be wiped down with the approved hospital disinfectant if they become contaminated with a patient’s moist body substance

· Wipe “high touch” areas including faucets, door handles, bedrails, and phones daily or more frequently with approved hospital disifectant

· Contact Environmental Services Division for specific information on cleaning performed by housekeepers
Refrigerators and Freezers for Patient Food or Medication 
Because of the possibility of cross contamination, food must never be stored in the same refrigerator as biologicals, specimens or medications. 

PROCEDURES:
· Approved refrigerator/freezer thermometers will be placed in all patient care area refrigerators and freezers

· Ward/clinic staff will document the temperature of the refrigerator or freezer on a daily basis and maintain a monthly log of temperatures on the appropriate Refrigerator Temperature Log

· If the temperature is outside the parameters listed on the log discard or transfer contents to a functioning refrigerator and put in a work order to repair the defective refrigerator

· Patient care area staff will clean up spills at the time they occur

· Any food saved from patient trays or brought in by patients or visitors and placed in patient care area refrigerators will be labeled and dated 
· Discard any foods remaining the following day unless it is a factory sealed product with an expiration date
· Non-factory sealed items delivered by Nutrition Care Directorate will be marked with a “use by” date by Nutrition Care staff and will be discarded by ward/clinic staff on that date

· The manufacturer’s expiration date will be the discard date for factory sealed products

· Ward/clinic staff will clean the refrigerators/freezers with the hospital approved disinfectant weekly and as needed when visibly soiled

· This cleaning will be documented on the refrigerator temperature log
· Refrigerators in areas that do not have a 7 day operation must be empty of food at the end of the last shift prior to closing except for factory sealed products
· Areas that do not have a 24/7 operation must have a method to determine if cooling was lost during the period when the area was not staffed

See Appendix B  Refrigerator Log
Employee Refrigerators 
Food kept in employee refrigerators will be stored in a safe and sanitary manner.  Because of the possibility of cross contamination, food must never be stored in the same refrigerator as biologicals, specimens or medications. 

PROCEDURES:
· Storage of perishable employee food will be in a refrigerator designated exclusively for that purpose

· Employee refrigerators should be cleaned when visibly soiled

· Food items should be used within two to three days or discarded in a timely manner.  (An exception is made for items that are factory sealed and have a manufacturer’s date of expiration)

· The person placing the food in the refrigerator is responsible for its prompt use or for discarding it as appropriate
Distribution of Water and Ice  TC "DISTRIBUTION OF WATER AND ICE" \f C \l "1" 
Because of the risk of cross contamination water and ice will be distributed in a manner that reduces the risk of contamination of patient items.

PROCEDURES:
· Each patient will be issued his/her own pitcher that  XE "pitcher" is labeled with the patient’s name
· Patient pitchers will be changed when they are visibly soiled
· When refilling a pitcher XE "pitcher" :
· Empty the contents

· Rinse with running water
· Refill by placing pitcher below ice dispenser and activating dispenser

· To refill pitchers of patients in isolation precautions XE "water" 
· Do not remove the pitcher from the room

· Use a clean disposable container such as a plastic cup to carry ice from the ice machine to the pitcher 

· While transferring ice, ensure that the ice does not come in contact with HCW’s hands or other equipment
· If the disposable container becomes contaminated  it will be discarded
· Maintenance of ice machines
· Facilities Maintenance Division will oversee routine maintenance and acidification cleaning at least annually

· Preventive Medicine Service will inspect ice machines monthly in the Nutrition Care area and annually elsewhere throughout the hospital 
Use of Multiple Dose Medication Vials 

Use of aseptic technique when accessing multiple dose medication vials will reduce the risk of contamination of contents and prevent waste of medication.

· All multi-dose injectable vials (MDIV) will expire 28 days from their initial use, or upon the manufacturer’s expiration date, whichever occurs first.
· All MDIV will be marked with the date and time they are first used
· All MDIV will be discarded before the 28-day limit or manufacturer’s expiration if suspected of being contaminated, based on visual inspection of the contents or the rubber stopper

· Use aseptic technique when access MDIV

· Clean rubber stopper with alcohol and allow to dry before drawing up medication

· Use a sterile device each time the MDIV is accessed

See WRAMC Reg 40-82.  The Infection Control & Epidemiology Service is not the proponent of this regulation and includes this summary of infection control issues for information only.

Patient Linen 
Dirty patient linen can contaminate personnel and the environment, adding to the risk of transmission of infection.   XE "linen" 
PROCEDURES:
Clean linen
· Linen Distribution Branch is responsible for the delivery of clean linen  XE "linen" in a covered container to the point of use
· Using services are responsible for maintaining clean linen XE "linen"  in a closet, cabinet, covered cart, or in an area separate from patient care activities in a room
· Linen XE "Linen"  items removed from the storage area and transported to the patient room or to the area in which it will be used do not require a cover during transport but must be carried in a manner that prevents contamination
· Clean linen XE "linen"  should not be stockpiled in a patient room
Soiled linen
· Soiled linen includes all linen that has come in contact with patients, been dropped on the floor or has otherwise been contaminated

· All soiled linen XE "linen"  is considered contaminated and does not require special identification or bagging

· The exception is linen from a smallpox patient which will be collected and transported in a red plastic biohazard (RMW) bag
· Soiled linen XE "linen"  is placed in a hospital approved laundry bag in a covered linen hamper situated close to point-of-use
· Soiled or torn laundry bags should be placed in the salvage laundry bag not on a hamper frame 
· Hampers may be wheeled into patient rooms during linen XE "linen"  change
· Soiled linen XE "linen"  is checked for the presence of objects such as incontinent pads, dentures, and medical equipment such as sharps before it is placed into the laundry bag
· Do NOT place saturated or heavily soiled linen in plastic bags before placing it in the laundry bag
· Laundry bags will be removed from the hampers when ½ full
· Using services are responsible for moving soiled linen XE "linen"  to the soiled linen collection room or a designated area XE "soiled holding room" 
· Logistics Branch  XE "Environmental Management Section" is responsible for the removal of soiled linen XE "linen"  from the designated area to main collection areas at least every 24 hours
Traffic Control and Access to Treatment Areas
Unnecessary traffic through treatment areas increases the risk of transmission of pathogens during examinations and procedures.
PROCEDURES:

· The doors to areas where surgical or major invasive procedures (e.g. bronchoscopy, GI endoscopy, cardiac catheterization, etc.) are being performed will be closed while procedures are in progress and a sign indicating that a procedure is in progress and entry is prohibited is placed on the door

· When patients are being examined or having minor invasive procedures (such as insertion of an intravascular device, insertion of a Foley catheter, minor surgical procedures, etc.) in a private room, the door will be closed

· When patients are being examined or having minor invasive procedures (such as insertion of an intravascular device, insertion of a Foley catheter, minor surgical procedures, etc.) in other than a private room, the curtain will be drawn around the patient’s bed

Maintenance of Toys 
Toys that are not appropriately cleaned and maintained are a potential source of transmission of infection.

Procedure:
Safety

· Donated toys will be screened by staff for safety, appropriateness, and usefulness
· Toys will be made of hard surface materials (plastic, rubber, latex vinyl, metal, sealed or finished wood that can be cleaned and disinfected
· All toys will be examined before and after use for safe construction, breakable parts, and cleanliness
· Toys that are broken, unable to be appropriately cleaned, or are unsafe will be discarded
· Stuffed animals and cloth toys that cannot be disinfected WILL NOT be used in communal activities 
· Such toys may be given to a child and become the child’s property
· If toy is used for on-going therapy the parent/guardian will assume responsibility for maintaining the toy and transporting it to and from the facility
· Toys for children 4 years and younger chronologically and developmentally should not contain parts less than 1 ½ inch in size
Cleaning and Disinfecting

· Mouth toys such as rattles will be disinfected with a 1:10 bleach solution and then thoroughly rinsed after use by each child.
· Play area toys will be cleaned and disinfected daily and as needed if obviously soiled using the hospital disinfectant or a 1:10 bleach solution
· Large toy equipment will be cleaned monthly or as needed if obviously soiled using the hospital disinfectant or a 1:10 bleach solution
Play Area Maintenance

· Environmental Services will clean the therapeutic area on a regular basis.  Staff will maintain the room during duty hours 0800 to 1630
· There will be no food or drinks in the play area except during a supervised activity
· Trash will be maintained in high containers and emptied daily
· The therapist will disinfect table surfaces with the hospital approved disinfectant at the end of each therapy period 
· Toys, once used, will be removed from the play area and cleaned and disinfected by the therapist, students, volunteers, or staff
· Children with diarrhea, emesis, fever, draining wounds, or other potentially infectious conditions will not use the Play Therapy Area.
Visitors 
To reduce the risk of hospital associated infections and to ensure the safety and health of patients, other visitors, and staff it is important that visitors are aware of and follow basic infection control guidelines.
Procedures:
· General visiting policies vary by ward depending on the type of care provided and the needs of patients
· Visitors to patients in a category of isolation precautions should be limited to family and close friends to reduce the risk of hospital associated infections

· Visitors to patients with SARS or other highly transmissible pathogens will be limited to one designated friend or family member who has already been exposed
· Visitors to patients in Droplet Precautions will wear surgical masks
· Visitors to patients in Airborne Precautions will wear a surgical mask 
· Visitors to patients with active or r/o TB will wear an N95 respirator unless they have been living in the same house with the patient

· If they are unable to tolerate a respirator they will wear a surgical mask

· Visitors to patients in Contact Precautions do not need to wear PPE unless they are actually providing care to the patient
· Visitors to patients in all categories of precautions will be instructed to perform hand hygiene every time they leave the room

· Groups of visitors such as VIPs or representatives from organizations will be limited to four visitors in addition to the escort person
· Patients, and families of patients on the inpatient wards, will not visit patients in the ICUs
· It is the responsibility of the ward staff to educate patient visitors about their role in ensuring the health and safety of patients, other visitors, and personnel as described above - see patient education brochures

· Additional instructions to visitors:
· Refrain from visiting if they are ill (respiratory or GI distress, known communicable disease, fever, or diarrhea) especially if they are visiting a patient who is immune suppressed
· Perform hand hygiene EVERY TIME they leave the patient’s room, or after contact with the patient if they are away from the patient’s room; visitors should be given a 4 oz bottle of Calstat with instructions for its use
· If visiting more than one patient, visit the patient in any form of isolation precautions last
Pet Therapy and Infection Control 
The use of animals to aid in the convalescence of patients has become an accepted treatment modality.  Pet interaction provides a medium for communication and relaxation that promotes and supports emotional well-being.  By following some simple infection control guidelines pet therapy can be safely used in patient care.

Procedures:

Visitation Procedures

· Animal assisted activities are coordinated through the American Red Cross (ARC) volunteer program

· Owners/handlers will sign-in on the ARC volunteer book and proceed directly to areas of visitation

· Animals will not be permitted in kitchen/pantry areas, laundry rooms, food preparation and food storage areas, eating areas during meals, medication preparation areas, or any area where sanitary precautions are necessary

· On entering the ward owners/handlers will check-in with the charge nurse for instructions and/or limitations

· Owner/handlers must carry a copy of the appropriate health certificate and statement of behavioral acceptance

· If at any time animals appear sick or infected staff will ask the owner/handler to remove the animal from the premises
· Pets may not visit patients in any category of isolation precautions, in an ICU, or on the Hematology or Oncology unit
· Animal will be under the direct supervision of the owner/handler at all times

· Dogs will remain on a leash unless the patient is playing with the animal in a confined space

· Cats and other small animals must be carried in a clean pet carrying case

· The owner/handler is responsible for proper clean-up of animal elimination using the procedure for Critical Spills

· Strict hand hygiene measures will be observed by all patients, staff and visitors before and after contact with animals

Patient-owned Pet Visits

· Each visit must be coordinated in advance with the nursing staff and patient’s physician
· Patient pets must also have the appropriate health and behavioral certificates
· Patient pets will be taken directly to the patient room and will remain only with the patient during the visit
Please see WRAMC Reg 40-111 Human-Animal Bond (HAB) Program for complete information about health and behavior requirements and arrangements for visits.  The Infection Control & Epidemiology Service is not the proponent for this regulation and includes this summary of infection control issues for informational purposes only
Flowers and Plants 
Flowers and other live plants can be a source of potential infection to severely immunocompromised patients.
PROCEDURE
· Live plants and flowers will not be kept in patient rooms if the patient is in Neutropenic Precautions
· It is recommended that other immunosuppressed patients not have live plants or flowers in their rooms
· Live plants and flowers will not be kept in high risk areas such as intensive care units, OR, PACU, CMS and the oncology unit
· Artificial plant or flower arrangements kept in these areas should not contain soil
· All artificial plant or flower arrangements in any area should be maintained free of dust
Critical Spills 
A critical spill is the spill or splash of patient blood, body fluid, secretions or excretions into the environment.  Critical spills will be isolated and cleaned up as soon as possible to reduce the risk of infection.
PROCEDURE:
· Gloves XE "Gloves"  are always worn 
· If the possibility of contamination of clothing exists, a gown XE "gown"  will be worn
· If the possibility of splashing to face exists, a mask and goggles or mask with eye protection will be worn  
· Wipe up the spill with absorbent material such as paper towels
· A spill kit may be used for a large spill
· Discard the absorbent material into a plastic lined trash container
· Apply hospital approved disinfectant to the area of the spill, allow five minutes contact time
· Wipe up the disinfectant XE "Virex"  using absorbent material
· Discard the absorbent material into a plastic lined trash container
· Remove gloves XE "gloves"  and discard into a plastic lined trash container
· If worn, discard disposable gown and mask XE "gown"  into a plastic lined trash container 
· Wash hands
· Place the plastic waste liner into a “red bag XE "red bag" ” and carry to soiled holding room or other area where “red bag” (RMW) trash is collected

Disposal of Fluid Filled Containers 
Emptying fluid filled containers has a high potential for exposure to potentially infectious blood and body fluids. 
PROCEDURES:

· If the container is one that can be sealed do not empty the fluid filled container
· Obtain isolyzer product from Omnicell or MDB
· Wearing gloves, pour isolyzer product through port or opening into fluid filled container
· Close all ports or openings on container
· When isolyzer product has solidified place container in an RMW container
Electric Fans

Fans may be used to improve the comfort of patients, visitors and staff and to provide additional cooling.

Procedure:

· Staff will ensure that fans will not be placed on or near the floor unless fan is mounted on a pedestal
· Fans must have a grill with openings small enough to prevent a child from sticking their fingers in

· Hospital provided pedestal fans will be used whenever possible; Patients/families will be discouraged from bringing fans to the facility

· Hospital fans are available from MDB and should be returned to MDB when no longer needed

· Fans will be cleaned using a hospital disinfectant when visibly soiled and between patients 
· Fans will not be used in rooms while minor surgeries or invasive procedures are being performed
· Fans will not be used in Droplet or Airborne Precautions rooms
Waste Management

Various type of waste must be handled in compliance with regulatory, safety, and infection control requirements to reduce the risk of infection or injury.  
Regulated Medical Waste (RMW)

· Definition:  any waste that is potentially capable of causing disease in man; must contain pathogens in sufficient quantity to result in disease in a susceptible host  

· Microbiological wastes – specimen cultures, discarded live and attenuated vaccines, cultures and stocks of infectious agents

· Human blood and blood products

· Pathological waste – tissue, organs, body parts

· Surgical and autopsy wastes

· Sharps – used and unused

· Collection 
· RMW will be disposed of at the point of origin in  RMW trash containers lined with a red bag and marked with the universal biohazard symbol
· Sharps will be disposed of in designated sharps containers marked with the universal biohazard symbol

· Sharps container will be changed when ¾ full
· RMW will be collected daily from the wards and clinic areas by Environmental Service Division (ESD) personnel
· Special considerations
· Products used for personal hygiene by patients such as diapers, facial tissues and sanitary products will be considered RMW
· Liquid-filled containers such as suction canisters and Pleurevacs will be treated with an isolyzer at point of origin to solidify contents before being placed in RMW container
· Other liquid waste such as urine, feces, vomitus can be disposed of in the sanitary sewer
· All waste generated in the Critical Care areas is disposed of in RMW containers

· All items contaminated with blood or bloody fluids will be placed in RMW

· Items contaminated with other body fluids, but with no visible blood, do not need to be placed in RMW
· Gloves and paper products such as isolation gowns are not RMW unless visibly contaminated with blood or body fluids
Hazardous Waste
· Products containing more than 24% alcohol, have a pH < 2 or > 12.5, fail the Toxicity Characteristic Leaching Procedure, or are reactive are defined as hazardous wastes and must be disposed of according to EPA regulations - this includes:
· Calstat or any other alcohol based hand hygiene product
· Rubbing alcohol
· Acetone

· Expired Cidex
· Collection
· Empty containers can be disposed of in regular trash containers
· If there is any of the product left in the container it must be disposed of as hazardous material
· For questions regarding identification of hazardous waste and how to store it until it is picked up for disposal contact Preventive Medicine at 202-782-3966 
· To arrange for disposal contact Aiken Group at 202-782-3880
Non-Regulated Waste
· Except for the categories listed above all other waste is considered non-regulated waste 
· Collection
· Waste will be disposed of in a trash can lined with leak-proof plastic bags of any color except red
· Non-regulated waste will be collected daily from the wards and clinic areas by ESD personnel.
See WRAMC Reg 40-2 Waste Disposal for complete information.  The Infection Control & Epidemiology Service is not the proponent of this regulation and includes this summary of infection control issues for information only.
Management of Patient with Creutzfeldt-Jakob Disease (CJD)

Creutzfeldt-Jacob Disease (CJD) is a rapidly progressive, invariably fatal neurodegenerative disorder believed to be caused by an abnormal isoform of a cellular glycoprotein known as the prion protein.  CJD occurs worldwide and the estimated annual incidence in many countries, including the United States, has been reported to be about one case per million.  CJD and other prion diseases with demonstrated transmissibility remain a concern for the healthcare community because of their inherent resistance to traditional disinfection/sterilization methods and devastating clinical outcomes.
Procedure:

Risk Classification

· Determined by infectivity of tissue and route of exposure

· Exposure of intact skin poses negligible risk

· Transcutaneous exposures pose greater risk

· Contact exposure to non intact skin or mucous membranes

· Splashes to eye

· Inoculation via needle, scalpel or other surgical instruments

· Risk of infection based on contact with organs, tissue and body fluids:

· High risk –brain (including dura mater), spinal cord, or eye (e.g. corneas)
· Low risk –liver, lymph nodes, kidney, tonsil, spleen, cerebral spinal fluid (CSF), or lung tissue

· No risk –peripheral nerve, intestine, bone marrow, whole blood, leukocytes, serum, thyroid gland, adrenal gland, heart, skeletal muscle, adipose tissue, gingival, prostate, testis, placenta, nasal mucus, sputum, vaginal secretions, skin, saliva, feces, urine, sweat, tears, milk, and semen
General management of patients with active or suspected prion disease

· Standard Precautions will be used when caring for patients identified as CJD, vCJD or other prion diseases; use of Expanded Precautions is not indicated

· Normal social and clinical contact and non-invasive clinical investigations (x-rays) do not present a risk to HCW
· No special requirements beyond Standard Precautions are required for the handling of body fluids, linen, or equipment, contaminated by body fluids categorized as no risk
· Standard housekeeping practices will be used in patient rooms; See below for cleaning procedures following surgery or invasive procedures involving low or high risk organs, tissues or body fluids
Preoperative precautions
· Inform OR staff of a potential CJD/prion disease case at least 48 hours prior to procedure if possible to ensure proper precautions are instituted

· Case will be scheduled as the last case of the day to ensure proper cleaning

· All staff assigned to the CJD/prion disease case will review the WRAMC Infection Control CJD SOP, Operating Room CJD SOP, and CMS CJD SOP

· Only essential OR staff (minimum needed to perform procedure) is to be in the OR during the procedure

· All staff in the OR will wear appropriate PPE to include gowns, gloves, face shields, masks, and shoe covers

· All unnecessary equipment will be removed from the OR

· Traffic in and out of the OR during the procedure will be held to an absolute minimum

· Runners will be posted outside the OR doors (i.e., circulator, scrub tech, anesthesia tech) to assist with needed supplies

· ESD will be informed of scheduled procedure to ensure that appropriate cleaning materials are available

· ESD staff responsible for terminally cleaning the room will review the appropriate procedures

Intraoperative precautions
· A no sharp passing hand to hand zone will be instituted
· All sharps, including needles, hypodermics, blades, guide wires, will be passed using the basin passing technique

· The scrub tech will keep all instruments moist and clean throughout the case to minimize drying of tissues, blood and body fluids

· Instruments brought into the OR will not leave the room until the end of the case and proper handling is established

· Specimens from the procedure will be labeled as “CJD or suspected CJD” and placed in a biohazard bag

Instrument decontamination is based on the contact with risk tissue

· Whenever possible disposable or older instruments will be used for the procedure and discarded 

· Medium or Low risk tissues

· Remove gross contamination, insure that all cannulas are flushed and that instruments are kept from drying until they reach CMS

· Disinfect or sterilize using conventional protocols of heat, chemical sterilization or high level disinfection

· High risk tissue

· Immediately after surgery and before sending the sets down to CMS, the OR is responsible for the following

· Immediately remove gross soil

· Discard devices that cannot be effectively cleaned which require low temperature sterilization

· Completely immerse instruments in enzymatic solution for a minimum of 5 minutes

· Discard solution in sanitary waste system
· Steam sterilization using gravity sterilizer in decon rooms at 1210 C (2500 F) for one hour exposure time in a gravity displacement sterilizer cycle

· Items will then be sent down in the case cart marked with a yellow sticky as “CJD” to CMS; inform CMS staff by phone that the case cart is in transit

Late Notification

· If CMS is notified of a CJD or vCJD case after the surgical event the Chief, CMS will be notified of the date of the occurrence and the procedure performed and will confer with the Chief, Perioperative Nursing Services and the Chief, Infection Control & Epidemiology Service on the procedures to follow

Waste Disposal

· Waste will be managed as specified in the WRAMC  Reg 40-2, Waste Disposal

· High risk hazardous material and waste generated will be managed and disposed in accordance with WRAMC Reg ???

Terminating the OR Room

· Housekeeping staff will be informed of the CJD procedure

· All room surfaces and equipment will be wiped down with bleach or sodium hydroxide after the procedure

· Cleaning rags and mop heads will be discarded after use
See:

WHO Infection Control Guidelines for Transmissible SpongiformEncephalopathies, 2000

APIC Text of Infection Control  and Epidemiology, 2nd ed., 2005; ‘Creutzfeldt-Jakob Disease and Other Prion Diseases’
Orientation and Education 
Procedure:

· All new employees will receive their initial orientation to Infection Control by being scheduled for and attending the Newcomer’s Orientation 

· As part of each Service's orientation, new employees will be made aware of the contents of, and have available, this user manual and the Service/Section/Areas’ Infection Control SOP
· Infection Control related education XE "education"  programs will be offered periodically to personnel as determined by the needs of the employees and requirements of regulatory and accrediting agencies  

· This orientation will be documented in the six-sided competency folder and in the hospsital education tracking system
Consultation with Infection Control & Epidemiology Service 

All employees with questions or concerns related to infection control that cannot be answered by their supervisor, the unit infection control point of contact (POC) or by referring to this user manual are encouraged to contact the ICES for consultation.

Procedures:

· Employees with questions or concerns related to infection control should discuss these matters with their supervisor, the infection control POC in their area or refer to this user manual 

· If they are unable to obtain the necessary information from these sources, they can contact any member of the ICES via email, by calling 782-4350/51/52 or 782-8423 or by paging any member of the Service by using the numbers listed in CHCS.  

· For matters of urgent concern arising outside of regular administrative hours the on-call infection control practitioner may be reached at (202) 631-0249
Appendix A  Acronyms, Abbreviations, and Terms 
AFB

Acid fast bacilli

APV

Ambulatory patient visit
ARC

American Red Cross

BAL

Bronchoalveolar lavage

CDC

Centers for Disease Control and Epidemiology

CF

Cystic fibrosis
CHCS

Consolidated Health Care Systems
CJD

Creutzfeldt - Jakob disease
CMS

Central Materiel Service
CSF

Cerebral spinal fluid
CXR

Chest x-ray

ED

Emergency Department

EPA

Environmental Protection Agency

ESD

Environmental Services Division

FMD

Facilities Management Division

ICC

Infection Control Committee

ICES

Infection Control & Epidemiology Service
ImCU

Intermediate Care Unit

JAG

Judge Advocate General

MDB

Materiel Distribution Branch
MDIV

Multi-dose injectable vial
MDRO
Multidrug-resistant organism

MICU

Medical Intensive Care Unit

MRSA

Methcillin resistant Staphylococcus aureus

OEF

Operation Enduring Freedom

OHC

Occupational Health Clinic

OIF

Operation Iraqi Freedom

OR

Operating Room

PAD

Patient Administration Directorate
PPE

Personal protective equipment

RMW

Regulated medical waste

RN

Registered nurse

RSV

Respiratory syncytial virus

SARS

Severe Acute Respiratory Syndrome

SICU

Surgical Intensive Care Unit

SOP

Standard operating procedure

TB

Tuberculosis
vCJD

Variant Creutzfeldt-Jakob Disease
VRE

Vancomycin resistant enterococcus

Appendix B Refrigerator Log 
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Appendix C Environmental Rounds 
Appendix D Bioterrorism Chart
Appendix E  Daily Checks for Negative Pressure Rooms

Checks will be accomplished daily and recorded on the Daily Check Log.  A QSI engineer will collect the Daily Check Log each month when the monthly maintenance are performed.

Procedure:

When room is NOT in use:

1.  Close door to room, ante room and/or windows

2.  Set rocker switch for fan speed in automatic position (NOT on high)

3.  Use key to turn system on

4.  Check to see if the green indicator light is on.  The green light indicates room is functioning properly

5.  Initially the word SENS will display.  In approximately 20 seconds the monitor should display the actual room pressure; record the actual room pressure on the Daily Check Log

6.  If the green light indicator does not come on or if the actual room pressure does not appear place a work order for repair with QSI at 782-1501/1502; mark work order “urgent’

When room IS in use:

1.  Assure that windows and doors remain closed

2.  Maintain rocker switch for fan speed in automatic position (NOT on high)

3.  Check to see if the green indicator light is on.  The green light indicates room is functioning properly; if the red light comes on or the alarm sounds for no obvious reason (door or windows open) place urgent work order for repair (see #6 above)

4.  Record the actual room pressure on the Daily Check Log

Negative Pressure Room Daily Check Log
Negative Pressure Room number______________

Month/Year___________
	
	Time
	Green Light On?

Y/N
	Actual Pressure Reading
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	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	

	8
	
	
	
	

	9
	
	
	
	

	10
	
	
	
	

	11
	
	
	
	

	12
	
	
	
	

	13
	
	
	
	

	14
	
	
	
	

	15
	
	
	
	

	16
	
	
	
	

	17
	
	
	
	

	18
	
	
	
	

	19
	
	
	
	

	20
	
	
	
	

	21
	
	
	
	

	22
	
	
	
	

	23
	
	
	
	

	24
	
	
	
	

	25
	
	
	
	

	26
	
	
	
	

	27
	
	
	
	

	28
	
	
	
	

	29
	
	
	
	

	30
	
	
	
	

	31
	
	
	
	


For problems call 782-1501/1502 to place urgent work order for repair
Continue Contact Precautions. Wait until patient has been off effective antibiotics for the appropriate amount of time before proceeding.





NO





YES





Patient has been OFF effective antibiotics for at least 72 hours (or > 2x dosing interval if dosing interval is > 24 hours).


And/ or


Patient undergoing decolonization with mupirocin has been off treatment for > 72 hours.





Document Actions





Obtain culture from original site of infection (if sputum, urine, or open wound). 


Order as r/o MRSA”





Obtain nasal culture.


Order as r/o MRSA”











Culture for MRSA from original site of infection is not applicable (i.e. wound has healed)








Wait at least 24h hours





Obtain 2nd nasal culture for MRSA & from original site if applicable





Nasal cultures and cx from original site negative for MRSA





Nasal cultures or cx of original site positive for MRSA.  Continue Contact Precautions





Notify ICES to authorize removal of patient from Contact Precautions





Document Actions





Notify ICES to authorize removal of patient from Contact Precautions





2nd stool cx OR cx of original site positive for VRE.  Continue Contact Precautions





Cultures are negative





Obtain 2nd stool culture for VRE & cx from original site





Wait 1 week





2nd stool cx AND cx from original site negative for VRE








Culture POSITIVE.  Continue  Contact Precautions.








Culture POSITIVE. Continue Contact Precautions.





Obtain stool/ rectal culture for VRE





Obtain culture for VRE from original site of infection  


(if urine, sputum, or open wound)





Continue Contact precautions. Wait until patient has been off abx. for appropriate time before proceeding.





NO





YES





Patient has been OFF effective antibiotics (abx) for at least 72 hours (or > 2x dosing interval if dosing interval is > 24 hours)





Type and Duration of Precautions Needed for Selected Infections and Conditions





Type and Duration of Precautions Needed for Selected Infections and Conditions








Type and Duration of Precautions Needed for Selected Infections and Conditions





Type and Duration of Precautions Needed for Selected Infections and Conditions





Type and Duration of Precautions Needed for Selected Infections and Conditions





Type and Duration of Precautions Needed for Selected Infections and Conditions





Type and Duration of Precautions Needed for Selected Infections and Conditions





Type and Duration of Precautions Needed for Selected Infections and Conditions





Type and Duration of Precautions Needed for Selected Infections and Conditions









- 1 -


