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How are these infections transmitted?
HAI may be transmitted by health care workers to patients, from patient (o patient and

from patient to health care worker,
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Chapter 1 Infection control

An important route of transmission of HAI is by direct contact from the hands of
health care worker. Hospital bacteria from patients and from the hospital environment
commonly colonize health care workers' hands. Most of these transient
microorganisms arg acquired from contact with heavily contaminated material such as
body fluids but they can be acquired from apparently clean abjects or surfaces such as
patients’ skin, bed linen and work sutfaces. Hands may be contaminated by dircct
contact with patients or indirectly by handling equipment or through contact with the

general environment.

If the health care worker attends to a patient and then touches another patient without
washing their hands these hospital bacteria may be transmitted to the next patient by
direct contact. HAI may also be transmitted by indirect contact. Here, the patient or
health care worker contaminates the environment or instruments such as stethoscopes,
thermometers etc. The pathogens in the environment or on the instruments are then
transferred to the hands of the staff or onto other instruments and then to the next
paticnt. The pathogens may be mtroduced directly into 4 site and cause infections (for
example into a surgical wound) or they may colonize the patient’s skin and cavse
infection later or become a source of infection to other patients. These transient
mucroorganisms, located on the surface of the hands of healthcare workers, are easily
removed by washing with scap and water.

HAI may also be transmitted by droplets and through the air and dust. Lass commonly
HAl are transmitted by food or water or by contaminated IV fluids or solutions.

HAT are often casily transmitted in the hospital because the patient’s normal defenses
of the skin and mucus membranes have been compromised. e.g catheterization or
when [V cannulae are inserted or other devices are used.

HAI are specially common in units where there arc very seriously ill patients such as
intensive care units, special baby units, transplant units, bums units ete, Bur they are
transmitied in every vpe of ward in the hospital,

Haapleal Infection Carire] Manual 4
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Chapter 1 Infection control

Why is HAI a problem?

Many HAT are caused by hospital bacteria. These bacteria survive in the hospital
because they are resistant t0 the commonly used antibiotics. These bacteria include
methicillin resistant  Stapinlococens  awrens (MRSA), glycopeptide  resistant
enterococcus (GRE) and  extended-spectrum beta-lattamase (ESBL} prdducing
coliforms.

Because these bacteria are multi-drug resistant, the antibiotics used to treat them are
often very expensive but may not be as effective as the usual antibiotics. Because of
less effective treatment the duration of infection is often lengthened and the mortality
is increased. The economic burden {5 high.

1f these infections can be prevenied, money can be saved and used to provide berter
treatment for patients.

What can we do to prevent these Infections?

Many of these infections can be prevented by following a set of very simple, practical
guidelines called STANDARD PRECAUTIONS (Chapter 3). These standard
precautions should be followed by ALL health care workers in ALL patients at ALL

limes.

Infections due 0 device use can be minimized by using CLINICAL GUIDELINES
{Chapter 7) when inserting and managing these devices.

The hospital enviromment and equipment should be kept safe by proper CLEANING,
DISINFECTION AND STERILIZATION (Chapter &), Hospital waste should be
disposed of using proper WASTE MANAGEMENT (Chapter 11).

Infections in special care units may need a few more specialized guidelines for
INFECTION CONTROL IN SPECIALIZED UNITS (Chapter 8) in addition to the
Standard Precautions.

Haospital Infectlon Concral Maral 5
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CHAPTER 2

ORGANIZATION
OF
INFECTION CONTROL
IN
HOSPITALS
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Chapter 2 Organization of Jnfection contrel in hospitals

CHAPTER 2

QRGANIZATION OF INFECTION CONTROL IN HOSPITALS

INTRODUCTION

The organization of infection control in a hospital is very important for successful
implementation of an infection c¢ontrol programme. A three tiered organization
consisting of an Infection Contral Committee (IOC), Infection Control Team (ICT}
and Infection Control Practitioners would be one way of establishing a structure for

planning, implementation and effective communication.

2.1. INFECTION CONTROL COMMITTEE {1CC)

The Infection Control Committee has 2 major responsibilities.

L. The ICC will be responsible for setting up Infection Control in the Hospital which
will include developing a long term strategy as well as timely and effectuve action
for acute problems such as outhreaks.

2. The ICC will be responsible for ensuring that the required infrastructure,
including personnel and funding is made available for Infection Control activities
within the hospital.

2.1.1. Composition of ICC
In order to facilitate the functions of the ICC, adminisiration, finance, clinical staff,
senior nursing staff, health education staff, cccupational health staff will need 1o be
part of the ICC. The ICC should not be too large as this will be ineffective, nor should
it be too small and non representative as many issues relevant for effective infection
contrn] will not be addressed. A possible composition s given below but amendments
to this could be made to suit local conditions.

» Medical Director / DMO or administrative Head of the Institution

¢ MMicrobiologist

« Infection Control Medical Officer

# Infection Control Nursefs (ICHN}

s One consitltant representative from each of the clinical disciplings {medicine,

surgery, paediatrics, obstetnies and gynascology etc.}

Hazpial Infecoan Comerol Mamual 0
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Chapter 2 Organization of infectlon control in hospitals

Administrative Officer for the Institution

Finance Officer for the Instimtion

Matron or representative and one senior nursing officer from each of the main
sections of the hospital (OPD, medical wards, surgical wards, Paediatric
wards, Obestetrics & Gynaecology, Theatres etc)

Public health inspector (PHI)

Cecupational Health nurse (if any)

Health Education staff

Overseer

Invite any other (eg. Regional Epidemiclogist, Enginesr, Pharmacist, Kitchen
gtaff etc) as and when necessary,

2.1.2. Mandate for [CC

|

To determine IC issues in the hospital, prioritize them and set out policies and
puidelines to deal with each issve
To eneble sufficient resources to be made available for IC activides

{personnel, funds, space and infrastructure, opportunities )

3. Torespond to acute problems in [C in a timely and responsible fashion

To serve a5 a efficient means of communication in both directions - ie: grass
tooks to top administration and the veverse and where required to the public
and other interested bodies

5. To ensure staff raining

6. To ensure in-service training for the infection control team

2.1.3. Meetings

18

The ICC should appoint a Chairman who iz respensible for
« organization of the IC meetings
s getting the agenda
¢ ecnsuring minutes are circulated on time

» chairing the meéstings

Hospleal Infection Conirol Monwat 10
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Chapler 1 Organization of infection control in hospitals

The Chairman could be the hospital based Microbiclogist, the Directorf DMOY
Administrative Head of the Hospital or any other consultant who is interested
and reasonably knowledgeable about infection control,

2.  The ICC should appoint a secretary who will prepare the minutes and inform
all members of meetings. The secretary 15 usually a foll time infection control
TuTsE,

3, Meetings are best held every month and should last at least one hour.

4, The Agends should be circulated previously and it is best if persons
responsible for specific items prepare a short report on current status so that
discussion could be focused.

5. Itemnz on the Agenda could include

& Specific policies and guidelines and their implementation

o Surveillance (for MERSA | catheter related infections aic)

»  Audit of JC practice

¢ Training programs and planning for them

»  Infrastruciure requirements for [C

& Specific infection control issues which may have ansen in the previous

month

It is important that the ICC meeting does not become a place where
complaints are expressed by everyone with no plan of action to deal with
them. It may be useful to have an initial ‘brain-storming” meeting where all IC
contems are brought up and written down, These can then be priotitized and
dealt with over a peried of time. Some items (such as waste disposal) may
remain on the agenda for several years whereas others, such as developing a
training programme or sefting up en audit for catheter related UTT would only
remain as long as the issue is being dealt with.

6. Responsibility must be given to a specified person for each decision taken
during the meeting, The IC Team (see below) would be the main executors of
decisions. However, there would be occasion when other members of the

committes would take responsibility for one or more items.

Hospital Infection Control Momeal 11
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Chapter 2

Organiztion of infection control in hospltals

2.1.4. Annual Report of ICC

It is useful for the ICC to prepare an annual report of the year's activities outlining the foflowing
Members of committes

Plan of action for year (which would include)

Infrastructurs development

Training programme

Policies and guidelines which have been implemented
Aundits and surveillance undettaken

Specific 1C problems and their resolution

What has been achieved over the year

What has not been achieved aver the yvear and reasons for same

Funding tequirements for year

12 INFECTION CONTROL TEAM (ICT)

2.2.1. Team memhbers

»  Microbiclogist (if available)
s Infection Control Medical Officer (if available)

& [nfection Control Murses

2.2.2. Mandate

The ICT is the executor arm of the ICC and is responsible for the day to day activities of infection
control it the hospitil. The main arcas of work of the ICT would include the following:

+ Planning and carrying out training activities

& Surveillance and andit

¢ Regular visits to all wards and units for liaison, trouble shooting and communication

Carry out the programme set out by the 1CC

Hospital Infecdicn Condra] Monwal
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Chapter 2 Organization of infection control in hospitals

2.2.3. Meetings

Ideally the IC nurses and IC medical officer meet the microbiologist daily (briefly at
least for 13 minutes) to plan the day and be informed nbout what is 20ing 0n in the
hospital. A longer once a week mesting of the ICT approximately an hour for which
mimutes are kept would be useful in ensuring that the work is on track and that
problems are not being neglected. Reports which need to be prepared for the ICC
meeting could be discussed at these meetings and responsibility for writing them be
taken by different members of the team.

2.3, INFECTION CONTROL NURSE {ICN)

2.3.1. Lines of authority
Functional head of the ICCACT will be the Microbiologist and the team will work
under the guidance of the Microbiolagist.

Ome of the most important issues in nunning an effective Infection Control Programme
m the hospital is the line management of the Infection Control Nurse. Often, in the
absence of the ICCYICT, this nurse is utilized for work which is not related to
infection contral. It is therefore very important that a proper line of authority be
developed consisting of a nursing officer wha is in the ICC and the Director or histher
representative, who ensure that the ICN stays focused on the Infection Control

activities in the hospital. Any deviation from this must have the authorization of the
ICC.

2.3.2. Functions of ICN
* Training {formal and informal)
* [mplementing protocols and guidelines
= Surveillance and audit
* Trouble shooting on a daily basis
Communication to ICT and ICC of infection control problems on the ground.

Hospital Infection Cantrol Manual 13
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Chapter 3 Standard precautions

CHAFTER 3
STANDARD PRECAUTIONS
INTRODUCTION

What are standard precaotions?

They are a set of guidelines which should be followed to help reduce the transmission
of HAl in hospitals. They should be used by ALL health care workers at ALL times
when attending to ALL patients, regardless of their diagnosis or presumed infectinus
status, They are designed to reduce the risk of transmission of microorganisms from

both recognized and unrecognized sources of infection in hospitals.

Do they replace universal precautions and body substance isolation?

Standard precavtions combines universal precantions (UP) (which were developed to
teduce the risk of blood borne infections) and bedy subsiance isolation (BST} {(which
was developed (o reduce the risk of transmission of resistant pathogens from moist
body substances) into a set of simple, standardized guidelines 1o prevent transmission

of all types of pathogens in the hospital setung,

How are they different from aseptic precautlons?

Aseptic precautions are steps taken when entering a sterile body site, to proven:
coftamination of the site or of the specimeéns we arc taking from that site, (refer
Chapter 4}, For example, during surgery and during collection of blood for culture,
pleural and peritoneal fluids and CSF. For aseptic precautions use sterile gloves.

For standard precantions sterile gloves are not necessary. Clean gloves are adequate.

In which patients are standard precautions used?
Standard precaution 1n all patients regardless of their diagnosis or presumed infection
status so as to reduce the risk of transmission of microorganisms from healthcare

worker (0 patient, patient i healthcare worker and patient to healthearc worker to
patient.

Hospidal Infecilon Conteol Banwal 17
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Chapter 3 Standerd precautions

To what body Anids do standard precautions apply?
Standard precautions apply to blood, all body fluids, secretions and excretionsfexcept {
sweat) fon-intact skin and mucous' membranes. Body fluids include CSF, pleural }
fluid, peritoneal fluid and ammiotlc fluid. Secretions include nasal secrelions, aputum,
tears and saliva, Excretions include fasees, urine and vormitus.

What are the protocols in standard precautions?
They are described in the next pages

Hospital Infection Contrel Mamenl I
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Chapter 3 Standard precautions

31, HANDWASHING

The hands of health care workers are often colonized with hospital pathogens from
patients and from environmental surfaces, Transfer of pathogens from patients to
other patients or to the environmental surfaces occurs most commonly via the
contaminated hands of health care workers. These bacteria are transicnt and ¢an be
greatly reduced in numbers by effective handwashin g with seap and water, To prevent
the transfer of microorganisms it is essential 1o wash hands before contact with any
patient and after hands have become contaminated with MICToorganisms,

Handwashing breaks the chain of infection transmission.

*  Wash your hands before doing any invasive procedures and before handling
any invasive devices

* Wash your hands after contact with blood, body fuids, secretions or
cxcretions and contaminated 1tems irrespective of whether gloves were worn.

®  Wash your hands immediately after gloves are removed.

*  Wash your hands between patient contacts.

*  Wash your hands between contact with ‘dirty’ and ‘clean’ sites on the same

patent

Soap and water is used for routine hand washing to remaove transient microorganisms.
MNails must be clean and short, Remove watches and rings, Wet hands and apply soap
ot all surfaces of the hands. Rub hands systematically for 10-15 seconds covering all
surfaces especially the tips of the fingers, the thumbs and the finger webs. Rinse
hands thoroughly. Drey hands thoroughly using a single-use clean towel which |s then
sent ko Jaundry for washing

HANDWASHING IS THE SINGLE MOST IMPOR TANT PROCEDURE FOR
PREVENTING THE TRANSMISSION OF NOSOCOMIAL INFECTIONS,

For more information on hand hygiene refer chapter 5.

Hespital Tntection Conirel Manual 19
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Chapter 3 Standard precautions

32, GLOVES

To prevent contamination of hands with microorganisms, gloves should be wom when
indicated, Wearing gloves will also protect the patient from pozsible contamination
with microorgamsms from HCW hands. Sterile gloves are not necessary for
protecting the HCW and the patient from HAIL clean gloves are adequate. Gloves
must be discarded after each care activity for which they weme wom in order o

prevent the (ranstission of microorgansms to other patients.

&  Wear clean gloves (STERILE GLOVES ARE NOT NECESSARY) when
touching blooed, body fAuids, secretions or excretions and contaminated items

»  Put on clean gloves immediately before touching mucous membranes and non-
intact skin,

» Change gloves between contact with ‘ditty’ and “clean’ sites on the same
patient.

» PRemove gloves prompily after usc and discard as clinical waste, Wash hands
immediately, before touching non-contaminated items and environmental
sutfaces,

» Remove gloves promptly after wse and wash your hands, before going to
another panent,

v (rloves are net g substiete for handwashing.

& Ideally, gloves should not be washed and rensed

» Use rubber heavy duty gloves for housekeeping chotes imvolving potential

blood contact and for instrament ¢leaning and decontamination procedures.

WEAR STERILE GLOVES WHEN PERFORMING ASEPTIC TECHNIQUES
SUCH AS CATHETERISATION, LUMBAR PUNCTURE, BLOOD CULTURE
AND INSERTING IN 1V LINES.

Hospital Infectlan Coetrgl Monwal 0
81 5LCM £ 2005




Chapter 3 4 Standard precamibons

33, PERSONAL PROTECTIVE EQUIFMENT (PPE)

PPE provides a protective physical barrier that reduces contamination of clothes, skin
and the mucous membranes of the eyes, nose and mouth.

PPE includes gloves, mask, gown, aprom, goggles, boots and caps. The mask should
be a standard surgical splash proof mask and nor a gauze mask,

HCW should asses the risk of exposure (o blood, body fluids, excretions or secretions

and should choose their items of PPE acconding to the risk.
Discard used PPE appropriately and wash hands after attending to patients.

#  Wear a gown {a clean, non-stenle gown is adequate) and a plastic apron to
protect the skin and to prevent soiling of clothing during procedures and
patient care activities that are likely to generate splashes or sprays of blood,
body fluids, secretions or exerstions. Sclect a gown that i= appropriate for the
aetivity and the amount of fluid likely to be encountersd,

* Wear a gown when caring for a patient with antibiotic resistant pathogens such
as methicillin-resistant Sraphivlococcus aureus (MRSA) or glycopeptide

mesistant enterococel {GRE) to prevent contamination of clothing.

+ Remove a soiled pown as promptly as possible, before leaving the patient’s
cubicle and discard irito a bin lined with a vellow bag for soiled linen and

wash hands to avoid transfer of microorganisms to other patients or

ENYiranments.

* During procedures and patient care activities that are likely to generate
splashes or sprays of blood, body fluids, secretions and excretions wear a
mask and eye protection or a face shi¢ld to protect the mucous membranes of
the eyes, nose and mouth,

Hospital Infeciien Coniral bfansal 1
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Chapter 3 : Standard precautions

34,

PATIENT CARE EQUIPMENT

HAI may be transmitted by indirect contact. The patient or HCW contaminates

equipment, then the pathogens on the equipment are transferred directly to the next

patient or onto the hands of staff. The aim of decontaminating patient care equipment

is to prevenl pathogenic microorganisms reaching the next patient in sufficient

numbers to cause infection.

Ensure that single-use items are discarded properly and never re-used.
{However, if such items have to be reused, cleaning and high level disinfection
is recommended)

Handle used patient care squipment soiled with blood, body fluids, secretions
and excretions in a manner that prevents skin and mucous membrane
exposures, contamination of clothing end transfer of microorganisms to other
patients and environment.

Ensure that reusable equipment is not used for the care of another patient unti]
it has been ¢leaned and disinfected or sterilized appropriately.

3.4.1. Cleaning of instruments
Cleaning is the first step in the decontamination process. It must be carmied out

before disinfection and sterilization to make these processes cffective.

L ]
*

Thorough cleaning with GPD and water will remove most microorganisms.
Wear personal protective cquipment (plastic apron, heavy duty gloves)

The gink should be deep encugh to completely immerse the equipment.
Remove any gross soiling on the insttument by rinsing in tap water.

Take instrument apart fully and immerse all parts In warm water with
deterpent. Follow the manufactuerer’s instructions.

Instrument should remain below the surface of the water while brushing and
¢leaning. Take precautions to prevent splash and mjury.

Ensure all visible soiling is removed from the instrument.

Rinse in hot water (43°C) unless contraindicated,

Diry the instrument. Inspect (o ensure the instrument 1s clean.

Keep cleaning equipment {brushes and cloths) clean and dry between uses.

For more information on disinfection and sterilization refer chapler 6
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Chapter 3 Standard precautions

35 ENVIRONMENTAL CONTROL

The environment plays a relatively minor role in transmitting infection but dust, dirt
and liquid residues will increase the risk. They should be kept to a minimum by good
desien of buildings (to allow little dust build-up and allow easy cleaning) and by
regular cleaning and inspection. The hospital environment should be vizsibly clean,
free from dust and dirt and aceeptable to patients, their visitors and staff,

» Ensure that the hospital has adequate procedures for the routine care, cleaning
and disinfection of environmental surfaces, beds, bedrajls, hedside equipment
and other frequently touched surfaces and that they are being followed.

e  Wet cleaning and damp dusting is preferable to prevent pathogens from being
airborme from the surfaces that are being cleanad.

» Use general purpose detergent for enmvironmental cleaning. Keep the
environment dry, ¢lean, well ventilated and exposed to sunlight. Do not vse
disinfectants unless indicated eg. spills, isolation rooms

s Keep mops and buckets cleon, dry and inverted.

s Use different cleaning squipment for clinical areas, toilets and kitchens,

s Rouhine culturing of environment and air is not uscful.

s Mo special precautions are needed for dishes, glasses, cups and eating utensils.
Washing with soap and water is adequate.

3.5.1. Management of spills
Blood and body fluid spills

o  Wear heavy duty gloves.

o Soak up fluid using absorbent material (paper towels, gauze, wadding).
o Pour 1% hypochlorte solution (10,000 ppm of available chlorne) tll
it 13 well soaked. Leave for at least 1O minutes.

Remove the absorbent material and discard as clinical waste,

Clean area with detergent and water and dry,

Discord gloves as clinical waste.

Wash hands.

o o o O
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Low risk body theld spills eg. faeces, vomit, urine

Wear gloves.

Soak up fluid using absotbent material (paper towels, gauze, wadding).
Clean area with detergent and water and dry thoroughly,

Discard gloves as clinical waste.

Wash hands.

= I = R = R = R =

For more information on clesning and decontamination of the hospital
environment refer chapter 6 and waste disposal refer chapter 11.

3.6, LINEN

«  Handle, wansport and process soiled linen so as to prevent skin and mucous
membrane exposures and contamination of ¢lothing.

+ [deally blood and body fluid stained linen and linen from patients in contact
isolation should be washed in & washing machine with a hot cycle using bleach.
Alternatively they showld be soaked in 0.5-1% hypochlorte solution for 30
minutes in the wardsfoperation theatre before sending to the laundry,

» Bed lingn should be changed on discharge of a patient or if it becomes soiled or
contaminated Every patient should have ¢léan bed linen.

& Curtaing should be washed om & scheduled basis.

For more information on liven handling refer Chapter 6.

Hospital Infiction Concrol Mo 4
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37,

OCCUPATIONAL HEALTH AND BLOODBORNE PATHOGENS

Health care workers may be at risk of acquiring infections during their work

Work practices should be adopted o minimize the rigk of geming infecled. Staff

should be immumized against Hepatitis B.

f A.7.1. Handling of sharps

Avoid using sharps whenever possible.

Sharps such as scalpels, lancets, needles and syringes should be single wse
ealy.

Take eare o prevent injuties when using, handling after procedures, cleaning
and disposing of sharps.

Avord recapping used needles. If this 15 nai:essnry use & one-handed “seoop™
technigue.

Dr ot remove used needles from disposable syringes by hand.

Do not bend, break or otherwise manipulate uzed needles by hand,

Discard sharps directly into a ‘sharps bin' which is located as close as
practical (o the area in which the itemns were used. Discard wsed sharps
immediately and never leave them lying around.

If the sharp bin 15 at 3 distance, the used sharp should be carcfully carried to it
On 4 tray.

Disposc of the sharp contaimer when it 13 34 full. Never lel the sharp bin fill up
mote than %Ifull.

Sharps must not be passed directly from hand to hand.

Place teusable syringes and needles in a pumcture resistant container for
ranspeint to the reprocessing area,

Use clean gloves dunng phlcbotomy to reduce blood contamination of hands.

Hogpital nfection Comneeal Marieal a5
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372 Prevention of mucus membrane exposures

* Use mouthpieces, resuscitation bags or other ventilation devices as an

alternative to mouth to mouth resuscitation methods in areas where the nead
for resuscitation is predictable.

During procedurcs and patient care activities that are likely to generats
splashes or sprays of blood, body fluids, sccretions and excretions wear @
mask and eye protection or a face shield ro protect the mucons membranes of
the eyes, nose and mouth.

3.7.3. Management of needle stick accident or mucous membrane exposure.

Encovrage bleeding from the wound.

Wash wound with soap and water or trigate the mucous membranes with
copious amounts of water or saline.

Report all exposures to Infection Control Team through ward sister

3.7.4, Collection and transport of specimens

-

Place specimens in a leak-proof container,
[0 not contaminate the outside of the container,
Store specimens away from food and drink.

Transport securely to prevent spillage,

For more information an occupational health refer Cliapter 12.

3.8. PATIENT ISOLATION

Place a patient who ¢ould transmit infection in & private room or cohort him
with other patients infected with the same microorganism,

Clean gowns and gloves should be used when entering the room and removed
before leaving the room. Wear masks if necessary.

Wash hands before leaving the room.

Such patients should not be transported to other areas of the hospital unless

absolutely necessary,

Limit the use of patient care equipment to patients in the isolation room only,

Haspital Infection Comeral Wanual 24
BELCM 4 2003




CHAPTER 4

ADDITIONAL PRECAUTIONS

O HLCM 7 2005




Chapter 4 ' Additional precavilons

‘ll‘

4.1.1.

4.1.3.,

CHAPTER 4
ADDITIONAL PRECAUTIONS

TRANSMISSION BASED PRECAUTIONS

The Microbiologist should be consulied before instifuling iraonzmission
bazed precaulions.

Airborne precautions (droplet nuclel <5pm)

Indivicual room with adequate venbilabon. {Thiz includes, where possible,
negative pressure; door closed: at least six air exchamges per hour, exhaust to
autside away from intake ducts)

Staff should wear high-efficiency masks before entering the room

Patient should be confined to the room.

Droplet precautions {droplet nuclei =5um)

Individual moom for the patient, if available

Standard surgical splash proof masks (not a gauze mask) for health care
workers.

Patient’s movements should be vestricted; Patient should wear 4 standard
surgical mask if leaving the room.

Contact precautlonsfisolation

Individual room for the patient if available. If not available, patients should be
cohorted.

Staff should wear gloves on entering the oom.

A gown should be wom during patient contact or contact with contaminated
surfaces or material.

Wagh hands before and after contact with the patient and on leaving the room
Restrict patient movement auiside the room

Appropriate environmental and equipment cleaning, disinfection and
sterilization.

Haospital infection Condrod Manaol Ay
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4.2, STRICT ISOLATION
The Microbiologist shonld be consulted before instituting strict isolation.,
s Individual room with adequate ventilation. (This includes, where possible,

negative pressure; door closed: at least six air exchanges per hour; exhanst to

outside pway from intake duets)
» Restrict visitors and staff
=  Mask, gloves, gowns, cap, eye protection for all entering the roam
=  Hygienic hand washing at entry to and exit from the room
» Usc of disposable (single-use) equipment
» Disinfection of reusable medical equipment / linen
- « Daily disinfection of the room and terminal disinfection after dizcharge.
= Appropriste transport and laboratory management of patient specimens.

s  [Incineration of sxcreta, body fluids, nasopharyngeal secretions

4.3, ASEPTIC PRECAUTIONS

| The enfry site must be properly cleaned

e Clean with 70 % alcohol over and around the selected site and allow to dry.

v Clean with 10 povidone iodineg in a concentric fashion from the centre 1o
periphery, Allow at least 2 minutes o act,

= Ifthe patient is known to be allergic to iodine avoid the above step arul repeat
70% alcohol until well cleaned.

o Do not touch the site after disinfection

The hands of the staff must be disinfected and gloved
s Wash hands using proper technique.
« Preferably use s sustained action disinfectant eg 4% chlorhexidine or 7.5% povidone iodine

v Use srerile gloves
s Use sterile drapes and gowns as necessary (eg CVP line)

+ Use sterile devices and equipment

Hospital Infection Control hanund
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Chapter § Hand hygiens

CHAPTER §

HAND HYGIENE

Handwashing is considered to be the most effective measure in hoapital infection
control. Therefore it is important that health eare workers (HCW) should maimtain
high standards of hand care.

3.1. INDICATIONS FOR HANDWASHING

Handwashing must take place prior to

Contact with a patient

Wearing gloves

Administration of parenteral medicine

Handling of invasive devices and catheters

Moving from a contaminared body site to & clean bady site of the same patient
Meal break

Handwashing mnst take place after

Removal of gloves

Contact with blood, body fluids or other clinical mateial,
Paticnt contact

Contact with wounds

Handling of invasive devices, catheters, drains and nebulizers
Using the toilet

HANDS SHOULD BE WASHED IMMEDIATELY AFTER CONTAMINATION

WITH
BLOOD AND BODY SUBSTANCES.
Huspital Infeetion Conirol Mankal 13
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5.2. HANDWASHING TECNIQUE

Mails must be clean and short,

All jewellery should be removed prior to handwashing,

Wet hands under running water

Apply soap covering all surfaces of the hands.

Vigorously rub all surfaces of lathered hands for 10-15 seconds.
(Refer figure 1}

Rub hands systematically covening all surfaces especially the tips of the
fingers, the thumbs and the finger webs. (Refer figure 2)

Rinse hands under running water.

Hands should be dried thoroughly with a clean or sterile single use wowel after
washing. An antomatic dryer is an allernative method for drying of hands.
Leave adequate single use hand towels beside the sinks

Keep a foot-operated bin to discard towels which are then collected and sent to

the laundry for washing and reuse,

5.3. HANDWASHING AGENTS

S0ap - Liquid soap is better than bar soap. If only bar soap iz available,
provide small pieces which should be just adequate for the day, placed on a
rack so thal no water is retained (gs in 2 dish),

265 - 4% chlorhexidine gluconate (has a good residual activity).

1.5% povidone iodine.

54, ALCOHOL HAND RUBS

Used as an alternative to handwashing with soap and water or disinfectants.
Da not use far vizibly sotled hands,

Has a good immediate activity. Residual activity is poor.

Daoes not reguire drying with a towel, and does not require a designated area
for hand washing,

Less time consuming and does not cause drying of skin.

Can be prepared in-house (97 m! of 70% alcohol + 3 mlof glycernl).

Hospital Infectbon Centrol Maneal 34
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Figure 1. Handwashing technigie

How to wash hands camectly and reducea infection

1. Rub palm to palm

5. Remember to wash back thumbs 6. Rub: both palms with fingertips
7. Wash hands under running water using soap. rinse and dry thoroughly

Hospitat Infection Control Marual 15
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Figure 2.  Areas of the hand most frequently missed

5.5, SURGICAL HAND SCRUBE

Hespital Infection Conired Manwal 36
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Back [ ] Not Missed Front
B Less frequently missed
B Most frequently missed

Remove all jewellery before scrubbing

Nail brush should be used only for the first hand wash of the day o remove
debris from undermeath nails. ' |
Apply 3-5 ml of antiseptic detergent (eg. 4% chlorhexidine or 7.5% povidone
ioding) to moistened hand and forearms

Vigotously rub all sutfaces of hands and forearms for approximately 3-3
ImuEs.

The dizinfection process must be thorough and systematic, covering all areas
of the hands and forearms.

Dio not use brushes. )
Hands should be held high while washing with water

Initial scrub should last for 3-5 minutes. In between cases, scrubbing should

last for 2 to 3 minutes.




CHAPTER 6
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Chapter & Cleaning, disinfection and sterllizatlon
CHAPTER &

CLEANING, DISINFECTION & STERILIZATION

6.1 DEFINITIONS

Sterilization
Sterilization is the complets elimination of all microbial forms including spores. This
can be accomplished by moist heat, dry heat, ethylene oxide gas, liquid chemicals &

Disinfection

Disinfection ia the elimination of nearly all recognized pathogenic organisms, but not
necessarily all microorganisms. Disinfection can be sccomplished by the use of liquid
chemicals (disinfectant, antiseptic), UV light, boiling water elc. This could be elther
high level disinfection or low level disinfection.

A diginfectant is a liquid chemical applied on to non-living surfaces (eg. trolley).
Antiseptic iz g liguid chemical applied on to living tissues (eg. skin, mucosa),

Cleaning

Physical removal of dirt which remaves many micro-organisms. Should also be done
prior to sterilization & diginfection. Cleaning process is difficult to quantify other than
visually.
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Cleaning, disinfecticn and sterilization

6.2 CHOICE OF METHOD
This depends on the nature of the item (0 be treated. the likely microbiaf
contamination and the risk of transmission of infection to patients or staff in contact

with the item.

RISK GROUP EXAMPLES CHOICE OF
PROCESSING

High risk (critlcal)

Direct contact with a break in

Surgical instruments,

Musl be sterile

skitt or mucus membrane or needles, syringes,

entering a sterile body area Cystoscopes, Heat sterilization
leparoscopes, surgical {autoclaving), chemical
dressings sterilants

Tntermediate risk

{semicritical)

Endotracheal fubes,

High level disinfection

Direct contact with mucus gastroscopes & other acceptable, liquid

membranes or non intact skin | endoscopes chemicals

Low rlsk (non critical)

Items in contact with intact Stethoscopes, BP Low level disinfection or

skin apparatus, bed pans, thorough cleaning with
urinals detergent acceptable
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6.3  STOCK LIST OF ANTISEPTICS AND DISINFECTANTS
DISINFECTANT / STORAGE DISPDSAL
ANTISEPTIC

ALCOHOLS

60 1supropy] alechol
(surgical spirit)

0% ethy] alcohol

Room temperatuee, in
a dark contatner with
a close fitting lid,
Label as -
inflammahle,

Mot applicable

Aleohol hand bk

{isopropy] alcohol with
glycerol)

Room temperature, in

a dark container with |

a close fitting lid.
Labe] a3
inflammable.

Mot applicable

ALDEHYDES

2% ghmgraldehyvde solution
(Cidex)

Prigy 1o activation

Store 10 original
sealed container at
15-30° C, out of
direct sunlight

Activated solutio

Store 1n original
container till
transferred, in a well
ventilated low traffic
araa, af foom
temperature

Deactivation

NMeutralize by adding & ounce
of sodium bisulphate to
deactivate one gallon of 2%
gluteraldehyde solution for 3
minuges, Discard inko a drain.
Fhish thorcughly with watcr

If sedium bisulphate is not
available discard into a drain
and flush thoroughly with
water. However this is toxic to
the environment

CHLORHEXIDINES

0.5% chlorhexidine in T0%
alcohol (Hibisol)

Room temperature, in
a container with a
close fitting lid

Not applicable

4% chlorhexidine gluconate
(Hibitane)

Room temperature, in
d container with a
close fitting lid

Mot applicable

4% chlorhexiding gluconate
with a detergent {Hibiserub)

Room temperature, in
a container with a
clese fitting lid

Nat applicable

Taospitel Tnfection Conteal hdanual
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CHLORINE RELEASING AGENTS

| Caleium hypochlorite
| {bleaching powder, TCL}

{355 wiw of available
chlorine)

Store 1 oniginal
container in a cool, dry
& well-ventilated ares
{indoors). Keep
container closed when
nol in use. Keep away
from heat sources,
sparks & open flames,

Dispose into cement or PYC
pipes. Should nol be disposed
to metal pipes (corrosive
damage).

Sodium hypochlorite liquid
form

5% (stock solution)

Fo% (10,000 ppm}

0.1 (1000 ppm)

0.01% (125 ppm) Milton

Store in 4 ¢losed
opagque, plastic
container at room
temperature

Dispose into cement or FVC
pipes. Should not be disposed
to metal pipes {comosive
damage)

Store in & cool (< 257
C), dry place in the
origmal container.

HODOPHORS

Agueous povidone iodine | Room temperature, ina | Not applicable
(10% solution, available, | 92wk container

indine 15%) (Betadine,

Wolcadine}

7.5% Povidone iodine Room température, in 4 | Mot applicable
serub {available iodine dark container

(1.75%) (Betadine scrub,

Wokadine scrub)

PERACETIC ACID

Peracetic acid (Perasafe) Provided as a powder, | Dispose inte drains. Mo special

precautions o be taken.

PHENOLIC DISINFECTANTS

Lysol (2%, 5% solutions)

Store In the original
container at room
IE-l'I'.IPEI'EIHIﬂ.

Dispose i (o draing. Mo
special precautions to be taken.
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f4, METHODS OF PREPARATION OF ANTISEPTICS AND

IMSINFECTANTS
DISINFECTANT METHOD OF PRECAUTIONS
PREPARATION
Alcohol hand b | 97 mi of isopropyl/ ethyl Volatile and inflammable

aleohol with 3 ml of glvcerol.

Bix well, Commercial
preparations also available
{eg. Sterilium).

Calcium
hypechlonte
powder (35 %wwr)

Tropical chloride
of [ime {TCL)

Solutions should be made
fresh & discarded immediately
after use,

Dissolve 30.0g of the powder
in 1 L of water to get 1%
{10,000 ppm) solution {used
for high level disinfection,
blood spillsh.

Dilute this soludon 10 times o
make {1.1% (1000 ppm)
solution {used for surface
cleaning),

Avoid inhalation, contact with
skin, eyes & clething. Do not
mix or allow contact with other
chemicals (soaps, detergents,
paints, solvents, combustible
substances )

Prepare in a well ventilated room
to aveid inhalation. Wear gloves
and masks. '

Bulk solution made daily. Store
a5 indicated earlier.

Do not add water to the
powder, add powder to water,
{Chlorine release is toxic at
rooIm Iemperatung)

Do not use on metal objecis
(cormosive)

Can form carcinogenic products
in the presence of {ormaldebhyds,

4% chlorhexidine
gluconate

2% chlorhexidine
gluconate

Dilute stock solution of
chlothexidine with sterile
water 1o required percentage.,
Concentrated stock selution is
available in the indoor
dispensary,

otoxicity possible if instilled
to middle ear.

High concentrations and
preparations containing aleohol [
surfactant may canse eye
damage,
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2% ghuteraldehyde | Activate by adding the entite | Harmful by inhalation.
contents of the activator vial
0 the container. Shake well.
Activated solotion turns green
immediztely. Becord the date
of actzvarion, Test activated
solution with “Cidex solution
test strips” prior to each time it | After disinfection, rinse the

Use anly in well ventilated areas, :
Iritaling to respiratory system, 1
skin and eyes. Wear eye
protection, face mask. gloves &
fluid resistant apron,

is used, If test results are instrument 3 times in separafe :
satisfactory re-use up toa vilumes of water for at least |
maximum of 14 days or 20 min, (use sterile water for eritical

cveles whichever comes frst. | & semi-critical instruments).

Deachivation- refer table 6.3

10% povidone Ready 10 use preparation. Can cause hypersensitivity &
xline Do nat dilite skin irritation.

Avoid usc on large body surface
areas for prolonged penods

{increases serum iodine levels).

' Contraindicated in
hyperthyroidism and other
disorders of thyroid function.

Avoidin pregnantnursing
mathers, newborns. Avoid in
patients allergic to iodine

prCparations.

2% Lysol Dilute stock solution of Lysol | Trritant, avoid contact with eyes
with water to required and skin, Avoeld use in infant
perceniage. bassinets & incubators (causes

| 3% Lysol hyperbilitubinasmia), Avoid use

on plastic & rubber (mackintost,
mattress-coverss since it s
absorbed and may increasz
permeability to body Muids,
Avpid use on porous material a5
it leaves a hilm leading to
irritation 1o skin and lissues,

Peracatic acid Use lnkewarm water (35° C). | Irritant to skin, mucous
{Pcrasafe) 16.2g of “Perasafe” in | L of membranzas and eyes

water, St till & clear blue
solution is obtainad.

Usable for 24 hrs after
preparation.
Hrxpiizl Infrction Contrsl Manual 44

£ S0CM 100




sy e

Chapler &

Cleaning, disinfection and sterilization

6.5  CLEANING AND DISINFECTION OF THE ENVIRONMENT

GPD - General Purpose Detergents
CSS5D - Central Sterilization & Supplies Division

50U

- Single Use

6.5.1, Floors and surfaces

Floors GPD Damp mop with GPD and water 3 times a day in clinical
areas. Keep dry.
Mops & GPD Wash in GPD and water and dry in sunlight and hang.
buckets Store mops and buckets clean, doy and inverted,
Horzontal | GPD Table tops, lockers, bed railings, half walls, ledges should
surfaces be damp wiped duily. Tops of curtain rails should be damp
wipcd weekly,
Walls GFD Should be tiled or enamel painted up to 4-3 feet,
Damp wiping is recommended 3 rnonthly.
0.1% For certain infections (diarrhoeal pathogens, MRSA,
hypochlori | GRE, Gp. A Streptococei) and frank soiling wipe with
e 0.1% hypochlorite,
W rd >
Spills of Ell% —_— ear heavy duty gloves
body 3:1: Seak up fluid using absorbent materal (paper towels,
fuiel & il gauze, wadding).
bleod (0000 poe1m hypochlorite solwtion ull it is well seaked. Leave |
ppm) {or at least 10 munutes.
Remove the absorbent material and discard as clinical
waste,
Clean arca with deterpent and water and dry.
. Discard gloves as clinical waste Wash hands.
6.5.2, Furniture
Bed frames | GPD Damp wipe with GPD} on patient discharge or when
& cofs 0.1% soiled
hypochlon | For patient with MRSA, GRE. Gp. A Sireptococcus, efg,
te wipe with .15 hypochlorite.,
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Muttresses | GPD Protect with waterproof covers, Covers should be intact,
& Pallows Wipe the covers with GPD between patients.
0.1% When soiled disinfect with 0.1% hypochlorite. For
h- ocklan | PAUENE with MRSA, GRE, Gp. & Streptococcus, eic, use
el 0.1% hypochlorite.
Other GFPD Dampr dust with GPD daily.
furnicure 0.1% Wipe surfaces with 0.1% hypochlorite after discharge of
hypochlori | infected (MRSA, GRE, (Gp. A streptococcus) patient
i
Lightsand | GPD Damp dust cvery 3 months
shades
Telephone | 7O% Wipe daily
alcohol
Toys GFD IF soiled, wuash with GPD. Sofl toys cannot be

adequately decontaminated so if used by a child with
infection should be sent home with the child or
destroyed,

6.5.3. Bathroom items

Floors of GPD Clean with GPD 5 times a day. Disinfect with 2% Lysol
haﬂ'n_‘u-nms 7% Lysol in infectiows diarthoeas (cholera, shigella, salmonglla).
& toilets
Dioor GFD Clean with GPD 5 times a day.
handles, | ger 1 ysol | Disinfect with 2% Lysol in infectious diarshoeas
HEStEER (cholera, shigella, salmonella).
handles
Commeodes | GPD Clean with GPD 5 times a day, Disinfect surface with 2%
and toilet Lysol in infectious diarthoeas {cholera, shigella,
2% Lysol T e ;

SCuks salmonella}. Pouring disinfectants into lavatory pans or

drains not required.

Wear gloves before the procedure and wash hands after,
Wash GPD Clean with GPD 2 times a day. Pay attention to the tap.
basins
{zinks)
Patient GPD All patients should preferably have their own bowls.
washing Wash and dry thoroughly daily
bowls

Hiipital [nfection Conwal Manual
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6.6 CLEANING, MSINFECTION AND STERILIZATION OF E.QUIPMEHT

6.4.1. Ventilators and accessorjes

Equipment

Dvisinlect
ant

Method

Yentilators

GPD

%
alecohol

Follow manufacturer’s instructions wherever possible.
Citherwise wipe clean with GPD or 70% alcohol and
dry daily and between patients.

External filbers should be changed between patients,

Clean internal mechanisms including internal filters,
according 1o manufaciurer's instructions, by authorized
maintcnance staft a the unit. Al ventilators should
have & user manual and maintenance records,

Proper decontamunation according to the
manufacturer's instroctions s needed after ventilation
of patients with wherculosis. tesistant Gram-negative
organisms in respiratory tracl, MRSA in respiratory
trict, definite fungal lung infections. Jobar and
community-acquired pneumonia.

Ventilator
tubing

Tubes should be dated and changed weekly. For long
term patients change the wbing twice 4 week Change
tubes between palients.

EZESD Single use wibes are the deal. :
o8, For reuse. clean with GPD and : ﬂutc}clg‘-'t: {if
sluterald Emtu-cla‘r'ahlﬂ] or use high level disinfection by
ehyde immersing the ubing in 2% gluteraldehyde fn_:u' 3
peraceic | MUNULES OF peracelic acid for |0 minutes and rinsing
AT with sterile water,
Store cléan tubing dry and covered
Humiditiers | GFD During use, empty and clean reservoir daily with GPD.
Dry thoroughly. Refil] with sterile water,
g@iﬂ]} Use sterilized humidifiers for all patients, Autoclave.
alutersld Alternativelv use high Ic:ve] disinfection with 25
chyde gluteraldebyde [or 30 minutes or peracetic acid for 10
. minutes and rinse with sterile water.
peracetic
acid
Sy 5L Rcs;rmir bBag is usually connected near the absorber
bag and 15 usually pretected from contamination by Rlters.
Single use bags are preferred.
GPD For reuse, cleaning can be done by partially filling the

bag with water and detergent and shaking the bag, and
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then rinsing with sterile water, Outer surface 15 washed
with water and a detergent and dried.

CssD Disposable hags may be preferred on patients with
2o, known or suspected infections such as tuberculosis,
glutaralde If not disposable bags used on such patients should be
Eids autoclaved (if autoclavableh. Alternatively, chemical
. disinfection using 2% glutatafdehyde for 30 minutes,
followed by adequate rinsing with sterile water can he
done.
- May be used throughout an operating 1ist provided
'l:in.::un;‘:[athmg i appropriate filters are in place
Alrways
-plastic oL
-metil C33D
DWE?" GPD Change daily or when soiled. Change between patients.
masks G
alcohol | Use GPD o clean mask and wipe with 70% alcohol.
1% : .
hypachlo If used on a patient wilh/suspected TB, immerse In 1%
o hypochlorite solution for 30 min and rinse with water.
Oxygen S5U
tubing
Ideally autoclave,
Laryngoscap: | /CEE Alternatively wash blade with GPD} and wipe with 70%
b2 GPD alcohol.
0% . : 2
aleahol Wipe hand piece with 70% alcohol. Store dry.
Ideally single use,
T-Eu:l]:::tracheal o For rewse, clean with GPD. High level disinfection by

immersing the tubing in 2% ghuteraldehyde for 30
minutes or peracetic acid for 100 minutes and ninsing
with sterile water. Store ¢lean ubes dry and covered
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6.0.2 Suctlon apparatus
Suction sU
catheters
Suction Change daily and between patients. For reuse, clean
tubing with GPD and autoclave (if autoclavable) or use high
level disinfection by immersing the tubing in 2%
gluteraldehyde for 30 minutes or peracetic acid for 10
minutes and rinsing with sterile water,
Bottles/jars C38D Empty when 23 full or daily whichever is more
| % frequent (if open drainage system, decontaminate tirst,
hypachlo Eefer Chapter | 1). If autoclavable send to CS5D afier
die. washing with GPD.
2, The non-autoclavable ones should be washed with
gluterald GPD and immersed in | % hypochlorite solution for 30
ehyjde min. The metal lids should be immersed in 2%
' gluteraldehyde 30 minutes.
6.6.3 Nebulizers
Wlasks GPD Change daily or when soiled,
Change between patients.
TO% Use GPD to clean mask and wipe with 70% alcohol.
aleohol
[ [f used on a patient with/suspected THB, immerse in | %
hypochlo hypochlonte solution for 30 min and nose with water.
rite
Tubin SO If rensed flush with GPD, aspirate 1% hypochlorite into
E the fubing using a syringe, immetse for 30 minutes and
15 rinse well.
hypochla
rite
Paak flow 0% Wipe mouth- piece with 70% aleohal after ach patient
meter alcohol use. Filter changed every three months.
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6.6.4. Infusinn lines

Infusion GPD Wipe daily wsing GPD. Ensure surfaces completely
pumps free of fead and infusion residues.

In[usion GPD Wash when soiled and on completion of patient use.
stands

0.6.5. Miscellanaous items

Trolleys and wheelchalrs

Dressing GPD Clean thoroughly with GPD weekly. Before and after
trolley 0% procedures wipe with 70% aleohol. Must be dry before
alcohol placing sterile packs on surface.
Patient GPD, Keep clean,. Wipe with 0. 1% hypochlonite after use by
rolley 0. 1% patients with MRSA, GRE, Gp. A Streptococcus, atc.
hyvpochin
rile .
Wheelchairs | GPD, Keep clean. :
kil For patient with MRSA, GRE, Gp. A Streptocogcus, eic,

hypechlo

9k wipe 0,1% hypochlonte after patient use.

Specula
Auwral GPD Detergent wash. If contaminated wash with GPD and
205 cither boil 100" C for 30 minutes or wse T0% alcohol 1o
' disinfect.
alcohol
Yaginal C35D Ideally should be autoclaved, if not, detergent wash and

bhoil at 100° € for 30 minutes

Proctoscopes | CS8D Ideally should be autoclaved. if not, detergent wash and
boil at 1007 C for 30 minutes

Personal protective eguipment

Gogzles/ su
Visors GPD Wash with GPD. Then wipe with 70% alcohol,
Hespital Infection Canirel Manwal a0
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Other items
Thermoingter | 0% Wipe and air dry.
alcobnl
Stethoscopes | 0% Wipe daily with 70 % alcohol at the beginning and end
lcahi] of the ward round / ¢linic session and after examining
patients infected with multi resistant coliforms, MRSA,
GRE. Dedicate one stethoscope per patient or clean with
70 % alcohol between patients in ICU and PBU,
Sputum pots | 5% A sputuim mug containing 3% Phenol (Lysol) for sputum
Lysol should be provided, This i3 ideally autoclaved before
cisposal. IT facilities are not available for autoclaving they
should be disposed by buming or deep buryving after
disinfection using 5% phenol or 1% hypochoriee for 30
Tin.
For stainless steel spuum cups after disinfection, washed
with GPD.
Slings, GPD If made out of cloth dispose when contaminated with
paticnt host, body fluids.
orthopaedic
SUppOLts
Surgical CS5D
bowls
X-Ray GPD Keep equipment clean by damp dusting.
el e T0% Wipe with 70% Alcohal afier GPEY if avertly
Alechol | contamimated,

Huwspitzl miection Copdeol Munoal

O SLCM £ 005

Al




Chapter 6 Cleaning, disinfection and sterilization

67 CLEANING AND DISINFECTION OF LINEN

Clothing or bed lnen used by hospital patients is a possible cross infection risk to

patients and staff handling them,

s Bed linen should be changed on discharge of a patient or if it becomes soiled or
contaminated. Every patient should have clean bed linen.

« Curtains should be washed on a scheduled basis or when soiled, Change following
occupation of bed or room by a patient with MRSA, GRE, Gp. A streptococcus

infection.

6.7.1. Categories of used linen

Dirty linen
All general linen used by patients (net contaminated with blood and body
{lnids),

Soiled linen
Used linen contaminated with body fluids eg. blood, urine faeces.

Infected linen

Linen from patients with specific infections with a potential 1o infect ather
patients or staff handling them. eg. linen from a patient with enteric faver,
dysentery, hepatins, HIV and MESA.

6.7.2. Handling of linen
= Dirty linen should be washed with water (hot water where available) and

detergent,

» Spiled and infected linen should be handled as lintle as possible with minimum
amount of agitation to prevent exposure and contamination.

s All uzed linen should be bagged immediately after removal,

* Linen should not be carried along cornidors unbagged.

= Bags should not be overfilled.

floaplal Infiection Centrob Blanual 52
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» 1deally soiled linet and infected should be washed in a washing machine with &
hot cycle using bleach. Altematively they should be scaked in 0.5-1%
hypochlotite solution for 30 minvtes in the wards/operation theatre before sending
te the laundry.

= [f washing of linen iz done by hand, staff shonld wear heavy duty gloves and
plastic aprons.

» If sterilization is peeded the washed linen should be send (o the CSSD for

autpclaving.

6.7.3. Handdling of clean linen

»  Must be ransporied in such a way ag [0 ensure a clean statos,
Must be stored in a clean dry ares above floor level

Hosgital Infiectlon Contro] Mancal . %3
© SLOM / 2005




CHAPTER 7

CLINICAL GUIDELINES

Hlspiial Infection Coutral Mandl 55
& SLCM / 2005




Chapter 7 Clinical guidelines

?1-1

711

CHAPTER Y

CLINICAL GUIDELINES

SKIN PREPARATION FOR INVASIVE PROCEDURES

Routine surgical sites

Limit the preoperative stay of the pafient to minimize colonization with
hospital flora,

For elective surgical patients it is recommended to have a bath on the previous
day.

Avoid shaving if possible. If shaving is necessary shave immediately prior to
the surgery. Depilatory creams can be used or hair can be clipped shor,

Use 10% povidone jodine o disinfect skin. For mucus membranes use 3%
aguecus povidone iodine.

If the patisnt is known (o be allergic to ioding use 2% - 4% chlorhexidine.
Apply antiseptic gauge swab over and well beyond the operative site in
citcilar movements starting from the centre and poing outwards. Al least 2
minutes should be allowed for contact time, Repeat the same procedure.

If aleoholic solutions are used, skin should be allowed to dry-especially if

diathermy is to be vsed.
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7.1.3

7.1.4

Skin preparation for blood culture

Aseptic precautions should be taken (Refer 4.2),

Wash hancls with soap and water prior to starting the procedure,

Clean with alcohol over and around the selected site and allow o dry.

Clean with 10% povidone iodine in a concentric fashion from the centre 0
outward. Allow af feast 2 minutes 1o acl,

If the patient is known to be allergic to iodine use 4% chlorhexidine.
Handwash and wear a pair of sterile ploves,

Using a sterile needle and a syringe draw blood for culiure.

After venepuncture, residual jodine should be removed with surgical spirit and

a stnall dressing should be applied over the punciure site.

Skin preparation for other Invasive procedures
Eg. lumbar puncture, hmg aspirate, percutaneous needle biopsies

Same as for blood culture

Skin preparation for minor procedures
E.g. IM injections
Clean the skin with 70% ethy] alcohol and allow to dry.

Heapleal Infection Control Manual 58
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72  GUIDELINES FOR THE PREVENTION OF INTRAVASCULAR (IV)
CATHETER RELATED INFECTIONS

7.2.1 Peripheral venous cannulae

* In adults, upper extremily insertion sites are preferable than lower extremity.

*  Avoid grossly contaminated areas or skin creases.

= Hands should be washed with soap and water before and after insertion and
between procedures.

» Use a pew pair of disposable clean gloves.

» Selected insertion site must be disinfected with 70% aleohol and allowed to
dry.

*  After insertion, cannula must be secured, to stabilize it at the insertion site and
covered with a sterile dressing.

* The date of insertion must be recorded on the BHT and if possible on the
dressing,

v Cannula site must be inspected daily for evidence of infection and resited at
first site of inflammation.

* Gauze dressing should be changed in 48 — 72 hours or when damp, loosened
or visibly soiled.

= Flushing or irrigation of the system is preferably avoided,

*  The IV system must be maintained as a closed system. All entries should be at
the injection ports. Wipe port with 70% alcohol before and afier use. All entry
ports should be kept ¢losed when not in vse.

* [V administration sets should be changed every 48 - 72 hours,

» IV administration sets used for parenteral nutrition and adminisiration of
bloed, blood products or lipids must be changed within 24 hours.

* Peripheral cannulae are usvally kept for ro longer than 72 kours, If used for
longer periods, they should be replaced every 48 — 72 hours in adulis.
However in children the cannula can be left in sitn until IV therapy is
completed or a complication ocours.

* IV cannulac should be removed as soon as possible and a sterile dressing
should be applied, '
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7.2.2. Arterial catheters / Centrol venous catheters (CVC)

Insertions shiould be done in designated clean urc:ﬂs.ieg. Intensive care umits,
Operating theatres.

For CVC, subclavian site s preferred to jugular or femoral sites.

Handwashing with an antiseptic (2%-4% chlorhexidine} is essential prior to

insertion and before any manipulation.

- The operatar should wear sterile gloves, mask and gown. All members of staff

associated directly with insertion of CVC should prepare themsclves as for
theatre., ‘

Avoid shaving mnsertion site if possible.

The insertion site is cleaned with 2%-4% chlochexidine. Alternatively 70%
alcuhol followed by 10% povidone iodine can be used.

Clean the skin beginning at the centre of the insertion site using a circular
mation and move outwards, Leave for about 2 minuies to dry.

After insertion catheter should be firmly anchored to the skin.

Sterile dressing should be applied to cover the insertion =ite.

Date of insertion, name of the insertcr must be recorded on the BHT.

Inspect catheter site visually for evidence of infection daily,

Gauze dressings should be changed in 48-72 hours and polyurethane dressings
in 4-7 days or when damp. loosened or visibly soiled taking aseplic
precautions.

Routine resitingfreplacement of CYC is nol necessary unless there is evidence
of infection. Fu the presence af infection replacement of CVC over the putde |
wire should nat be done,

Remove the catheter when no forger required. It could be kept for a maximum
period of 3 months,

Before removal clean the surrounding skin with 266-4% chlorhexicine or 10%
povidone iodine and allow to dry.

If culmure is required avoid accidental contamination of the tip. Cut off 3 cm of
the distal catheter end using sterile seissors and place in a sterile container and
send to the microbiology laboratory for culture. Also send a blood culre
from a peripheral vein,

Apply a sterile dressing after removing the catheter,

Hospital laferiion Contrel Manuul Falk)
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73 URINARY CATHETERIZATION
131 Genersl principles

» Fhe use of urinary catheters should be limited to clinical needs that cannot be
met by other means. Whenever possible other methods of urinary drainage
such as condom catheter drainage, intermittent urethral catheterization and
adult disposable diaper pads can be used instead of indwelling urethral
catheterization.

* Only persons who have had adequate training regarding the correct technigque
of aseptic insertion and maintenance of catheter should be involved in catheter
LHre.

* Hands should be washed immediately before and after insertion and any
manipulation of the catheter or drainage system,

&  All procedures involving the catheter drainage system should be documented
in the medical or nursing notes. This should include the name of the person
inserting the catheter, the date, type and size of catheter and the volume of
water in the balloon,

7.3.2 Catheter insertion

» Catheters should be inserted using aseptic technique.

= The external meatis should be cleaned with saline. In females, clean vulval
area and vrethral meatus.

*  Wash hands with soap and water and wear sterile gloves before inserting the
catheter. A second pair of gloves should be available, should contamination
QCCUr.

*  Urethra should be lubricated with stetile, single use, anaesthetic gel,

#  [nsert catheter gently. NEVER USE FORCE.

» If unsuccessful in the first attempt the catheter should be discarded and a new
catheter should be used.

» Catheter should be anchored to the tingh securely with plaster.

s Date of insertion must be recordad on the bed head ticket (BHT),
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7.33

7.34

Catheter care and maintenance

Once drainage is established maimtain a closed system.

The urine bag must be kepr befow the fevel of the bladder ar all times,
including when emptying the bag, to maintain an unobstructed flow of unne.
Do not let the urine bag touch the floor.

When emptying the uring bag it is recommended to wear a pair of clean
disposable gloves for ench patient.

The urine bag shouvld be emptied without its outlet touching the recepiacle.
Meatal cleaning with antiseptic 15 not recommended. Keep perineal area
clean. Daily meatal catheter care with si¢rile saline is a reasonable hygienic
easure.

Urine bags should be changed once a month. In high risk units, urine bag
should be changed every two weeks.

Transporiation of a patlent with a catheter

Make sure that straps of the urine bag are untied before shifting the patient to
avoid inadvertent pulling of the catheter with resultant trauma.

During transit maintain the closed drainage system.

The urine bag must be kept below the level of the bladder duting

transportation.

7.3.8, Catheter urine specimens for culture

Urine should be collected using & sterile syringe and a needle.

Clamp the catheter about 1" above the bifurcation, After about 5-10 minutes
clean the tubing above the clamp with 70% alcohol.

To aspirate urine insert needle in a ‘head o toe’ direction at an angle (o
prevent leakage. Aspirate 5-10 ml of urine.

Release the clamp and withdraw the needle.

The closed system should not be broken to collect sampiles and samples should

not be colfected from the bag,

Hospital Infection Coneod Monual &2
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7.3.6. Catheter removal
+ Removye the catheter as soon as possible.

4+ Foley catheters (Latex) should be changed every 28 days. Silicome catheters
may be kept for 90 days,

Hagpleal Infection Contool Manual a3
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TAE

GUIDELINES FOR THE PREVENTION OF JINFECTION
ASSOCIATED WITH TRACHEAL SUCTION

74.1. General priociples

Hands should be washed prior to suction and afier contact with mueous
membranes, respiratory secretions, endotracheal or fracheostomy wbes or any
respiratory device used on a patient, whether or nof gloves have been worn,
secretions should not be allowed to accumulate in the lower respivatory tract,
In ventilated patients, secretions including that collected above the tracheal
cuff showld be removed regularly. Secretions should be removed before
patient is moved or before tracheal coff is deflated for any reason,
Post-operdtive pneumonia may be prevented by taking precautions such az
adequate suction during prolonged anaesthesia, avoiding aspiration during
intubation and extubation and adequate humidification of anaesthetic gases,
Pre-operative and post-operative deep breathing  exercises and  early
mobilization should be encouraged. Patients who are not maobile should he

repositioned every 2 hours.

Analgesia used should have minimal cough suppressant effect.

7.4.2. Suction of respiratory secretions

*

Suction should be carried out only when clinically indicated,

Suction equipment should be kept on a trolley or a tray which should be
cleaned and replenished regularly.

A gown and a standard splash proof surgical mask (not a gavze mask) and, if
possible, eye protection should be wom,

Hands should be washed thoroughly, rinsed with running water and wiped

with single nse rowel. Aliernatively alcohol hand rub can be wsed on clean
hands.

Clean gloves must be worn.
A sterile disposable suction catheter must be used for each session,
Open the sterile package at the end that is to be attached 10 the suction

apparatus and attach the suction tube heolding the catheter through the

Hespiral Infectlon Coneral Maniwa| 64
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packaging. The rest of the catheter is kept inside the pack until it is removed
with the gloved hand immediately prior to suction. Never leave a fresh
catheter aut of the pack.

* The catheter should be inreduced gently and without suction

= Suction pressure should never exceed 200 mm mercury and 10 — 15 seconds
should be sufficient for effective aspiration.

* Secretions should be removed without compromising the cardio-respiratory
function and with minimal trauma to the respiratory tract.

* The catheter should be withdrawn with 2 gently rotating motion while using
intermittent suetion. If the procedure needs to be repeated, the gloves and the
catheter should be changed.

* Gloves sand gown should be removed and hands thoroughly washed
immediately after suction.

743, Management of suction bottles and tobing
Refer 6.6.2.
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75  WOUND CARE

+  Wound dressings should be done in a designated area,

v Individual sterile surgical packs should be used for each patient, whenever

possible

» Should clean and disinfect mackintosh after each patient. If this is not possible

wound dressing should be done on patient’s own bed.

7.5.1 Geperal procedores

Wash hands before handling wounds
Sutures should be removed at the beginning of the list
Septic wounds and contaminated wounds should be dressed at the end of

the dressing list

¢ Dressings should be discarded as clinical waste.

¢ To reduce popportunities for airbome contamination 0 a minimum, the
wound should be exposed for the minimum time and dressings should be
temoved carefully and gquickly.

¢ Aseptic techmique when necessary (including use of stenle gloves and
forceps {no-touch techmigue)

Cholce of gloves for wound care

Sterile gloves for (lean gloves for

Acute surgical wounds Chronic wounds

Intravenous line sikes Leg ulcers

Central venous/TPN ling sites Pressure sores

Surpical drain sites (E.g. Redivac) Stoma sites

Orthopedic pin sites Fungating wounds

Burns
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7.5.3

T.54

Surgical wounds
Wolnds shauld be handled with sseptic tachniques.
Post-operative wound dressings should be fully adherent

Dressings must not be disturbed until the suture are removed (for at least 3 — 5

days after surgery) unless there is a clinical indication such as

= [0 rémaove = pain
drains/sutures - inflammation and
- discharges blood swelling
- odour - unexplained fever
Dnschargiog woands

All discharging wounds should be adequately covered.

Dressings must be changed when visibly soiled.

Surgical wounds with a discharge require daily dressings.

Exudates from wounds may contaminate hands or other surfaces which come
into contact with it. Therefors proper hand hygiene and envirommental
cleaning is important.

Patients with wounds colonized or infected with multi-drug  resistant

orgamisms should be barrier norsed.  Strict hand hygiene should be practiced
by all staff,

Chroni¢ wounds

* Colonisation of epen lesions and chronic wounds by bacteria will not necessarly
affect wound healing.

= Inmany cases debridement may be enough.

* Patients with wounds colonized or infected with multi-drug resistant organisms

should be barrier nursed, Strict hand hygiene should be practiced by all staff,
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746  MANAGEMENT OF SURGICAL DRAINS

s Closed drainage systems should be used whenever possible.

Drains should be removed as soon as possible.

#  Wlse aseptic techniques when handling drains.

s Wei dressings must be changed.

s In open drains the skin area around the drain must be kept dry to avaid infection,

s  After removal of the drain the wound should be ¢overed with a dressing until the
wound is healed and dry,

7.6.1 Closed drainage

* Intercostal bottle should comamn either sterile water ot sterile saline. This shouwld
be changed duily or more frequently when there is excessive drainage. :

* The druinage bottle must be kept at a lower level than the site of drainage at all
times W prevent back flow.

»  Tore-use the botiles, empty the contents into sluice.

+  Untreated effluent should be discharged through a sanitary sewerage system (o a 1
treatment plant or closed drainage system if this facility is available. There should
be a dedicated sink/commode for this purpose. Health vare worker shouold wear
personal protective equipment and should avoid splashing and aerosol formation. 4

= If there is no closed drainage system, decontaminate with 1% hypachlorite
solution ¢r if tuberculosis is suspected 2% Lysol solution overnight, beforc

discharzing in o the drainage system.

e Wuash bottles with GPD and sent to CSSD for auloelaving. 1
¢ The pon-asutoclavable ones should be washed with GPD and immersed in | %
hypochlorite solution for 30 mun. The metal lids should be immersed in 2%
gluteraldehvde and rinse with sterle water and dey,
7.6.2 Transporiation of patients with drains
s  Maintain a ¢losed sterile drainage system dunng Irnsportation. 4

= Do not clamp ot disropt the drainage system.
s Do not raise the drainage bag or botlle above the level of the body cavity frum

which drainage is connecled.
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CHAPTER %
INFECTION CONTROL IN SPECIALIZED UNITS

8.1 INFECTION CONTROL IN THE INTENSIVE CARE UNIT (ICL}

8.1.1, Design and layout of the Intensive Care Unit

General Requirements
» Quick and unimpaired access of staff to patients.
» Source isclation, protective ieolation or both

« Faeilities for handwashing and drying available at each bed

Isolation

& An 8 bed unit, with 2 divisions (each having 3 beds) and 2 isolation rooms
fsingle hed) are recommended.

Space
#* There should be adeguate space between beds. eg. Im between bed

CEniTes.

Yeotilation

» Ttis degirable to have mechanical ventilation with a turmover of air (e.g. 10
air changes per hour) o keep airhorne bacteria at a low level

Huogpital IoFectiont Caacral Manual 71
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8.1.2. Handwashing and aseptic precautions

Flease refer guidclines on hand hygiene (Chapter 5) and on sseptic procedures
(Chapter 4)

8.1.3. Environmental cleaning

GPD - General Purpose Detergents
CSSD - Central Sterdlization & Supplies Division
sU - 3Single Use

Floors - Mop with GPD twice a day.
- Use 1% hypochlorite if there is an outbreak of sepsis

Mops - Us¢ scparate mops for different cubicles.
= Dry the mops in sun light.
- Store them upside down,
- Wash mops in 0.1% hypochlorite weekly.
Walls - Damp dust with GPD once weekly.
Horizontal |- Damp dust with GPD daily and between patients. Dry with clean
Surfaces dry cloth,
Sinks, taps | -  Wash twice a day with GPD
and door
handles

Bath rooms | - Wash twice daily with GPD, including, door knobs and taps.

Telephone |-  Wipe daily with 70 % alcohol.
Cleaning of | - Refer 35,1,
Spillages
¥
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8.1.4, Cleaning, Disinfection and Sterilization of furnitore and eguipment

GPD - General Purpose Dietergent
CSS8D - Central Sterilization & Supplies Division
SU - Single Use

Furniture

| Beds and bedrails | - Damp dust daily with GFD

| bedside
cupboards

Mo

- Clean with GPD and 0.1% hypochlorite for septic patients,

Mattresses

- Cover with impermeable material

- Damp dust weekly with GPD

- Wipe with GPD between patients and dry thoroughly.
- Replace tom mattresses.

- Clean with GPD and 0.1 % hypochlarite for septic patients,

Cither Furniture

- Minimize the numbet
- Damp dust weekly with GPD.

- Use a separate storage area for non-essential items.

Ventilators and accessorles

Equipmsent

ant

Ventilators

GPD Follow manufacturer’s insttuctions wherever possible.
Chherwise wipe clean with GPD or 70% alcohol and
T0% dry daily and between patients.

alecohol

External filters should be chanped between patients.

Clean internal mechanisms including internal filters,
according to manufacturer's instructions, by authorized
mamienance staff at the unit. All ventilators should
have a user manunal and maintenance records,

Proper decontamination according to the
manufacturer’s instructions is needed after ventilation
of patients with tuberculosis, resistant Gram-negative
Organisms in respiratory tract, MESA in respiratory
tract, definite fungal lung infections, lobar and
community-acquired pneumonia,
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Vantllitoe Tubes should be dated and changed weekly, For long
tubing lerm patients change the tbing twice a week Change

tubes berwecn patients,

sU Single use tubes arc the ideal,

CS3D For reuss, clean with GPD and autoclave (if

2% autoclavable) or use high level disinfection by

eluterald | immersing the tubing in 2% gluteraldehyde for 30

ehyde | minutes or peracetic acid for 10 minutes and rinsing

Peracetic | with sterile warer.

acid Store clean tubing dry and coverad

Humidifiers | GPD During use, empty and clean reservoir daily with GPD.
Dry tharoughly, Refill with stenile water

CSsD Use sterilized humidifiers for all patients. Autaclave,

2% Alterpatively use high level disinfection with 255

gluterald | pluteraldehyde for 30 minutes or peracetic acid for 10

ehyde minutes and rinse with sterile water,

peracetc

acid

R S Reservorr bag 15 wsually connected near the absorber
bagp and is vsually protected from contamination by filvers.
Single use bugs are preferred.

GED For rense, cleaning can be done by pantially filling the
bag with water and GPD and shaking the bag, and then
rinsing with stenle water. Quter surface is washed with
waler and a GPD and dried.

CSSD Disposable bags may be preferred on patients with

26 known or suspected infections such as tuberenlosis,

glutaralde | If not disposable bags used on such patients should be
hyde autoclaved (if autoclavabie). Altcrnatively, chemical
thsmfection using 2% glutaraldehyde for 30 minutes,
followed by adequate rinsing with sterile water can be
done.
Rebreathing | SU May be used throvghout an operating (st provided
circuit appropriate filters are in plage
Alrways
-plastic 10
-metal CS5D
Oxygen GED Change daily or when sviled. Change hetween patients,
WEks T0% Use GPD to clean musk and wipe with 70% aleohol.
aleohol

1% If used on a paticnt with/suspected TB, imimerse in | %

hypochlo hypochlorite solution for 30 min and rinse with water.

rite

Hospital Likfection Coneral Manwal T4

O SLOM 0 2005




Chapicr B

Infection control In speciallzed-units

Uxygen sU
tubing
_ Ideally antoclave,
i‘;”"gm“p CSSD | A htematively wash blade with GPD & wipe with 70%
70k alcohal,
cthyl .
alcohol Wipe hand piece with T0% slcohol. Store dry,
; ldeally single use.

Eli?mchml U For reuse, clean with GPD. High level disinfection by
immetsing the tobing in 2% gluteraldehyde for 30
minittes or peracetic acid for 10 minutes and rnsing
with sterile water. Store clean tubes dry and coverad

Suction apparatus

Suction suU
catheters
Suction Change daily and between patients. For reuse, clean
tubing with GPD and awmoclave (if autoclavable) or use high
level disinfection by immersing the tubing in 2%
gluteraldehyde for 30 minutes or peracetic acid for 10
ninutes snd nnsing with sterile water,
Bottles/jars CS5D Empty when 273 full or daily whichever is mote
| % frequent (if open drainage system. decontaminate first.
hypochlo Befer Chapter 11). If autoclavable send (o CSSD after
£ washing with GPD.
> The non-autoclavable ones should be washed with
gluterald GPD and immersed in 1 % hypochlorte solution for 30
chvde min. The metal lids should be immersed in 2%
e cluteraldehyde 30 minutes.
Nebulizers
Musks GFD Change daily or when soiled.
’ Change hetween patients.
70% Use GPLY 1o clean mask and wipe with 70% alcohol.
alcohol
T If used on a patent withfsuspected TB, immerse in 1%
hypachlo hypochlonte solution for 30 min and rinse with water,
rite

Hospiial Tnfeetion Comeed Bl

£ SECN 7 3008

13




Chapter 8

Infection control in speclalized units

Tubing S17 It r:usa.*:d ﬂus_h with GIF'D, nrspira.l:e 150 h}"pﬂﬂl:llﬂl‘itﬂ into
the tubing using a syringe, immerse for 30 minwes and
I ringe well,
hypochlo
rite
Peak flow 0% Wipe mouth- picce with 70% alcohol after each patient
meter alechol use, Filter changed every three months.
Infusion lines
Infusion GPD Wipe daily using GPD. Ensure surfaces cumplet&l}’
punips free of feed and infusion residues,
Infusion GPD ¥ash when soiled and on completion of patient use.
stands
Other monitoriog equipment
Arterjal - Single-use, pre-sterilized jtems
lines = Change all equipment ¢very 48 hours,
BP cuffs - One per patient.
= Wash with GPD purpose GPD and dry between patients
ECG - External — datmp dust daily and between patients,
monitors - Wipe control panels with GPD falcohol wipe at the beginning of
a shift.
Stethoscopes | = One per patient.
= Clean daily and between patients with alcohol wipes,
= Should not be taken from patient (0 patienl without cleaning.
Hoaplal Infection Control Manual T8
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Chapter 8

Infection control in specialized nits

8.1.5, Unis discipline

Almis to
achieve
protective
isolation of

palicnts

Staff handling patients must wash hands thoreughly before and
afier altending on patients

Staff coming in from other areas of hospital should wear gowns
only if they examine or make contact with the patient.

Staff and visitors with obvious infections should not enter.
Visitors and staff should not touch anything unless it is
absclutely essential 1o do so.

8.1.6. Waste disposal

Follow general guidelines on waste disposal, Befer Chapterl |

8.1.7. Linen

Follow general guidelines on linen. Refer 6.7

8.1.8. Oeccnpational health

Exposure management and immunization, Refer Chapter 12

Hosprieal Infiecticn Conieal Matisal 77
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Chapter § Imfection control In specialized units

8.2 INFECTION CONTROL IN SPECIALIZED BABY CARE UNITS

8.2.1. Deslgn and Llayouwt

Provide separate
= duty room
= glorage space
# rest room for the nurses
* feed preparation area
* jzolation facility

" mothers room

8.2.2. Handwashing and asepiic precautions

Please refer guidelines on hand hygiene (Chapter 5) and on aseptic procedurcs
| {Chapter 4)

8.23. Enviroomental cleaning

GPD - General Purpose Detergents
88D - Central Sterilization & Supplies Division
S0 - Single Use

Floors - Mop with GPD twice a day.
- Use (}.1% hypochlorite if there is an vutbreak of sepsis

Mops - Use separate mops for different cubicles.
- Dry the mops in sun light.
«  Htore them upside down,

- Wash mops in (. 1% hypochlonte weekly.

Walls - Damp dust with GPD once weekly.
Horizontal |- Damp dust with GPD daily and hetween patients. Dry with clean
Surfaces dry cloth.
Sinks, taps | - Wash twice a day with GFD
and door |
handles
Hospitol Infeciion Control Munoal T
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Infection control in speciallzed uniis

Bath rooms | - Wash twice daily with GPD, including, door knobs and taps.
Telephone Wipe daily with 70% alcohol. o
Cleaning of | - PRefer3.5.1.

Spillages

8.2.4. Cleaning, disinfection and sterilization of furniture and equipment

GPD - General Purpose Detergents
C55D - Central Sterilization & Supplies Division
SU - Single Use

Furnlture
Cots and cot rails | - Damp dust daily with GPD
bedaide - Clean with GPD and 2% chlorhexidine, if baby is scptic
cupboards
Mattresses - Cover with impermeable material
- Damp dust weekly with GPD
- Wipe with GPD between patients and dry thoroughly.
- Replace tom mattresses.
= Clean with GPD and 2% chlorhexidine, if baby is septic
Bed nets - Keep two seis of bed nets per cot
- Wash with GPD after discharging the baby
= Wash weekly with GPD}
Other Furniture - Minimize the number
- Damp dust weekly with GPD.
- Use a separate storage area for non-essential items,
Hospital Tofestion Control Manual 79
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Baby incobators

Infection control in specialized units

!Elﬁan ufter each

patient or once weekly using manufacturer's instructions where

available, If unavailable, clean as detailed below.
Port hole - Wipe with damp cloth moistened with GPD
- Clean with 2% chlorhexidine, if baby is septic,
- Do not use alcohol, hvpochlorite, pluteraldeide.
Oither Plastic - Wipe with damp cloth moistened with GPD
parts, hood and - If baby is septic use 2% chlorhexidine.
inmer walls .
Lower umit - Clean with GPD und dry
{mattress, = Clean with 2% chlorhexidine, if baby is septic
MELHTESS tray)
- Rinse with GPD and dry;
Patient probe = Clean with 2% chlothexidine, if baby is septic.
- Do nat pse aleokol N
Control pane] - Wipe with damp cloth moistened with GPD
| Oxygen Inlet - Clean with GPD and dry
[ Humidifier = Avoud topping up
- Disassemnble; rinse with GPD and dry.
- Clean with 2% chlorhexidine, if baby is septic,
= Rellll with sterile water (distilled water is not necessary)

daily and in between patients.

Suction spparatus

Suction 5U
catheters
Suction Change daily and between patients. For reuse, clean
tubing with GPD and autoclave (if autoclavable) or use high
level disinfection by immersing the tubing in 2%
gluteraldehyde for 30 minutes or peracetic acid for 10
minutes and rinsing with sterile watet,
Bottles/jars CS8D Empty when 273 full or daily whichever is more
{ o frequent (if open drainage system, decontaminate first.
hypachlo Refer Chapter [1). If autoclavable send to CSSD after
i washing with GPD.
28 The non-autoctavable ones should be washed with
gluterald GFD and immersed in | % hypochlorite solution for 30
ehyde min, The metal lids should be immersed in 2%
' gluteraldehyde 30 minutes.
Hespital Infection Control Manoal &0
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Miscellaneous items

Infection control in specialized units

Trolleys - Wash with GPD once a week

(injection, - Before and after a procedure wipe with 70% alcohol.
procedure, and

dressing trolleys)

Baby weighing - Between babics clean with GPD

scales - Place the baby on its own sheet

Stethoscope - Wipe with 705 alcohol between babies

8.1.5. Milk Preparation

- Promate exclusive breasy feeding
- Advise mother to wash hands before and after handling baby

[eeding bottles, teats
and breast milk cups

Wash with soap and water.

[mmerse in Milton solution (123 ppm available chlorine)
for 30 minutes or hoiling water for 20 minuies

Usc an oven 1o diy, il available.

fee:ding

NG tubes for gavape

Mo hard data for recommendation

Syringes used for
feeding

Discard after each feed.

8.2.6. Unit discipline

Do not lean on or touch equipment / Mirniture unnecessarily

4.1.7. Waste disposal

Follow general guidelines on waste disposal. Refer Chapterl 1

8.2.8. Linen

Follow general guidelines on linen. Refer 6.7

8.2.%. Oecupational health

Exposure management and immunization, Refer Chapter 12

Harpitad Infection Conral Mabwal
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Chapter &

8.3 INFECTION CONTROL IN THE LABOUR ROOM

§3.1. Handwashing and aseptlc precantions

—— ———_—_—_—_— T

[nfection control in speialized units

(Chapter 4}

Please refer guidelines on hand hygiene (Chapter §) and on aseptic procedures

8.3.2. Environmental cleaning

GPD

- Ueneral Purpose Detergents
CSSD - Ceniral Sterilization & Supplies Division

SU - Single Use
Floots Use dedicated mops for the labour room, i
Mop three times daily with 0.1% hypochlorite
Dry the mops in sunlight and store them dry, upside down.
Wash mops in (1 1% hypochlorite weekly. s
Walls Damp dust with GPD daily. |
Horizontal Datnp dust with GPD daily and between patients, Dry with clean
Surfaces dry cloth.
Sinks, taps Wazh five tmes a day with GFPD.
and door
handles ;
Bathrooms Clean with 0.1% hypochlorite five times a day.
Fans Damp dust once in three months.
Telephone Wipe daily with 70 % alcohol.
Cleaning of Befer 3.5.1.
Spillages

Haspital Infection Canral Manual
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Infection control in specialized wnits

8.3.3. Cleaning, disinfection and sterilization of furniture and eguipment

GPD - General Purpose Delergents
CSSD - Central Sterilization & Supplics Division
5U - Single Use

Furniture
Fumiture - Minimize number.
inchyding - Damp dust daily with GPD,
storage
cupboards - LUse a separate starage ares for non essential items
Bed= and Cots | -  Damp dust daily with GPD
Mackintosh - Immerse in (1% hypochlorite then wash with soap and water
- Hang o dry
Mattresses - Should have an impermeatie covering

- Wash with GPD after discharge and dry thoroughly,

- Clean weekly. Replace tom mattresses and keep them dry

Suction apparatus

Suction S
catheters
Sucticn Change daily and between patients. For reuse, clean
tubing with GPD and autoclave (if autoclavable) or use high
level disinfection by immersing the tbing in 2%
glweraldehyde for 30 minutes or peracetic acid for 10
minutes and rinsing with sterile water.
Bottles/jars CSSD Empty when 273 full or daily whichever is mote
| % frequent (if open drainage systeml, decontaminate first.
hypochio Refer Chapter 11). If autoclavable send (o CSSD after
g washing with GPD.
21, The pon-awoclavable ones should be washed with
gluterald GFD and immersed in | % hypochlorite solution for 30
Chde min, The metal lids should be immersed in 2%
dhocs gluteraldehyde 30 minutes.
Horpicak Infection Cantml Manual £3
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Chapter § Infection control in specialized units
Mizcellaneous items
Delivery set - Use a separute delivery set for each patient, |

- After use, wash instruments with GPD, pack and send to C55D,
- Ideally, should be autoclaved.

Vagrinul
speculum - If not, wash with GPD boil at 100° C for 30 minutes
Trolleys - Wash with GPD at the end of the day
- Before and after a procedure wipe with 70% alcohol,
Baby scales - Between babies clean with GPD.
- Use an autoclaved cloth to place the baby and change between :
babies. Alternatively, place the baby on its own sheet.
Stethoscope - Wipe with 70¢% alcohol.
Thermometer |- Disinfect with 70% alcohol wipe and store dry. 1
Ouygen mask |-  Wash with GPD and wipe with 7) % alcohal

Laryngoscopes | - Ideally autoclave.
- Alternatively wash blade with GPD and wipe with 70%
alcohol.

= Wipe hand piece with 70% alcohol. Store dry.

Ririne - Single use disposable razors are recommended

- I not possible use a disposable blade for each patient and rinse
razor head with hot water and soap after use,

8.34. Cleaning of Splllages
Blood spillagez and other body fluids, Refer 3.5.1

Hospital Infection Comnies bamwal Rd
T SLCM 200




Chaper 8 Infeition controf in specialized anils

815, Unit discipline

Vaginal - Use sterile gloves and sterile cotton swabs moistened with
examinarion normal saline for VE.

{VE) = Do minimum nimber of VE.

Episivtomy - LUse a separate sterile pack for each patient.

and repair - Clean the area with 70% alcohol.

- Inject local anacsthetic.

- Use sterile scissors, forceps and suture material for suburing.

Urethral - Referclinical guidelines chapter 7

cathetenzation

2.3.6. Linen

Follow general guidelines on linen. Refer 6.7

3.3.7. Waste DMsposal
Follow general guidefines on waste disposal. Refer Chapterl |

Disposal of - Placentse/ abortus should be discarded into a separate waste

placentae / bag

abortus - Collect twice daily and semt for burial fincineration [
crematiot.

3.3.8. Occupational health

Exposure management and immunization, Refer Chapter 12

-
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Chapler 8 Infection control in specinlized units

84  INFECTION CONTROL IN ENDOSCOPY UNITS

3.4.1 Sterilization and disinfection of flexible endoscopes

® Az s00n 4% the endoescope 15 removed from the patient, wipe off excess mucus

ekc from the insertion tube using sterile gauze, wearing gloves,
» Endoscope should not be placed on any other work surface,

#  Place distal end of insertion wbe in a bowl containing GPD and water and

aspirate through suction channel For at least 30 seconds.
+  Flush airfwater channel. %
« Perform 3 leak test.

+ Disconnect endoscope from light source and immerse whole instrument in a

tray GFPD sohition,

« Remove the ait/water cleaning adaptor, suction valve, biopsy valve, distal hood

and CO; valve of colonoscope and place them in the way of GPD solution.

*  Wash outside of the instrument with gavze swabs, and clean the distal tip
thoroughly with a zoft toothbrush.

» Pass the cleaning brush through the suction valve hole into the instrument
channel up to the tip of the endoscope. Clean the bristles carcfully before

withdrawing the brush. Repeat until the channel is ¢lean.

#  Insert cleaning brush through biopsy channel opening and brush through the tp
of the endoscope, Clean brush and repeat until clean,

s After brushing all the channels, flush thoroughly with GPD solution and drain.
= Fill the tray with disinfectant (2% gluteraldehyde or peracetic acid).

¢ Tmmerse the entive instrument in disinfectant and fill channels with

disinfectant,

s Leave the endoscope immersed in disinfectant for the recommended time.
Refer 8.4.2.

» Rinse the endoscope with sterile water. Flush channels with water and drain.

Hospinal Infectlon Conrol banual BH
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Cheapter § infection control in specialized units

* Dry endoscope externally and flush air theough channels o expel all residual
fuid, 70% aleohel may be aspirated through the channels to hasten dryine,

« At the end of the list, store in a well ventilated cupboard.

8.4.2 Immersion times for flexible endoscopes after cleaning

1 endoscopes Countact fimes
2% Gluteraldehyde Peracetic acid

- Before and end of session 20 min. 10 min.

- Between cases 20 min. 1{Imin.

Bronchoscopes

- Before and end of session 60 min, 1{} min,

- Between cases 20 min 10 min

- After use in patients with 0 min 10 min.

known or suspected TB

Cystoscopes

- Before and end of session 24 min. 1) min,

-  Between cases 2(} min 11} min
[~ After usc in patients  with 60 min. 10 min.

known or suspected renal TB

Laparoscopes, Arthroscopes,

MNasophayngoscapes
- Befomre and end of session 20 min. 16X rrum.

=  [Belween cases 20 min 1{} min

*  Cluteraldehyde solution must be changed after processing 20 endoscopes or
evety |4 days, whichever occurs first.

= Peracetic acid solution must be changed after processing 20 endoscopes or daily,
whichever oceurs first.

For storage, preparation and disposal refer 6.3 and 6.4,

Hespitel Tnfeetian Conirol Blanual 87
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84.3 Unit discipline

High level disinfection of endoscopes should take place in a specified area which
is properly ventilated and close 1o the place where the procedurs is being
performed.

The endascope should be decontaminated before the endoscopy list begins,
between patients and at the end of the list.

The person who i5 decontaminating the endoscopes should wear & plastic apron,
tubber ploves and a2 mask,

Eye protection with visors or goggles shovld be worn, if splashing is likely.
Standard precautions should be practiced.

Cursflesions on the hands and forearms of staff should be covered with a water

proof plaster,

8.4.4. COccupational health
Exposure management and immunization, Refer Chaprter 12

P
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8.5 INFECTION CONTROL IN DIALYSIS UNITS

8.5.1. Desiyn and layout

* Patients should have specific dialysiz stations assigned to them
* {lean and contaminated areas should be separated, &g, medication should not
be handled in the area where used equipment or blood samples are handled,

¢ Medications should be prepared and distributed from a central area

8.5.2, Handwashing aod aseptic precavtions

Please refer guidelines on hand hygiene (Chapter 3) and on aseptic procedures
{Chapter 4).

§.5.% Epovironmental cleaning and decontamination
» The dialysis station (chairs, beds ctc.) should be cleaned after each use
with GPL and wiped with 1% hypochlorite

*  Fer routine cléaning refer 8.1.3.

§.54. Cleaning, disinfection and sterilization of equipment
Dialysiz machine
*  The machine should be cleaned carcfully and thoroughly after dialysis is over
with 1% hypochlonte,
¢ Speciul attention should be given to cleaning control knobs on the dialysis

machines and other surfaces thar are frequently touched and potentially

contaminated with patient's biood with 1% hypochlorire,

Other equipment
» At the end of each dialysis treatment or dialysis shift, non-disposable
equipment should be cleaned and dizinfected or sierilized.
# Blood lines should be discarded into the sharps bin and sent for incineration,

+ Non-disposable itemns of Hepatitis B positive patients should be lubeled and
sent o C55D.

Hespital Infeciion Conirgl Manual BO
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8.5.5, Unit discipline

Hespital Infecdon Contrel Manaal O}
£ ELCM 7 2005

Staff members should adhere to standard precautions. 1
Staff members should wear gowns, masks and eye wear for protection and to

prevent soiling of clothing during initiation and termination of dialysis.

Staff members should wear gloves when caring for the patient’s equipment at the i
dialysis station and should change gloves before and after contact with ¢ach

patient or station.

Staff should wash hands between patients. If hands are not visibly soiled an

aleoholic hand rub may be used.

rh

Sharing of ancillary supply instruments such ag trays, blood pressure cuffs,
clamps. scissors, and other non-disposable items should be avoided.

Medication carts should not be used. so that the practice of sharing can be %

eliminated.

When multiple dose medication vials are used, individual patient doses should be
prepurcd in & clean argd, away from dialysis station,

Special care should be taken to prevent needle stick injuries or other injuries when
handling sharps.

Aseptic techniques should be used when handling vascular access.

All staff members should receive a complete course of Hepatitis B immunization
and their antibody status checked, Statf members who respond to vaccination do
not require further vaccination / serology. (Refer 12.1)

Non-responders {after second course of vaccine) and HBs Ag positive staff should
not work in a haemodialysis unit.

Staff members should not smoke, drink or eat in the dialysis reatment area. -
Patients may be served meals or eat food brought from home, if reasonable

by gienic measures are taken.

Used food utensils should be ¢leaned, in the usual manner, by the facility staff. No

special cleaning of these items is needed.




Chapter 8 [nfection control In specialized units

8.5.6. Measures to prevent haemodialysis catheter associated infections.

= Catheter exit site should be examined at each haemodialysis reatment session tor
signs of infection.

# Catheter exit site dressing should be changed at each haemaodialysis reatment.

# Dry gauze dressings and povidone iodine cintment at the catheter exit site are

recommended whenever possible,

§.5.7, Additional preventive measures for bloodborne Infections

Hepatitis B
* O admission to the unit, patients should be tested for HBs antigen and anti-HB¢
antibody.

=  HBV vaccination is recormmended for all susceptible patients on long werm
haemodialysis. Vaceination is recommended for pre-endstage renal disease
patients, before they become dialysis dependant.
o Recommended dose and schedule
Dose: double dose
Vacelne schedule: 0,1,2.6 months

*  All vaceine should be tested for anti HBs antibody 2 months after the lust primary
vaccine dose.
A responder is a person with adequate levels of serum antibody (o HBsAg
(ie., anti-HEs =10 I/ ml).
A non-responder i3 a person with inadequate response to vaccination
{ie., anti-HBs <10 T1]/mi)

o BResponders should be re-tested annwally and if the titre of anti-HBs
antibody drops below 10 IU/m] a booster dose should be given.

o Mon responders should be offered a second course of vaccine.

o MNon-respondars (o the second course of vaceination should be checked
moenthly for HBs Ag.

Hosparal Infectvm Conwol Manwpal gl
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# HEs Ag positive patients should be dialvsed in a séparate room using separatc
machine, equipment, instruments, supplics and medication designated for
HBs Ag positive patients.

s Staff members who care for 2 HBs Ag positive patient, should nol care for HBY

susceptible patients while the HBs Ag positive patient is present in the unit.

bk

« HBY immune paticnis may undergo dialysis in the same area as a positive

patient. Staff members may care for both immune and infected patients at the

same time.

Hepatitis C
« On admission (o the unit, patients should be ested for anti-HCV antibody.
& Ani-HCV antibody negative patient should be re-checked every & months.
« HCYV infected patients do aot have to be separated from other patients or

| dialysed separately on dedicated machines.

HIY
+ Routine testing of haemodialysis patients for HTV infection, for infection
control purposes, 15 not necessary.
s The infection control precautions described above are sufficient to prevent

teansmission between patients, Additional measures are not required,

%.5.8. Standards for water quality, if dialysate is prepared in the unit

Haemodialysis fluid Maximum Total Maximur Endotexin
| Hetertrophs (CEml) level (EL/ml)

Water 200 Mo standard

Lsed to preparc dialysate 200 5

Lised for reprocessing 2000 No standard

Dialysate

Proposed AAMI Standard

Water 200 2

Dialysate not determined not determined

Huospifal Infective Control Manual
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8.5.9. Waste disposal

Follow general puidelines on waste disposal. Refer Chapier] |

8.5.10. Linen

Follow general guidelines oo linen. Refer 6.7

8.5.11. Occupational health

Exposurs management and immunization, Refer Chapter 12

Hoapital Infectinn Comitrod Manual 93
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8.6. INFECTION CONTROL IN THE BURNS UNIT

Bum wounds are at first free from bacteria, but are soon colonized by Gram-positive
organisms (first 48 hours) and later by Gram-negative bacteria. In cxtensive burns,
bactenal infection 15 the most important cause of morbidity and mortality.

8.6.1. Design and layvut

* A bums unit should ideally be self-contained, with 8 dedicated theatre and
IENSIVE CAre umit.

= Patients with cxtenzsive burns will require rooms with both protective and source
1solanion precautions.

¢ Isolation rooms and the dressing room should, ideally, be mechanically ventilated
with filtered air, which is extracted to the exterior,

*  Window air extractors would be adequate for rooms for source isolation.

* The bathroom and the dressing room of & burns unit should be adjacent with
designated traffic directions, so that the patient can be taken directly to the
dressing room after a bath and to the unit after dressing.

= Contaminated dressings need (o be taken away through separate doors to the dirty
corridaot.

= Facilities for hand washing and drying should be available at each bed,

* The wolley vsed 1o bathe burns patents should be specially designed for proper
drainage of water,

8.6.2. Prevention of infection

Primary measures
* Primary cxcision and skin grafting and application of dermal template.
= Local reatment with appropriate antiseptics.
* Strictly adhere 1o hand hygiene and aseptic precaution,
Befer chapter 4 and 5,

Hespisal Infection Conirel Manunl 3]
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Secondary measures

* Bumns should be cultured on admission and whenever dressings are chan ged
= Antibiotic therapy should be goided by culture and sensitiviey tests,
*  Tetanus toxoid should be given to all patients.
* General supportive measures are also important in secondary prevention.
5.4.3. Buros care
* Proective isolation of patients is important.
* Minimize staff and visitors entering the unit.
» Standard precautions should be practiced.
* Strict adhetence to hand hygicne aseptic technique is important durin 2 wound
dressing and invasive procedures, Refer chapters 4 and 5,
* Dressing of burns should, ideally, be perfarmed in a mech anically ventilated
OO,
»  Use sienle separate packs for each patient.
*  Gloves should be used for handling the paticnt.
+ Contact isolation precautions should be followed when caring for patiens
infected / colonized with multi-drug resistant organisms,
* Soap, for bathing patients, should be kept dry and restricted for individual use,
8.6.4. Environmental cleaning and decontamination

Floor = Wet mop with GPD 2-3 times a day, starting from clean arca.

Walls = Damp dust with GPD once a weel,

Hurizontal = Damp dust with GPD daily and between patients. Dry with

iR lean dry cloth,

Wash basins |- Clean with GPD twice a day,

Bath - Bath 15 a potential source of Gram-negative infection, especially
FPrendemonas aernginose. It should be cleaned with an
appropriate  disinfectant after each use, (c.g. non-abrasive
powders containing hyvpochlorite),

Hospical Infection Control Manual o5
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Mattresses - Cowver with impermeahle malterial

- Damp dust weskly with GPD

- Wipe with GFD between patients and dry thoroughly.

- Replace torn matiresses,

= Clean with GPD and 0.1% hypochlonte for septic patients.

8.6.5. Cleaning, disinfection and sterilization of furniture and equipnent
Refer 8.1.4,

8.6.6 Supplies

- Adequate supplies of sterile dressing material, linen and clean mackintoshes
should be available for bathing and dressing of each patient.

- Antiseptic solutions / creams should be readily available

- Bottles containing selutions prepared in the ward for wound dressing should
never be topped up. They should be emptied, washed and sterilized daily, At
least 2 sets of screw-capped bottles should be avatlable for this purpose.

B.6.7. Waste disposal

- Dressings removed from each patient should be collected and sealed in a

separate bag in the hathroom and taken away through the backdoor into the dirty

corridor.

- Follow general guidelines on waste disposal. Refer chapter 11

8.6.8. Linen

Follow general guidelines on linen handling. Refer 6.7

§.6.9. Occopational health

Exposute management and immunization, Refer chapter 12
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8.7. INFECTION CONTROL IN GENERAL DENTAL PRACTICE

8.7.1 Deslgn and layout of the unit
Should consist of throc areas (designeated as zones one, two and three respectively)

and a sterile corridor for supply of sterile items

1. Zone one is the stetile area (the operating field)
2. Zone two consists of the area outside the operating field
3. Zone three is the area outside zone two

Lone poe
* The operating field consists of the patient’s mouth. dental light, triple syringe,
head rest, bracket tube, hand piece and coupling rack and suction apparatus
* Surgical equipment requirad for the procedure are kept in this arca
+ These ilemns should be in individual sterile packs
* Contaminated and sterile areas should be clearly defined
Zone bwo
«  Outside the operating ficld, within clinical area
* In zone two, the sferile and contaminated materials are mixed
LZane three

* Contaminated instruments are kept in zone three before sterilization

All personnel in the unit should be aware of the zones in the clinical area

Hespital Infection Cantrol Manual i
T SLCM f 2005




Chapter 8

Infeition control in specialized units

43.7.2 Huand washing, use of gloves and protective clothing

Cieneril
hygiene

Should be followed by all personnel in the dental unit

Avodd wearing jewellery {bangles, rings, wrist watches cig)
during work

Cover skin abrasions and weeping eczematous lesions with
water rexistant plasters before procedures

Keep long hair tied

Keep nails short

Wear a dedicated, clean clinical coat inside the unit

Gloves

Wear sterile, disposable gloves during all procedures,

Keep an adequate stock of sterile dispusable gloves im the
unit

Dhspose blood stained gloves into clinical waste (yellow
bags).

Handwashing
and surgical

scrubbing

Wash hands with 4% chlothexidine or 7.5% povidone iodine
serub before a non-surgical procedure, handling instruments,
before and afier routine wear of gloves or contact with a
patient,

Surgical scrubbing of hands should be done beforc cvery
invasive procedore

Dy hands with sterile pieces of cloth or tissues

Refer chapter 5

Eoutine

clothing and

Wear uniforms depending on institutional policies

Wear protective attite duning procedures: surgical gowns

protective with a water resistant plastic apron, masks (triple layered.
attire well fitting, disposable mask), cye shields (when splashing
is expected) and gloves ‘
Heospitnl Tnfection Contrel Menaal og
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87.3. Management of instruments

Instruments in

Use individual sterile packs per patient,

anaesthetic kit

critical and Store in a sterile storage area, inside a waterproof, dry and insect
semi-critica) proof cabinet.
areus = Label packs with the date of sterilization and date of expiry.
- Use the double pack method {two autoclavable pieces of cloth )
- Use old stocks of sterile items first {stock rotation)
Laocal - Use single use blister packs if possible.

If multidose vials are being used, kecp a separate syringe and
needle for each patient

Do not leave needle on the bortle,

Use a disposable syringe per patient (Leu lock type to avoid
accidental  splashing of local anaesthetic  agent during
infiltration)

Discard the remaining ansesthetic solution, left in the botfle. at

the end of the day.
Materials for | - Mix materials in disposable paper pads or Teusable #lass blocks
restorative - Clean the gless blocks using GPD
procedures
Instruments - Use individual sterile packs
for minor - Cotton wool and surgical dressings should be sterilized by
surgical autoclaving.
proceduras

8.7.4 Cleaning and disinfection

Cleaning and disinfection is essential for safe and risk free work,
Before work | - Damp dust the dental unit and all horizontal surfaces with GFD
In between - Manage blood spills according to the spills management
patients protocol. {see below)
- Wash instruments with GPD and running water wearing
heavy-duty gloves (Refer 3.4.1).
- Pack using the double pack method (two antoclavable pigces of
| cloth) and send 10 CSSD for sterilization
Hospital Infection Control Manunl oo
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Attheendof |- Damp dust the unit with GPD. If visibly blood stained, wipe
the day with 0.1% hypochlorite
Blood spills - Wear heavy duty gloves,

Soak up fluid vsing absorbent material (paper towels, gauze,
wadding).

Pour 1% hypochiorite solution (10,000 ppm of available
chlorine) till it is well spaked. Leave for at least 10 minutas.
Remove the abzorbent material and discard as clinical waste.
Clean area with detergent and water and dry.

Discard gloves as clinical waste.
Wash hands.

8.7.5. Cleaning and disinfection of equipment

Bowls ~ Wipe with GPD and dry

Old - Wash with running water.

prostheses - Clean with 0.1% hypochlorite followed by rinsing in 33% HC1
diluted with an equal volume of water

Trays = Clean with GPD

Spatula - Autoclave

Glass blecks |-  Wash with GPD, keep dry

8.7.6. Waste disposal

Follow general guidelines on waste disposal. Refer chapter 11

8.7.7. Linen

Follow general guidelines on linen Refer 6.7

8.7. 8. Occupational health

Exposure management and immunization, Refer chapter 12
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88 INFECTION CONTROL IN OFHTHALMOLOGY UNITS

8.3.1. Hapdwashing and aseptic precantions

Flease refer guidelines on hand hygiens (Chaper 5) and on ascptic procedures

{Chapter 4)

8.3.2. Cleaning, disinfection and sterilization

Tonometer prisms.
other pnsms and

lenses

| Immediately upon removal from patient’s eyes, thoreughly

rinse In water.

Place a few drops of mild soap on a moistened cotton ball and
gently clean with a circular motion.

Thoroughly rnse in water and dey carefully with 4 non-linting

tissue. i
[Tl ﬁ‘lﬂ-nr.f-i“.]. {_-"-ﬂ‘ﬂ [*p™

] & ¢

=P Ay
'

Rinse with sterile water

Wipe and store dry,

Prism holder

= Should be washed and dried at the end of each day

8.8.12 Infection conirol in sutbreaks of conjunctivitis

= Qut pancnts with conmjunctivitis should not be examined in the ward.

= A separate roem should be allocated for examination of patients with red eyes,

- Hand hygiene should be strictly followed.

- Dhsposable gloves shonld be used to examine ¢ach patient,

- Avoid tonometry. If essential, use a non-contact, air puff tonometer.

- All tonometer prisms should be disinfected. Refer 8.8.2

- Blit lamp heads used in the examination of patients should be cleansd with

soap and water,

- All other non metallic equipment used in ¢xamination should be immersed in
freshly prepared 0.O1% hypochlorite solution (125 ppm) (Milton sclution) for

10 mranutes.
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- Ideally, each patiemt should have individual eye drops. Alternatively, e;lsun:
careful dropping to avoid any contact between the dropper and patient's skin
or gye. In-ward patients should bave dedicated eve drops at bed side.

- Conjunctival swabs for virus isolation should be taken and transported to the
reference laboratory (MRI) in virus transport medium.

Contacl: Depariment of Virolopy, Medical Research Inséitute regording
collection and iransport of specimens Tel: 0112697280/ 01126035324
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8.9, INFECTION CONTROL IN POST-MORTEM ROOMS

8.9.1. General precautions

Wear protective clothing: sﬁfgical top and trousers, surgical gown, disposahle
aprons, double gloves and long boots. Wear a standard surgical splash proof
mask ard rot a gauze mask and eye protection,

Adhere to standard precautions. Refer chapter 3

For patients with o strong suspicion or diagnosis of airbome infections such as
TB, measles, N93 masks should be worn, if available.

After the post mortam, remove protective clothing and discard into linen bin
for laundering. Take a shower before leaving the room.

Work surface should be wiped with 1% hypochlarite,

8.9.2, Cleaning of instruments

Thorough cleaning with GPD and water will remove most microorganisms.
Wear personal protective equipment (plastic apron, heavy duty gloves)

The sink should be deep enough to completely immerse the equipment,
Remove any gross soiling on the instrument by rinsing in tap water.

Immerse in warer with detergent.

Instrument should remain below the surface of the water while brushing and
cleaning. Take precautions to prevent splash and injury,

Ensure all visible soiling is removed from the instrument.

Rinse and dry the instrument. Inspect to ensure the instrument is clean.

. Handling of infected bodies

Adhere to standard precautions, All staff handling the dead body and soiled
linen should wear gloves,
The body should be handed over ko the relatives without any delay,

The body should nort be handled unnecessarily. Inform the relatives to dispose,
bury or cremate as early as possible.

Hospital Iofection Control Manual 103
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Funeral parlours and morticians must be informed about bichazard
Embalming of bodies not recommended. However, if it is essential the
undertaker should be advised w wear protective clothing, mask, gloves and
boots during preparation of the body to prevent contamination.

seahing the coffin is not required.

Eelatives should be strongly discouraged from embracing or hugging the
Doy,

The preparation area, and any place or item which is contaminated with hody
secretions should be disinfected with 1% hypochlorite solution,

The patients clothing, bed linen, and other personal items should be washed
with soap and water and boiled before reuse,

Advice may be sought from Inf:e:::t{nn Control Team (ICT) regarding safe
management of the patient’s personal effects ete.

Emotional and religious wishes of the relatives should be taken inte account

8.9.4. Wasie disposal

Follow general puidelines on waste disposal. Refer chapter 11

8.0.5. Linen

tollow general guidelines on linen Refer 6.7

8.9.6. OQocopational health

Exposure management and immunization, Refer chapter 12
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.10 INFECTION CONTROL IN THE LABORATORY

8.10.1 Laboratory design and layout

Design - Should have separate reception area for specimen collection,
pracessing area, area for preparing and storage of culture media and
a decontamination and washing area.
- Separate sink for hand washing should be available.
- Should have adequate work space
- Should be located away from general wards, operating theatres and
busy corridors
- Should have separate eating and resting areas for the laboratory
staff
= The universal biohazard sign should be displayed at the entrance
{Figure 3)
Work - Floor should be easily washable (tiles or terrazzo preferable)
benches - Bench tops should be made of water resistant scratch proof material
and 1o withstand routinely used chemicals
general - Walls, tiled up to six feet or more
area = Minimum number of horizontal surfaces
Accessto |- Access through one entrance
laboratory | - Only authorized personnel allowed
- Children should be restricted
5.10.2 General safety measures
All - Keep long hair tied
laboratory |- Do not wear bangles and wrist watches while working
personnel |- Do not eat, smoke or drink inside the laboratory
= Do not put fingers, marker pencils, bacteriological luops et into the
mouth
- Do riot drink from laboratory glassware
Heepital Tnfection Centrol Manual 105
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Hand
hygiene

Fefer chapter 5

8.10.3 Clothing and protective attive

All
laboratory

persunnel

- Should wear white laboratory coats,
- Waer proof aptons and masks, when necessary
= Do not go outside the laboratory wearing laboratory

clothing.

8.19.4 Safe Laboratory practices

Pipetting - Do not mouth pipette. Use mechanical devices for pipetting.
and - Use techniques which generate a minimal amount of aerosols.
suctioning | - Work inside a safety cabinet, when necessary.

- Plug all pipette ends with cotton wool

- Do not bubble air through solutions during pipetting

- LUsze pipettes which do not need expulsion of the last drop

- Do not keep uzed pipettes on the tables, Discard itio a jar

containing disinfectant (29 Lysol solution or hypochlotite
2500ppm). Maintain the fluid level at 23 of the container
Handling Refer 3.7.1.
of
sharps
Opening of | - Preferably within a safety cabinet
vials and - Dpen mibber stoppers gently s0 a5 1o minimize agrosolization
contamers | - Open tight fitting lids using gauze covering
Handling |- Accept only non Jeaking samples
of - Contaminated request forms should be discarded and replace
specimens with & new form
While - Do not place contaminated articles on the bench tops
working in | - Operate homogenizers, centrifuges, sonicators and shakers
Haspital Infection Comrol Manual 106
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the carefully, to minimize the risk to the operator and others.
laboratory |- Minimize generation of aerosols during procedures

- Work inside a safety cabinet, when necessary

< Ideally, a Bunsen bumner should not be kept inside a safety

cabinet.

Centrifuges | -  Should be used carefully,

- Test tubes! bottles should not be cracked or chipped, to avoid
breakages and should only be 2/3™ full to avoid spillage.

- These should be capped or plugged with cotton wool so that
acrosols are not created.

- Balancing and loading will avoid breakages,

- The lid of the centrifuge should not be opened ull it has stopped

rotating and any aetosols have seitled

5.10.5 Cleaning and Disinfection

Bench tops Wipe with 2% Lysol . (.1% hypochlorite or 70% alcohol
before work and at the end of the day
Floor Wet mop with GPD twice daily
Sinks/ wash basins | Clean with GPD
Surface of Damp dust or use an agent as recommended by the
instruments manufacturer
Refrigerators Wipe with GPFD monthly

Safety cabinets Wipe s wrface with 70% alcohol

Switch on the UV light for 30 mimites before and after work.
The UV light should be switched off before using the cabinet
Periodic fumigation with formaldehyde as recommended by

the manufacturer

Centrifuges Wipe with 2% Lysol and rinse/wipe thoroughly with water
weekly
Waterbath Change water daily
Incubator Wipe with GPD monthly
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8.14.6 Management of laboratory accidents

Decontamination

of skin

Wash thoroughly with soap and water.

Decontamination

of cutsfeves

Irrigate with water, taking care 1o prevent spread of

contamination from one area to anotheg.

=pills

Heavy duty gloves and apron should be worn. The total spillage
ared including the broken container should be flooded with
disinfectant and left undisturbed for 10 minutes prior to
mopping with cotton wool, wadding or toilel paper or any other
absorbent material. For most organic matter and bacteria 2%
Lysol is suitable, For blood or viruses 1% hypochlorite should
be used. If & dust pan and a brush have been uscd, these oo,

require disinfection.

Breakages in

centnifuge

{f you open the cemrifiepe after o run and see that o tube
containing biohazardows material has broken:
Close the centrifuge top immediately
Allow the aerazol to sertle down
Clean the spill with disinfectant
If vour suspect a breakage:
Tum off the power immediately and allow the
centoifuge to stop without braking.
Allow the aerosol to setile down

Clean the spill with disinfectant

8.10.7. Waste dispnsal

Refer 11.3.

8.10.8. Occupational health

All laboratory workers should underge training in safe laboratory practices.

All accidents should be recorded in an accident register.

Vaccinate the staff against hepatitis B, other potential vaceine preventable diseases
when applicable and rabies where rabies work is done,

Exposure management and immunization, Refer chapter 12
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Chapter 9 Infection control in operating theatres

CHAFTER 9
INFECTION CONTROL IN OPERATING THEATRES

5.1 THEATRE ATTIRE

All staff working in the theatre should remove outdoor clothing before wearing the
theatre uniform. Staff entering the recovery toom fanaesthetic room onl ¥, do not need
to change into theatre uniform.

Footwear

* Footwear with impervious soles should be worn in the stetle zone.

¢ These shues should fit properly, Dedicated personalized footwear is better for
all regullar staff.

* These should be cleaned regularly, at least once a week,

= The theatre staff should keep the hair clean and tidy.
Al the staff in the operating room (includes lay up roam also shoold wear
dizposable or autoclavable caps, propedy covering hair.

0.1.1. Scrub team

Wristwaiches and jewellery

* These should be removed before scrubbing.

Sterile Theatre gowns

= The scrub team showld wear sterile thealre gowns.

* Theatre gowns should ideally be mede of waterproof, disposable material or
tightly woven material. These types of gowns are costly to use. Currently used
conventional cotton clothing  gives some protection  against contact
contamination if dry, but skin scales camying bacterial particles can escape
through the Jarge pores in cotton fabric. If cotton gowns are used, they must be
changed whenever they become soaked with blood or other liquids,

*  Gowns should be wrap-around type.
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Plastic aprons
¢ Plastic aprons should be wom under the stenile theatre gowns by the scrub 7

team for additional protection.

Face masks {standard surgical splash proof masks) 1

#  The serub team should wear masks. However, this is controversial.

= ldeally, the masks should be disposable and act as filters. The mask should
completely cover the nose and the mouth,

+ Touch only the tapes when tying or temoving, Aveid touching the mask with o
gloved hands,

+  The mask should be changed after each operation, after 4 hours in prolonged

surgery and whenever it becoimes contamninated or damp.

Visors and Goggles

+  Full-face visors or protective goggles/glasses should be worn for the surgery

with high risk of splashing blood or body fluids.

Sterile ploves
» Wearing double ploves during surgery, protects the wearer from infections,
Double gloves should be wom specially for traumatic surgery such as
orthopaedic surgery.
# On the appearance of a visible tear or puncture, gloves must be removed and
replaced with new ones after washing the hands with an antiseptic detergent.

The gown should also be changed when changing the gloves,

9.1.2 On leaving the operating theatre
&  Stafl must not leave the operating theatre without changing inte ordinary

clothes,

s  Theatre statf who leaves the theatre for urgent matters (eg: crash calls, ICU
¢alls), should change their theatre clothing on retum.

9.1.3. Patient attire

» The patients should wear clean, light coloured clothes, a cap and leggings.
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9.2 THEATRE DISCIPLINE

9.2.1. Scrubbing and dressing
* Scrubbing and dressing should be done in designated places
+ Surgical hand scrub

»  Remove all jewellery before scrubbing

* NMail brush should be used ankby for the first hand wash of the day to
remove debris from underneath nails.

* Apply 3-5 ml of antiseptic detergent (eg. 4% chiorhexidine or 7.5%
povidone iodine} to moisten the hands and forearms and serub for
approximately 3-5 minutes

* The disinfection process must be thorough and systematic, covering all
arcas of the hands and forearms.

* Do not use brushes.

* Hands should be held high while washing with water

*  Twitial scrub should last for 3 - 5 minutes. In between cases, scrubbing
should last for 2 - 3 minutes.

9.2.2. Discipline in the theatre

Entry

+  Keepto s minmum

Doors and windows
&« Doots should be Kept closed while operating
¢ Minimum door opening and closure
+ Windows are not suitable for an operating theatre. If any, should be kept

closed

Theatre behaviour
&  The number of people inside the theatre should always be kept to 2 minimum
{10,000 =kin scales / persondminuce),
* Scrubbed staff should minimize movements inside the theatre before starting

the operation.
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# Have everything ready before starting
= Surgecns should not handle the hghts with gloved hands, J,_

* Unnccessary movement in and out of the theatre of ather stalf during
opérations should be avoided.

®  Hesimcl conversation in the theatre

Visitors
# Restrict visitors. Visitors who enter the operating theatre for a brief visit, eg:
parents who accompany children wntil they are anaesthetized, paediatricians
who attend the babies after caesarian sections, should change their shoes and
wedr a sterile overall over outdoor clothing.

s Other visitors who stay in the theatre for a prolonged period should completely

change into theatre clothing.

9.2.3. Management of infected patients

*  Ward staff should inform the head of the surgical team of any infection risk in
a particular panent (MESA, HIV, HEV).

*  Surgery on known infected patents {eg. MESA) should be performed at the
end of the list,

& Theatres should nel be closedifumigated after surgery or patients with teianis
and gus gongreme, Perform as the last case, Clean theatre thoroughly
afterwards,

9.2.4. Storage of equipment

+« Eguipment should be kept to a minimum. cg. operating table. operating light,
anaesthetie machine, suclion apparatus, trolley.

®  Sterile packs should be kept 1o & cabmet or box with 4 well fitting Lid.

* Laying-up of trolleys in advance is a eisk.

* Wrappings to be temoved in the operating room immediately before used.

&  Theatre trolley should remam in operating theare and ward trolley shoold not

enter into opecating theatre.
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0.3. THEATRE CLEANING

3.3.1. Geperal cleaning
Daily deaning

Cleaning should be carried out at the end of a list or when necessary eg soiling
of the floor _

Floor should be wet moepped using GPD and water Diedicated mops should be
used for each area of the theatre. Wash mops in scapy water, dry in sunlight
and hang.

Walls should be cleaned only if there is any splash.

Theatre table should be cleaned at the end of the list with GPD.

Theatre lights above the theatre table should be cleaned with a damp ¢loth and
GPD. If contaminated with blood or body fluids disinfect with 70% alcohol
Trolley used for ocpening surgical packs should be wiped clean with 70%
aleohol and allowed to dry

Unce a week or Sunday cleaning

Clean all horizontal surfaces eg. ledges, window sills, lights, light switches
and AMC grills.

Clean the theatre table using GPD.

Taps in serubbing area should be eleaned with a detergent

Walls up to head height can be cleaned. Additional wall washing should be

performed when there is visible soiling,

Onree a month cleaning

Do all routine maintenance like repainng doors etc.

Entire walls and hitings should be ¢leaned,
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0.3.2. Theatre equipment

Instruments

Cleaning is the first step in the decontamination process, It must be carried out

before disinfection and sterilization to make these processes effective.

Wear personal protective equipment {plastic apron, heavy duty gloves)

All mstniments which are reused {(cp. forceps, retractors) should be washed
with GPD and running water (preferably water 4570,

Thorough cleaning with GPD and water will remove most microorganisms.
The sink should be deep enough to completely immerse the eguipment.

Take instrument apart fully and immerse all pans in wann water with
detergent, Follow the manufacturer's instructions.

Instrument should remain below the surface of the water while brushing and
cleaning. Take precautions to prevent splash and injury.

Ensure all visible soiling is removed from the instrument.

Rinse and dry the instrument.

Inspect to ensurg the instrumenl is clean.

Keep cleaning equipment (brushes and cloths) clean and dry between uses.
Pack instruments for C55D, Muke sute to put steritape inside and outside. and
date and nitialize. When you receive the pack after stenlization check the
steritape.

Packs should be dry after sterilization.

Suction bottles and tubing
Refer6.6.2

Oxvgen masks

Use GPD to clean mask and wipe with 70% alcohol

If used om a patient with/suspected TB, immerse in 1% hypochlorite solution
for 30 min and rinse with water.
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Kidner trays
s  Autoclave

zloves

» Use sterile disposable gloves for surgical team.

» Use heavy duty gloves for siaff doing the cleaning. These should be immersed
in 1% hypochlorite, washed and hung to dey at the end of the day.

Foot wear
= Wash with soap and water and dry regularly ar least once a week,

& [£ there is a spill immediately remove and soak in 1% hypachlorite and send

for washing

Gogples
*  Wash with soap and water. Clean with 70% alcohol swab

Mall brushes

»  After use soak in warrn scapy water, rinse and autoclave.

Mackintosh
¢ [mmerse in 1% hypochlorite then wash with soap and water

* Hang to dry

Metal or red rubber urinary catheters

+  Autoclave

Buckets
* Should be lined with appropriately coversd bin liner (Refer waste management
in chaptar 11)
* At the end of the day wash with soap and water or detergent and store inverted
for drying,
» [f contaminated with blood or body fluids wipe with | % hypachlorite.
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9,33, Managemeni of blood spills
Refer 3.5.1

9.3.4. Theatre linen

Refer 6.7

9.3.5 Waste disposal {including body parts)
Refer Chapter 11
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%4, CLEANING AND DISINFECTION OF ANAESTHETIC EQUIPMENT.

»  Responsibility for decontamination of anmmeélc equipment should be vested
in une individual, ideally 2 member of the theatre nursing staff,

* This person should be well trained in cleaning, drying, packing for
sterilization, proper disinfection, sterilization and storage of anaesthetic
equipment.

* Clearly designated area near the operating tooms should be organized for this

purposc with adequate space, sink and running water,

9.4.1, Risk of contamination of parts of the anaesthetic machine
= Constantly contaminated items
o Laryngoscope blades, oropharyngeal airways, laryngeat masks,
endotrachcal tubes and sucton cathetars,
*  Freguently contaminated items

o Face masks, adaptors, and portions of the breathing systems closer to
the patient,

* Least contaminated ftems

o Components remote to the patient eg. Anaesthetic machine.

%.4.2. Cleaning and disinfection of individual items,
Anaesthetic ¢arts and gas cylinders

= The top and front of the anaesthetic cart should be wiped wilh a detergent at
the end of the day and a clean cover should be placed un the top.

+ Blood or secretions should be wiped off promptly with 70% aleohol,

* The entire cart should be cleaned once a week., All equipment should be
removed including the drawers and washed with a deterpent and water, and
then wiped dry.

* Gas cylinders should be washed with water and 1 detergent and wiped with
cloth whenever a new cylinder is connected,

v Alcohol should not be wsed 1o clean as it is a fire rist,
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Annesthetic machine

The anaesthetic machine should be considered as an npe:l'ating oo furniture
and receive the routine cleaning at the end of the list. Horzontal surfaces
should be cleaned properly.

Thorough surface wiping should be done with a soft cloth, dampened with
spap and water or a mild detergent. Special attention should be paid in
clesning around the knobs, vaponzers, cylindets ete.

External filters should be changed between patients.

Abzorber and unidirectional valves

Manufacturer's instructions should be followed when disassembling, cleamng
and disinfecting,

The absorbent should be removed from the absorber.

The canister should be cleaned with water and a detergent. ldeally, it should
be iminersed in 2% glutaraldehyde for 30 minutes and rinsed with clean water
and completely dried before refilling

The reservoir bag

Reservoir bag is usually connected near the absorber and is usually protected
from contamination by filters,

Single use bags are preferred.

For reuse, cleaming can be done by partially filling the bag with water and
detergent and shaking the bag, and then rinsing with sterile water. Cuter
surface is washed with water and 2 detergent and dried.

Disposable bags may be preferred on patients with known or suspecied
infections such as wberculosis.

If not disposable bags used on such patients should be avtoclaved (f
antoclavable). Alternatively, chemical disinfection using 2% glutaraldehyde for

30 minutes, fellowed by adequate rinsing with sterile water can be done,
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Tubing

Tubes should be Ansed under running water, soon after use, and soaked in a
large container filled with water and detergent.

Inside should be brushed. Tf brush is not available clean by pouring the
detergent into one end and agitating in a seesaw manner.

Awtoclave (if autoclavable) or use high level disinfection by immersing the
tubing in 2% gluteraldehyde for 30 minutes or peracetic acid for 10 minutes
and rinsing with sterile water.

Store clean twbing dry and covered

- The Y piece

This is contaminated in high percentage of cases.

Cleaning should be done after use, The Y picce should be removed from the
tubing, rinsed under running water and placed in a solution of water and
detergent. The inside should be scrubbed manually.

It should be properly dried before disinfection.

Metal Y picces - Avtoclave or immerse in 2% glutaraldehyde for 30
minwes or wn peracetic acid for 10 minutes and rinse
thorougkly with sterile water,

Plastic Y pieces - Immerse in 2% glotaraldehyde for 30 minutes or i
peracetic acid for 10 minutes and rinse thoroughly with

sterile water,

Non re-breathing valves

Fellow manofacturer’s instructions

Face masks

&

Une of the most frequently and heavily contaminated picces of equipment,
Immediately after use, mask conpectior should be removed and the mask rinsed
m tap water and scrubbed (using brush?. Tt should be rinsed and dried,
Autaclave {before autoclaving the plug should be remaved)

Alternatively immerse in 2% glutaraldehyde for 30 minutes or in peracere

il for [0 minutes and rinse thoroughly.
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Oropharyngeal airways

They are heavily contaminated after the use,

Rinse under running water as soon as possible after use and then place in a
solution of water and detergent. Clean with a brush, both inside and ourside,
atd nnse thoroughly.

Mletal airways shoold be awteclaved and others immersed in 2%
glutaraldehyde for 30 minutes or in peracetic acid (or 10 minutes and ninse

thoroughly.

Laryngoscope blades, stylets and Intubating forceps

As soon as possible after use shouold be rinsed in water and detergent.

Ideally autoclave. Alternatively wipe with 70% alcohal.

Wipe hand piece with 70% alcohol, Store dry.

Rinsing and wiping thoroughly with 70% alcohol may be adequate during a
heavy list.

For fibro-optic laryngoscopes, the manufacturer's instructions for cleaning
should be followed.

Endotracheal tubes and laryngeal masks

Ideally single use.

Ringe under running water as soon as possible after use and then place n a
solution of water and detergent so that secretions do not dry, Inflate cuff fully
and clean with a brush, both inside and outside, and rinse thoroughly,

Immerse in 2% glutaraldehyde for 30 minutes or in peracetic acid for [0
minutes and rnse thoroughly.

Store clean mabes dry and coversd,
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Chapter 10 Management of outbreaks

CHAPTER 10
MANAGEMENT OF OUTBREAKS
INTRODUCTIOMN

What is an outbreak?
* Two or more associated cases of infection with identical organisms that are linked
in time and place
or
* A greater than expected rate of illness compared with the usual background rate
for the population at the place and Hme where the outhreak has ocenrred,

An outbreak needs investigation to find out the route of transmissicen and possible

sources in order to prevent further spread.

If an putbreak is suspected, ward staff should immediately inform the Infection
Control Teamn (ICT) or Infection Control Nurse {ICN), who should visit the unit
coneerned.

10.1  MANAGING AN OUTEREAK

STEFP 1
Recognition of an outhreak
L. Preliminary investigation |
- Develop o case defintbon, which includes sitl:-:,.paﬂmgen and affected
population,
2, Verily diagnosis |
= By reviewing each ¢asc with the definition.
3. Determine the magnitude of the problem
- Number of cases and the severity
4. Confirm that an sutbreak exists

- By comparing the present rate with endemic rate,
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Chapter 10 Management of outbregks

Take immediate relevant cantrol measures

- Study the available information to identify relevant control measures,

- Review and strengthen the relevant infection control practices e.g. hand
washing, isolation, environmental cleaning, aseptic procedures, disinfection
and stertlization

- Stop transfemng patients and staff to other wards

- Restrict visitors.

STEP 2
Nagiflcation of outbreak
Motify the Infection Control Committee, hospital administration, relevant departments

and epidemiolegical wnit, Educate the staff. patients and visitors,

Outbreak Control Committee
ICT may consider forming an Outbreak Control Committee depending on the
tiature and magnitude of the outheeak,
This committee should
*  Meet regularly until the outhreak is onder control
*  Major decisions such as ward closure should be taken by this committee.

¢ Designate a person to work with media if necessary,

STEFP 3
Active case finding

Search for the additional cases by using clinical and microbiclogical records

Microbiological investigations
Microbiological investigations should be done depending upon the suspected
epidemiclogy of the causative organism, Consult the Microbiologist or obtain off-site

microbiologist’s opinion to decide on apprepriate specimens.

Epidemiological typing
Typing of the aetiological agent could be done depending on the facilities available,
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Chapter 10 Management of cutbreaks

Line listing

Prepare a data collection (ool eg questionnaire,
Record all the cases noting patient details, date and time of onsct of symptoms in each
case, date of admission, place, infection details etc.

Data Analysis
Analyze the data (o identify common features of the cascs. eg. age, exposure to risk
factors

An epidemic curve (¢g histogram) should be developed based on place and time of
occurrence of cases (time in the x axis and number of cases in the v axis). This helps
to determine common source, probable time of exposure. probable incubation period

iC.

Formulating and testing a hypothesis
Formmulate a hypothesis about suspected causes for (he outbreak based on literature

survey and common features of cases.

Hypothesis is tested by a case control study, cohor study or microbiological study to

delineate the prablem and identify the source.

» Case control study — a group of uninfected patients (control group} is compared
with infected patients (case group)

«  Cohort study — a defined high risk population {cobort) is identified and followed
prospectively.

* Microbiological study - planned according (o the known epidemiology of

infection problem. This identifies possible sources amd routes of transmission
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STEP4

Conirol Measures

Strengthen specific control measures as soon as the cause of guibreak is identified.
These may include,

s Identification and elimination of the contaminated product

# Modification of nursing procedures

» [Identification and reatment of carriers

» Correction of lapses in technigue or procedure

Monstor
Continue follow up of cases after the outbreak clinically as well as microbiologrcally.

Evaluate
Evaluate for the effectiveness of control measures, Cases should cease to ocour or

retun to the endemic Ievel.

Document the outbreak.
Prepare a report on lhe investigation and management of the outbreak and present 1o
the infection control committee, departments involved and the administration.
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Chapier 1 Managemeni of outbreaks

10.2 MANAGEMENT OF A METHICILLIN RESISTANT
STAPHYLOCOCCUS AUREUS (MRSA) OUTBREAK

Methicillin resistant Stephviococens aurens {(MRESA) is resistant 1o all beta lactam

anitiaotics, including penicillin, cloxacillin, co-amoxyclav and carbepenams.

Similar to methicillin-sensitive straing of 5. aurens (MSSA), MRSA can colohise
skin, mucous membranes and skin lesions in patients and health care workers but is

liable to cause infection in susceptible patients.

Compared to MSSA infections, MRSA infections are difficult and costly to treat.

10.2.1 Transmission of MRSA

(a) Contact spread
Hands — Transient hand carriage by staff is the most likely route of spread
from patient to patient.
akin conditions — Eczemas, dermatitis, psoriasis or cuts and wounds of staff
can harbour and transmit the bacterivm. Paronychia in staff members could
also be a sourve of infection to patients.

Equipment — MESA can spread when incomectly decontaminated equipment
are used between patients.

(b} Airboroe spread (less commanly)
Skin scales of infected patients or staff can infect others. If a patient with a

productive cough is colonised or infected, his/ her sputum is a sowrce of
infection,
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Chapter 10 Managzement of onthreaks

10.2.2 Preventing spread of MRSA

Isalatlon

Mowve the patient to a side-room, if available (sourcefcontainment isolation).
Explain the reason for izolation to the patient,

If patient is isolated in a side room the door should be kept closed especially,
during procedures Tike physiotherapy, wound dressing and bed making.

When isolation is tiot possible, patients harbouring MRS A could be cohorted
in a comer of the ward beside a washbasinfsink (cohornt isolation), ideally
away from patients with invasive devices such as catheters, IV infusions.
deally, a dedicated hand-washbasin should be available for these patients.
Any lesion from which MRSA is isolated should be covered with a clean
dressing

Continue isolation until 3 complete sets of negative swabs are obtained. There

should be at least 3 days between each set of swabs,

Barrier nursing

Preferably, one nurse should be allocated for patient or for the cohort.

Strict handwashing practices should be adherad to hefore and after attending
on patients. Antiseptic hand wash and ropning water must be made available.
Do not enter room unnecessarily.

Clean gloves and aprons should be womm by the staff attending to the patient.
Discard used gloves and aprons into a bin within the isolation arca

Masks are not indicated (exceptions — procedures producimg acrosals such as
chest physiothermpy, suction, bronchoscopy, duning wound dressings or when
attending to patients with infected sputm)

Doy ot lean £ touch bed, fuenituee ete

Equipment

A dedicated stethoscope, thermometer, blood pressure cuff et should be keps
1n the room or 150lation area. and cleaned appropnately after wse.
Refer 0.6.5
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Chapter 10 Management of ontbreaks

Iselation room / Area

Linen

Should be cleaned daily, including bed, bedside cupboard, table, floor erc.
Mop/wipe with 0.1 % hypochlorite.

Beofer 6.7

Movements

As far as possible minimize visits to other units / departments. If the patiznt iz
ko visit another unit such as physictherapy aor radiclogy, inform before hand to
take necessary precautions, such as wearing gloves and aprons,

While handling MRSA patients, staff should avoid direct contact with other

patients

Transfers

MR3A paticnts should not be transferred to other wards or hospitals without
informing the ICT and the ward or hospital concerned.

MRSA status should be cleatly indicated in the transfer form / bed head ticket.
Colonised patients fit to be discharged can be sent home.

Medical records

Medical records of affected patients should be flagged.

Yizitors

Fatients must be told that there is no risk to healthy relatives and friends,
Restrict visitors

Visitors do not need protective clothing if they de not attend to the patient.
Sitting on the patient’s bed should be strictly prohibited.

Visitors should wash their hands before leaving the patient’s room.

Bystanders assisting the patient should wash hands with antiseptic hand wash,
and alzo ideally, wear gloves and gowns.
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Staff screening

» This is confined to outbreaks in special carc units and surgical wards.
Instruction should be obtained from ICT regarding screening.

10.2.3 Patient management

Treatment

& Patients infected with MRSA should be meated with relevant antibiotics

gujded by an antibiotic sensitivity test

Screening

Patients should be screened for colonization as follows:

* Mose - both nostrils swabbed with one swab

« Perineum or groin — both sides swabbed with one swab

» Axilla — both axillag swabbed with one swab

* Throat

» Skin lesions — swabbed as wounds, uleers, rash, [V or drain site

s Catheter Specimen of Urine - if indwelling catheter present
= Sputumn — if productive

Swabs are moistened with sterile saline before obtaining specimen.

Eradlcation
The Microbiologist should be consulted before instituting eradication protocol.

Colonized patients should undergo a 5 Day MRS A Eradication Protocol:-

s Daily baths with 4% chlorhexidine in detergent solution or 4% povidone
iodine applicd neat to the skin with 2 wash cloth.

e On days 1, 3, 5 wash hair with 4% chlorhexidine or 4% povidone iodine
followed by normal shampoo,
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Apply 2% mupirocin nasal sintment to ghterior nares three times per day. A
match-head size portion of ointment/cream to be applied to each nostril using
a disposable cotton swab. Altemnatively, chlothexidine Cream, Degmycin [/
chlorhexidine cream or povidone jodine cream can be used,

Apply 29 mupiracin on colonised or infected skin lesions (avoid use on
deepiextensive wounds)

Change personal clothing and bed linen daily.

After 5 days stop eradication teatment.

4% hours after completing eradication protocol, repeat the screening. If patient
has had antibiotics for MRSA do not re-screen till 48 hours after TV weatment
has ceased.

Discharging a MRSA patient

When discharging 2 MRSA colonised patient, write on the diagnosis card-
“MREA Positive patient — On admission, izolate and inform ICT"

If MRSA has been eradicated write on  the diagnostic  card —
"MB3A Positive patient - MRSA eradicated, inform ICT for sercening™

Re-admitting a MRESA patient

On readmission isolate the patient and inform [CT,
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Chapter 10 Management of outbreaks

10.3. MANAGEMENT OF OUTBREAKS OF RESPIRATORY TRACT
INFECTIONS

Reservoir of infection
Patients with clinical or subclinical infections! carriers / patients with latent

infactions

Muode of transmission
Direct —Aithorpe spread  (droplet nucleil <5pm)
Drroplet spread  (droplet nuclei >3im)

Oral contact

Indirect - By hands and fomites contaminated with respiratory secretions of
infected patients (eg. handkerchiefs. eating wiensils). Organisms may

survive for many hours on contaminated environmental surfaces.

10.3.1 Management of an ontbreak of respiratory infection
a Discharge other patients, if they can be managed as outpatients.

s Source isolation should be done in a single side room, until ¢linical recovery.

If this is not possible, cohort isclation with barrier nursing is an altemative.
s  Avoid over crowding and mamtain adequate ventilation.

s Keep visitors (o minimum.

¢ Seictly adhere fo standard precauntions.

s Protective masks may be useful for close contacts. The mask should be a

|I standard surgical splash proof mask ond aot @ gouze mask. Alternatively a

three lavered mask with gavze/polyethenefgavze could be used.

‘ ¢ Contact precputions should be practiced when camrying out invasive

procedures or handling secretions.

+ Stethoscope, thermometers, nebulizer masks and other equipment, should be
used for a single patient as far as possible without sharing between patients.
These should be regularly cleaned and disinfected {refer chapter &)

» Spillage of respiratory secretions — manage as for blood spills (refer 3.5.1)

Haapha Infection Conirod Manwal 136
£ SLOM £ 205

T e S e e — . S————



Chapter 10 Munagement of outbreaks

Specimens for microbiclogical investigations {nasopharyngeal aspirate,
sputum. bronchoalveolar lavage, throat or nasal swabs) should Be collected as
early as possible and sent to the laboratory in viral transport media n leak
proof containers. Blood {acute and convalescent samples) should be sent for
serology,

Contact: Department of Virology, Medical Research Institicte regarding
collection and fransport of specimens. Tel: D1126972800 01 12693532-4
Specific weatment or prophylaxis may be indicated in immunocompromised
and high risk patients.

Staff with symptoms should not attend on high risk patients.

Educarc staff, bystanders and patients regarding personal hygiene. frequent
hand washing, covering the nose and mouth while sneezing or coughing and

sanitary disposal of oral and nasal discharges,

10.3.2  Management of an autbreak of severe respiratory infection (eg SARS)

+  Inform ICTACN

* lsolate the patient in an isolation room or transfer to Infectious Disease
Hospital (IDH).

* Isolation room doors must be kept closed ar all times and staff entering the
room must be kept to a bare minimum.

* A dedicated stethoscope, thermometer, blood pressure cufl ele should be kept
in the room or isolation area, and-¢leancd appropriately after use,
Reler 6.6.5

# Practice barmier nursing (refer 10,.2.2)

= All health care workers including the minor staff should be trained on
infection control measures, A member of the staff (cg. Matron) should be
identified to observe whether the procedures are carmied out comectly.

s Strictly adhere to standand precantions. Handwashing is crucial,

«  Contact precautions must be practiced when handling the patient or secretions
or the immediate environment and cleaning.

* Single use disposable personal protective equipment must be vsed, as far as
poasible, when handling the patient For all patient comtacts and invasive
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Chapter 10 Management of outhreaks

pracedures wear eve protection {gogglesfvisor). If any items arc 1o be reused,
disinfect immediately.

+ Special protective masks with high officiency filters, at least an “N-95" mask
must be worn when performing aerosol generaling procedurcs. eg.
bronchoscopy, intubations, suction and close handling of the patient, (These
pracedures should be performed only if absolutely cssential).

+ For those entering the room a surgical mask with plastic covering is adequate

e Keep visitors to a minimum, If they are to enter the room, they need (o wear
persanal protective equipment {refer 3.3). Hand washing before leaving is
crucial.

+ Specimens for microbiological investigations (nasopharyngeal aspirate,
sputumn, bronchoalveolar lavage, throat or nasal swabs) should be collected as
early as possible and sent o the laboratory in virdl trapsport media in leak
proof containers. Blood (acute and convalescent samples) should be sent for
serology.

Contact Department of Virolagy, Medicel Research Instifute regarding
collection and transport of specimens. Tel: 0112697280/ 01126935324

»  Spillage of respiratory secretions — manage as for blood spills (refer 3.5.1)

» Linen (refer 6.7)

v  Waste disposal (refer chapter 11)

» If a member of statf develops fever or respiratary symptoms within 10 days of
caring for a patient immediatcly report to the ICTICN. During this period

avoid contact with other patients or staff members.
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14 MANAGEMENT OF QUTBREAKS OF GASTROENTERITIS, FOOD
POISONING AND ANTIBIOTIC ASSOCIATED DIARRHOEA

10.4.1, Management of an onthreak of diarrhoea

Inform the Infection Contral Team

Ward staff or the laboratory should inform the Infection Contral Team (ICT)
regarding a possible oufbreak.

ICT must visit the ward/s and the kitchen (in suspected food poising) and laboratory
to make direct inguiries. Collect epidemiological data regarding the onset of
diarrhoea, whether one or more wards were affected, common food eaten by infecred

paticnts and dietary history,

Specimens of stools and / or vomitus and remnants of suspected food should be sent

ta the microbiology laboratory.

Inform Public Health Inspector
Inform PHI of the hospital. In hospitals where PHI not available MOH could be
informed

Take immediate control measures

® lsolate the patients
Fatients should be isolated in an isolation room / ward or diarrhoea unit or
cohomn isolated in & cubicle at the end of the ward, near the toilet (preferably
scparate) or transferred to IDH.

* Duscharge other patients early if clinically possible.

¢ Do not transfer patients or staff (0 other units.

» Closure of ward to new admissions may be necessary in major outbreak,

» These patients should be attended by specified nursess. They should nat attend

on other patients.
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Chapter 10 Management of outbreaks

Staff should strictly adhere to standand precautions and contact precautions
{refer Chapters 3 and 4). Special attention should be paid to handwashing,
Wear gloves whenever touching the patient or excreta.

Adequate supply of ninning water, soap and single use towels must be ensured
to facilitate handwashing.

Clean wardfroom more frequently especially the toilets, door knobs, laps,
flush handle etc.

Used bed pans, urinals, vomit bowls efe. should be first emptied into the toilet
bow] and then disinfect with phenolic disinfectant (Lysol) or washed in bed
pan washer if available.

Disinfect spills of secretions/ excretions with Lysol,

Ensure rational use of antibiotics. Use only when indicated, n consultation
with the Microbiologist.

Symptomatic staff members should be given leave or should refrain from
varing for high cisk patients. They are allowed to return o work after a 48
hours symptom free petiod.

Educate the staff and patients regarding drinking boiled cooled water, cating
only propetly cooked food, keeping food and water covered, washing hands
before eating and after using the toilet. Food should be eaten only in the dining

ATCa.

10.4.2. Suspected food poisoning
In addition to the control measures in 10.4.1

« Kichen staff showld be guestioned and observed on food hygiene, personal
hygiene, cooking practices, storage of mw food and cooked food, cleaning of
cutting boards and knives etc.

o Suspected food items should be sent to the public heaith laboratory for
microbiological investigation.

¢ Temporarily stop salads and ather uncooked feod preparations in the kichen.

» Food handlers showld be screened. Question regarding symptoms and send
samples of faeces to the laboratory for investigadon, if necessary. Infected
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catering staff should not handle food until 3 consecutive fascal samples are
negative.

* Ensurc hygienic transport of food from Kitchen to wards,

* Food processing units in the wards must be ohzerved and proper food hygiene
instructions should be given, If babies and neonates are affected preparation of
bottle feeds and cereals should be observed.

s Bacteriological testing of water samples and chlorination of water sources roay be
DeCessary

10.4.3. Antibiotlc associated dlarrhoes

In addition to the control measures in 10.4.1

= Spores survive well in environment, floors, bedpans and hands of staff
Meticulous cleaning of environment and hand washing are important.

* Use 2% glutaraldehyde or peracetic acid for disinfection of beat labile INSments
such as colomoscopies (refer &.5)
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195 MANAGEMENT OF AN OUTBREAK OF SURGICAL SITE
INFECTION (551)

DEFINITION OF SURGICAL SITE INFECTION
Infection in the surgical site that occurs within 30 days of surgical procedure or within

one year if there is an implant or foreign bady

10.5.1 Surgical slte Infection
Identification of 551 is by the presence of clinical evidence of inflammation andfor

presence of microbiological evidence,

Clinical evidence includes local signs of inflammation, purslent discharge from the
surgical site and systemic signs like fever. Omnce 851 is suspected clinically,
microbiological investigations should be camied out

& [deal sample is aspirated pus.
*  From surface wounds, two wound swabs should be taken from depth and edge

of the wound, after cleaning the surface with sterile normal saline.

Microbiological evidence includes the presence of pus cells and organisms in the

direct smear and / or a positive culture.

10.5.2 Management an of outhreak

Inform Infectdon Control Team
Ward staff or the laboratory should inform the Infection Control Team (ICT }
regarding a possible outbreak.

Take immediate control measures

+ Isolate the patients in 4 separate isolation ward / room. If this is not possible,
cohort isolation with barrier nursing is an alternative.

s Antibiotics can be given depending on the clinical sitwation and the sensitivity

pattern of the isolate.
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Chapter 1) Manapement of cutbreaks

= Review the cument environmental cleaning, disinfection and stenbzation

practices. Strengthen if necessary. Orgamze supervision and aodn.

Source identification

=  Source could be patients own flora (commeonest source), surgical ke, operating
theatre/ ward equipment and environment, ward stall and other patients in the
ward.

« Epidemivlogical studies should be done to determine the nature of the outbreak.
There are several clinical indicators and supporting evidence to postulate a likely
source of 551 and depending on those staff screening and collection of
environmentzl samples from the operating theatre or ward need to be done.

»  Microbiological typing of the isolate if possible is impmtant in identifying the

HSOUNCEC

10.5.3. Guidelines for wound dressing

¢ Preferably, one nurse should be allocated for these patients.

# Swictly adhere to standard procautions (Refer chapter 3) especially to proper
handwashing {Refer chapter 5). Appoiml & member of saff to supervise
procedures.

v Payv special atteniion io preparation, strength and storage of disinfectans and
dnlisephics,

o All soaked dressings must be changed immediately. All discharging wounds must
be covered adequately

¢ Wound dressing should be done in the same place where the patient is 1solated.

» [If all the dressings arc done in & common dressing room, attend to these paticnis
last, Preferably leave ten minuies gap between each patient for infected skin scales
ter settle down,

» Maintain strict aseptic techniques with contact precavtions (refer chapter 4).

* Wear single use clean ploves w dress the wounds of each patient. Wear

impermeable plastic aprons for large oozing wounds or if splashes are cxpected
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* Dressing tolley top should be wiped with 70% alcohol at the beginning.
{Disinfection between patients is not necessary).

» Use a separate dressing packet for each patient,

= Using forceps, remove soiled dressing and dispose in to a yellow bag
immediately. (A yellow bag to dispose of waste should be hung by the trolley or
kept in the near vicinity.)

& Do not leave the wound opened for a long time in order to reduce air bome
contamination

» Wash hands n between each dressing. Alechol rub can be used if available.
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10.6. MANAGEMENT OF AN OUTBREAK OF CHICKENPOX
(VARICELLA ZOSTER )

Chickenpox 15 a ghly infectious disease. An outbreak of chickenpox can be defined
48 two of moeie cases appearing within a week. An outbreak of chickenpox can cccur
among patienis in a healtheare institution or among healtheare workers. The aim of

management is o prevent infection in suscepiible patients and healthcare workers

Modes of transmission
» Airbome infection by respiratory secretions and vesicle fluid
= Dircct contact with vesicle fluid
&  [ndirect spread from articles freshly soiled with vesicle fluid or respiratory

secretions of the patients

Incubation period

The incubation period ranges from 10-21 days, usually 14-16 days.

Period of communicability

= Bebween 2 days before and 5 days after the onset of rash (or until the lesions are
crusted).

* The panent should be iselated, for this peried or preferably discharged home if the

condition of the patiznt i5 not setious or transterred o [DH

MNon-immune contacts including healthcare workers
+ Susceptible contacts should be considered infectious between B and 21 days
following exposurc.

# A healtheare worker developing the discase should stay away from work until

such a person is non-infections.
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10.6.1 Monagement of chlckenpox patients during an cutbreak

» Drischarpe the patient home or send the patient to Infectious Disease Hospital
(IDH}, if possible.

= Source [solation of infected patients,

u]

Patients should be isolated in a properly ventilated isolation unit with negarive
Pressure.

[f this facility is not available, isclate the patient in a side room with door
closed and windows opened.

Use standard precaumtions, droplet precastions and contact precaution (Refer
chapter 3 and 4).

Patients should be nursed by staff known 10 beé immune, ideally by amibody
testing or else by history.

Barmricr nursing, handwashing and disinfection of fomites and instruments are
important as infection can be spread by contact with vesicle fludd and
respiratory seerctions,

Maittresses and pullows should have impermeable covers.

After dischargng the patient, furniture, fittings, honzontal surfaces and all
medical equipment should be wiped with 0.1% hypochlonte.

10.6.2 Management of contacis

The contacts of (he patent should be questioned regarding & past history of

chickenpox or vaceination. People with a past history of chickenpox or vaccination

are copsidered immune and no further action is required,

Those with no past history of infection or vaccination should be considersd as non

immuné. IF facilitics arc available, check for antibodies against varicella zoster virs

Ig0i antibodies. All 1gG negative individuals are considersd susceptible.
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Chapter 19 Management of outbreaks

It has to be ascertained whether there has been a significant exposure 1o chickenpox.

Action 1s only needed when susceptible patients / healthcare workers have had a

Stgrificanr exposure.

A significant exposure is defined as
* Exposure of a susceptible individual to a patient with chickenpox from 2 days
before to 5 days after the onset of rash,
* Closeness and duration of contact susceptible individual to a patient, such as
contact in the same room for a significant period of time (13 minutes or mone)

or face to face contact, for example, while having a convetsation.

Non immune staff
* Should refrain from working in high risk areas {specially the units with
immunaocompromised, obstetric or neonatal patients) between 8 — 21 days

after exposute as they are infections during this period if they are incubating

the infection.

Non immune patients

+ Discharge the paticats who are fit to be discharged, Ask them to inform the
ward if they get blisters and manage accordingly

10.6.3 Post-exposure prophylaxis

Ariclovir

Prophylactic aciclovir is given in a dose of 40 mg / Kg / day in 4 divided doses given
for 7 days starting from the 7 - 9" day after the exposure to the index case. Estimated
efficacy is about &0 — B5%.,

Varicella vaceine

The vaccine can be given to any vaccine candidate.
* Children = | year old, adolcscents and adults
*  MNon-pregnant women of child bearing age
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Chapter 10 Management of quthreaks

Timiog
The vaccine is best given within 3 days of exposure but can be given up lo .
5 days after exposure

Dosage and administration

¢ Children (1 — 13 vears of age)— 0.5 ml subcutaneously (single dose)

o  Adults (13 vears and older) — 0.5 ml subcutaneously (2 doses given

4 - & weeks apan ; a single dose vaccine has been recently introduced)

A single dose gives 70% protection. The estimated efficacy after both the doses is
0% to @0%. Protection occurs 14 days after the first dose.

Varicella Zoster Immunoglobulin {(VZIG)

Patients and staff at high risk of developing severe infection (see below), should
ideally be given VZIG within 96 hours of exposuare. This will not always prevent the
infection bt will attenvate infection. The efficacy is about 90 %,

Indications for VZIG

*  [mmunocompromised patient including hasmatological malignancies
s  Pregnant patients or staff

¢ Neonates

As efficacy is not 100% in afl 3 modes of prophylaxts, oral aciclovir therapy should

be started in adull patients, within 24 hours af anset of rash

10.6.4 Treatment of Chickeopox

s Adultzs who present within 24 hours of onset of rash should be congidered for oral
aciclovir therapy.

& The dose is 300mg, 5 times daily for 7 days
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Chapter 10 Management of murthreaks

10.6.5 Herpes zoster (shingles)

* Non immune individuals may develop chickenpox if exposed to patients with
shingles.

* Vimus is present in vesicle fluid until the lesions are dried. Lesions should be kept
coversd.

* Respiratory secretions are not usually 8 source except, in oro-facial {trigeminal)
dizeaze.

« Patients with shingles, especially of trigeminal distribution, shonld be source
isolated and norsed by staff immupe to chickenpox.
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Chapter 10 Management of onthreaks

-

1.7 INFECTION CONTROL OF SCABIES

Twno clinkeal types of scables
* Conventional scabies

+ Crusting (Norwegian) scabies

Transmission
# by direct contact with infested skin and sexual contact.
& by bedelothes

Incohation perind
»  two bo six wecks {with oul previous exposure)

& one to four days (with previous exposure),

117.1. Management of an outhreak of scables

Treatment of patients

Agent Method

(r.5% Malathion solution Single application
5% Permethrin cream (lwo applications one week apart if needed)
Washed off after 18 - 24 hours

6 -10% precipated sulpha | Daily for 3 days
in petrolenm jelly

Benzyl benzoats Three applications on consecutive days.
{Only for adulis) Daily baths and advise to wear washed boiled
cloths

Close supervision of reatment including bathing is necessary.

For aboul 5% of people & second treatment is needed, if epas survive.
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Chapter 10 Management of outbreaks

Conventional scabies

Fatient should be kept in comtact isolation, with carefu] gloving and hand
washing, for 24 hours after commencement of effective treatment,

Prevent skin to skin contagt for 8 hours after application of scabicides,

Room should be cleaned as usual,

Launder the clothes used by the patient 48 hours prior to treatment, should be
boiled.

Crusting scabies

Increased risk of transmission due to largs mite population.

Gloves, long sleeved gowns with the wrist area covered and shoe covers
should be worn when attending to patient or his ¢lothes.

Hands should be washed when gloves are removed,

Enhanced barrier protection with insecticide spray to household ilems,
Fumiture containing textiles should be removed and replaced with vinyl
furnifure.

Laundty workers should wear gowns and gloves,

All toys and shoes should be sealed in polythene for 10 days to reduce the
mite population.

Precaution should be continued until skin scrapings have been negative for
three consecutive days.

Terminal cleaning of the ward / room invelves thorough vacuuming after
msecticide spraying or fogging.

Hospital staff. hovsehold members and close contacts who may have had
contact with the patient should be raced and reated if infested.

All infested persons should be meated at the same time if possible.

10,7.2 Scabies in HIV infected patients

3. scabiei proliferates to an alarming degree in HIV infected patients
These patients should be examined for scabetic burrows.
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