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INFECTION CONTROL TRAINING
FOR DENTAL SETTINGS

OCCUPATIONAL EXPOSURE RISKS
Physical
Hazards

Infectious
hazards

Meeting the requirements of 10A NCAC 41A .0206:
Infection Prevention – healthcare Settings

Chemical
Hazards
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GUIDELINE AND SUMMARY

“PATIENTS DESERVE EFFECTIVE INFECTION
CONTROL WHEREVER THEY RECEIVE
HEALTHCARE.”

Adapted from: Jarvis WR Emerg Infect Dis. 2001;7:170‐3. Macedo de Olivera et al. Annals of Int Med. 2005, 11

MODULES

COURSE LEARNING OBJECTIVES

• Module A ‐ North Carolina Laws Concerning

• Describe the current North Carolina communicable disease rules that

• Module B ‐ Complying with OSHA Bloodborne

• Discuss the infectious processes and methods for controlling infectious

• Module C ‐ Epidemiology and Risk of Infections in

• Discuss the principles and methods of decontamination, disinfection, and

Infection Prevention in Dental Settings
Pathogen Rule

Dental Settings

• Module C ‐ Outbreaks and Safe Injection Practices
• Module D ‐ Principles and Practices Asepsis and

Hand Hygiene
• Module E ‐ Principles of Disinfection and
Sterilization
• Module F ‐ Environmental Issues in Dental Settings

govern infection prevention activities in dental settings.
disease transmission in dental settings.
sterilization of equipment, instruments and water lines used in dental
practices.
• Describe the principles of hand hygiene and asepsis in dental settings.
• Describe safe injection practices and the outbreaks in dental settings.
• Restate the OSHA bloodborne pathogen final rule requirements.
• Discuss the NC medical waste management rules of infectious and non‐

infectious dental waste handling.
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Module A

NC LAWS CONCERNING INFECTION
PREVENTION IN DENTAL SETTINGS
Statewide Program for Infection Control and Epidemiology
(SPICE)

BACKGROUND
• 1990 – CDC becomes aware of a possible transmission of

HIV from a dentist to 6 patients (Kimberly Bergalis case)
• July 1991 – CDC publishes Recommendations for

Preventing Transmission of HIV and hepatitis B Virus to
Patients During Exposure‐Prone Invasive Procedures
• October 1991 – Congress passes Public Law 102‐141,

MODULE A OBJECTIVES: NORTH CAROLINA
INFECTION CONTROL LAWS AND REGULATIONS
• Describe pertinent rules for infection prevention (10A

NCAC 41A .0206 and .0207)
• Discuss control measures for Human Immunodeficiency

Virus (HIV), hepatitis B and hepatitis C
• Explain NC communicable disease reporting rules

10A NCAC 41A .0207
HIV AND HEPATITIS B INFECTED HCP

All healthcare providers who perform or assist
in surgical or obstetrical procedures or dental
procedures and who know themselves to be
infected with HIV or hepatitis B shall notify the
NC State Health Director

requiring states to adopt CDC Guidelines or equivalent
guidelines drafted by the state

10A NCAC 41A .0207
NC STATE HEALTH DIRECTOR RESPONSIBILITIES
Investigate practice
• Reported needle sticks, types of procedures performed, practice

during procedures

Evaluate clinical condition
• Viral loads and antigen levels

Determine risk of transmission to patients
• Based on clinical activities, viral burden

Convene expert panel
Issue isolation order pursuant to findings of the
investigation and/or recommendations of the panel
• Can occur prior to expert panel hearing if there is imminent risk to

10A NCAC 41A .0206
• Each healthcare organization in which invasive procedures

are performed must
• Implement a written infection control policy
• Designate one on‐site staff member to direct infection control

activities
• Designated staff member must complete a State approved

course in infection control
• On the job training is not sufficient
• Must have certificate documenting course completion

the public health
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10A NCAC 41A .0206: INFECTION PREVENTION IN
HEALTHCARE SETTINGS

10A NCAC 41A .0206: INFECTION PREVENTION IN
HEALTHCARE SETTINGS

(1) "healthcare organization" means a hospital; clinic;
physician, dentist, podiatrist, optometrist, or chiropractic
office; home care agency; nursing home; local health
department; community health center; mental health
facility; hospice; ambulatory surgical facility; urgent care
center; emergency room; Emergency Medical Service (EMS)
agency; pharmacies where a health practitioner offers
clinical services; or any other organization that provides
clinical care.

(2) "Invasive procedure" means entry into tissues,
cavities, or organs or repair of traumatic injuries.
The term includes the use of needles to puncture
skin, vaginal and cesarean deliveries, surgery, and
dental procedures during which bleeding occurs
or the potential for bleeding exists.

CHANGES TO 10A NCAC 41A .0206
1.

Adds “safe injection practices” to list of topics covered in
state‐approved courses

2.

Explicitly addresses “hepatitis C and other bloodborne
pathogens” in addition to HBV and HIV

3.

Requires one designated staff member for each
noncontiguous* healthcare facility

HEALTHCARE PROVIDER WITH EXUDATIVE LESIONS
OR DERMATITIS ON HANDS/WRISTS
Shall refrain from:
• Handling patient care equipment
• Handling devices used for invasive procedures
• All direct care activities likely to have contact with lesion

*non-contiguous – defined as two facilities that are not physically
connected.

INFECTION CONTROL TRAINING OF EMPLOYEES
Infection control and OSHA Bloodborne Pathogen (BBP)
training can be combined, but must include:
• Sterilization and disinfection
• Include sterilizer monitoring and maintenance

• Sanitation of rooms and equipment

MODULE A OBJECTIVES: NORTH CAROLINA
INFECTION CONTROL LAWS AND REGULATIONS
• Describe pertinent rules for Infection Prevention
• Discuss control measures for Human Immunodeficiency

Virus (HIV), hepatitis B and hepatitis C
• 10A NCAC 41A .0202, .0203, and .0214

• Explain NC communicable disease reporting rules

• Appropriate agents, procedures and frequencies

• Accessibility of infection control devices and supplies
• Personal protective equipment (PPE), sharp safety

devices, etc.
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CONTROL MEASURES
• Public health endeavors for controlling

communicable disease:
• Sanitation
• Immunizations
• Screening or diagnostic tests
• Partner notification

CONTROL MEASURES
• In NC, all persons must comply with communicable

disease control measures established by the
Commission for Public Health. GS 130A‐144(f).
• Commission adopts rules establishing control measures

and publishes them in the NC Administrative Code. 10A
NCAC 41A.0200.

• Treatment regimens
• Isolation and quarantine

• May be population‐based or directed to

individuals

WHAT ARE THE CONTROL MEASURES?
• NC rules specify the control measures for HIV, hepatitis B,

hepatitis C, sexually transmitted infections, tuberculosis,
smallpox/vaccinia, and SARS
• For all other communicable diseases, NC rules incorporate

control measures specified in:
• CDC guidelines and recommended guidelines, if available
• APHA’s Control of Communicable Diseases Manual

TYPES OF OCCUPATIONAL EXPOSURES TO
BLOODBORNE PATHOGENS
• Percutaneous injury (PI)
• Mucous membrane
• Non‐intact skin

EXPOSURE
• A needlestick
• Non‐sexual contact that:
• Exposes non‐intact skin or mucous membranes to blood and

potentially contaminated body fluids* of a patient, AND
• Poses a significant risk of transmission of HIV, hepatitis B, or

Hepatitis C if source was infected with those viruses
*Potentially contaminated body fluids include cerebrospinal, pericardial, joint,
peritoneal, pleural, amniotic, vaginal secretions, semen, and any fluid with visible
blood. Sweat, tears, saliva, respiratory tract secretions, vomitus, stool, and urine
(unless contaminated with blood) are NOT potentially contaminated body fluids.

POST‐EXPOSURE MANAGEMENT PROGRAM
• Clear policies and procedures
• Education of healthcare provider
• Rapid access to

• Clinical care
• Post‐exposure prophylaxis (PEP)
• Testing of source patients/healthcare provider
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SOURCE AND EXPOSED PERSON
Source Person
• Person who contributes blood or potentially

contaminated body fluids to the exposure
incident
Exposed Person
• Individual who has needlestick or non‐sexual

exposure to blood and potentially contaminated
body fluids

CONTROL MEASURES – HIV, HBV, HCV
10A NCAC 41A .0202, .0203, AND .0214

CONTROL MEASURES – HIV, HBV, HCV
10A NCAC 41A .0202, .0203, AND .0214

1. Determine if exposure constitutes significant risk

2. Required Follow‐up Measures

• Needlesticks

•

• For all other exposures must consider
• Type of body fluid or tissue
• Volume of body fluid or tissue
• Concentration of pathogen
• Infectiousness or virulence of pathogen
• Route of exposure ‐ percutaneous>mucous membranes>non‐

intact skin>intact skin

POST‐EXPOSURE EVALUATION AND FOLLOW‐UP
• Following report of an exposure incident, the

employer shall make immediately available to
employee a confidential medical evaluation and
follow‐up.
• Employer shall document the route of exposure, HBV

and HIV status of the source patient, if known, and the
circumstances under which the exposure occurred.
• Employer shall notify the source patient of the

incident, obtain consent if necessary and test the
source for HIV or HBV unless known positive.

Known Source
• Exposed person’s attending physician or occupational healthcare

provider must notify source person’s attending physician.
• Physician or other licensed HCP providing care to source person

must test source for HIV, HBV, and HCV and notify exposed
person’s physician of results.
• Physician or other licensed HCP providing care to exposed

person offers follow‐up in accordance with the rules and CDC
guidelines (per OSHA).

POST‐EXPOSURE AND EVALUATION FOLLOW‐UP
• Employer shall offer to collect a blood sample from the

exposed person as soon as possible to test for HIV, HBV,
and HCV (if requested, must hold for 90 days).
• Employer shall offer HIV testing of baseline, 6 weeks,

and 6 months after exposure to HIV.
• Follow‐up shall include counseling, medical evaluation

of any febrile illness that occurs within 12 weeks.
• Post‐exposure prophylaxis when indicated, as

recommended by US Public Health Service.
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CONTROL MEASURES – HIV, HBV, HCV
10A NCAC 41A .0202, .0203, AND .0214
2. Required Follow‐up Measures
•

Unknown Source
•

Offer HIV testing to exposed person

•

Determine whether exposed person has been
vaccinated for hepatitis B

•

Vaccinate for hepatitis B if indicated

•

Offer hepatitis C testing to exposed person

SHARPS INJURY LOG
• Revisions to OSHA’s Recordkeeping rule, effective

January 1, 2002, requires a record of all sharps
injuries.
• Medical and dental offices exempt from rule

• Should use a sharps injury log that is separate from

OSHA’s 300, 301, 300A forms used for injury and
illness tracking.
• Sample forms in January 19, 2001 Federal Register
1904 Recordkeeping Revision.

CONFIDENTIALITY
“The attending physician of the exposed person
shall instruct the exposed person regarding the
necessity for protecting confidentiality. Exposed
persons are instructed to maintain this
confidentiality.”

KNOWLEDGE CHECK
True or False: A source person must give informed
consent before being tested?

KNOWLEDGE CHECK
True or False: You have to know or suspect a
source person has HIV, hepatitis B or hepatitis C
for the control measures rules to apply?
• False.

MODULE A OBJECTIVES: NORTH CAROLINA
INFECTION CONTROL LAWS AND REGULATIONS
• Describe pertinent rules for Infection Prevention
• Discuss control measures for Human Immunodeficiency

Virus (HIV), hepatitis B and hepatitis C
• No.

• Explain communicable disease reporting rules
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CONFIDENTIALITY OF RECORDS (GS 130A‐143)
• General rule: Written consent is required to disclose any

information that identifies a person who has or may have
a reportable communicable disease or condition, including
HIV.
• Exceptions: More limited than HIPAA, but allow for:
• Disclosures for treatment purposes
• Disclosures required or allowed by the NC communicable

disease laws and rules

COMMUNICABLE DISEASE INVESTIGATION
NC law supports access to information as part of an
investigation ‐ GS 130A‐144(b)
• Medical facilities, labs, & physicians shall provide access to

and copies of medical or other records that pertain to:
• Diagnosis, treatment, or prevention of a communicable

disease for a person known to be, or reasonably suspected
of being, infected or exposed
• Investigation of known or reasonably suspected outbreak

• A few other purposes

COMMUNICABLE DISEASE LAW ENFORCEMENT
Two Approaches

WHERE TO FIND COMMUNICABLE DISEASE
LAWS AND RULES
General Statutes are available through NC General Assembly’s website:
http://www.ncga.state.nc.us

• Civil enforcement:
• The health director can ask a superior court judge for a

court order directing a person to comply with the law.
GS 130A‐18. A person who refuses to comply with a
court order could be held in contempt of court.
• Criminal enforcement:

Click on General Statutes
Under “Look up” type in : 130A
The NC Administrative Code is found online:
http://www.reports.oah.state.nc.us/ncac.asp
Click on “Title 10A”

• A person who violates a public health law can be

charged with a misdemeanor. GS 130A‐25.

Click on “Chapter 41”
Click on .0206, .0207, .0202, .0203, .0214

Module B

OBJECTIVES
• Provide an overview of the Bloodborne Pathogen

COMPLYING WITH OSHA’S
BLOODBORNE PATHOGEN FINAL RULE

(BBP) Standard
• Highlight OSHA’s requirements regarding

bloodborne pathogens, including needlestick safety
provisions
Almost there!
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OSHA AND OSHA‐NC
General Duty Clause
Occupational Safety and Health Act (OSHA) ‐
“requires that employers provide every provider
with a safe and healthful workplace”
‐1970
Occupational Safety and Health Act of North Carolina
(OSHANC)
‐1973

OSHA’S MANDATE
• OSHA’s mission is to protect the healthcare

provider
• OSHA Rule is required compliance under Federal

Law

Occupational Exposure to Bloodborne Pathogen Standard, 1991

BBP STANDARD SCOPE AND APPLICATION
• Applies to all employees with occupational exposure to blood

or other potentially infectious materials (OPIM) and includes:
•

All private sector employees

•

All public sector employees

•

Students receiving compensation (teaching/graduate assistants, internships)

• Does not include:
•

Self‐employed persons

•

Students not receiving compensation

•

Other employees covered by other federal statutes

•

Includes sole practitioners and partners

Revised CPL Enforcement Document - 2001

EMPLOYEES POTENTIALLY AT RISK
• Physicians and surgeons
• Nurses

• Clinical/diagnostic

laboratory workers

• Phlebotomists

• Medical technologists

• Medical examiners

• Nursing home personnel

• Dentists and dental workers • Dialysis personnel
• Laundry and

housekeeping employees

BODY FLUIDS LINKED TO TRANSMISSION OF
HBV, HCV AND/OR HIV
blood

cerebrospinal fluid

bloody body fluids

synovial fluid

semen

pleural fluid

vaginal secretions

peritoneal fluid

amniotic fluid

pericardial fluid

saliva in dental settings
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BLOODBORNE PATHOGENS 1910.1030(b)

OTHER BLOODBORNE PATHOGENS
• Malaria

• Arboviral infections

• Syphilis

• Relapsing fever

• Can cause disease in humans

• Babesiosis

• Creutzfeld‐Jakob Disease

• Includes but not limited to:

• Brucellosis

• Human T‐Lymphotrophic Virus

• Pathogenic organisms that are present in

human blood, and

Type 1 and 2

• Hepatitis B virus (HBV)

• Leptospirosis

• Hepatitis C virus (HCV)

• Viral hemorrhagic fevers
• Staphylococcus aureus

• Human immunodeficiency virus (HIV)

FINAL RULE REQUIREMENTS

OSHA ENFORCEMENT REVISIONS ‐
PROVIDER SERVICES
• Shared responsibility between the contract provider and

• Written exposure control plan (reviewed yearly)
• Protocols to mandate healthcare provider compliance

the host employer to ensure compliance with OSHA
standards.
• Contract provider is responsible for providing:

• Program to provide PPE

• General bloodborne pathogen training

• Hepatitis B vaccination program

• Appropriate vaccinations

• Post‐exposure evaluation and follow‐up program
• Comprehensive hazard communication program
• Accessible record keeping system ‐ training, medical

records

• Follow‐up evaluations to exposure incidents

• Host employer is responsible for providing:
• Site‐specific training
• Personal protective equipment (PPE)
• Control of potential hazards and exposure conditions

OSHA ENFORCEMENT REVISION –
“OCCUPATIONAL EXPOSURE”
Includes
• “Reasonably anticipated contact” includes

potential or actual contact with contaminated
needles, medical waste, plumbing
• Human bites that break the skin
Does not include
• “Good Samaritan” acts, encourages voluntarily
providing follow‐up
• Dietary provider, chaplains, social provider

OSHA ENFORCEMENT REVISION –
EXPOSURE CONTROL PLAN
• Reviewed and updated annually* (new or modified

tasks, procedures, equipment)
• Procedure to evaluate circumstances surrounding

exposure incidents
• Use of Body Substance Isolation or Standard

Precautions is acceptable as long as all provisions
of standard are adhered to.
* Annual = 365 days from last review
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REASONS FOR STANDARD PRECAUTIONS

OSHA INJURY PREVENTION STRATEGIES

HIV

OSHA Categories

• May have flu‐like symptoms or none at all
• People with HIV infection are often affected by viral hepatitis
• Risk of infection if exposed by needlestick is .3%

• Engineering controls

Hepatitis B

• Work practice controls

• May have fever, joint pain, nausea, vomiting, weakness
• 50 ‐ 100 times more infectious than HIV
• Best protection? Vaccination

• Personal protective equipment

Hepatitis C
• May have fever, joint pain, nausea, vomiting, weakness
• Estimated that 3.2 million people living in the US with chronic HCV
infection, most not knowing they are ill
• 75 – 85% of people will move to chronic infection

NEEDLESTICK SAFETY AND PREVENTION ACT

ENGINEERING CONTROLS
•

Remove the hazard from
the provider

•

Should be used in
preference to other
control methods

•

Must be examined and
maintained or replaced on
a regularly scheduled
basis to ensure their
effectiveness

NOVEMBER 2002
• Directs OSHA to revise BBP standard to clarify

requirement for employers to evaluate safer
needles and involve employees in identifying and
choosing devices
• Requires documentation of frontline provider

participation in the evaluation of safety devices
and decision making in product purchasing.

NEEDLESTICK SAFETY AND PREVENTION ACT
• Provide input today about the engineering

Safety IV

controls and ideas for safe practices to
reduce the likelihood of a sharps injury or
an exposure to blood or body fluids.
• Law requires new safety devices to be

evaluated by the employees who will
utilize the devices.
Safety Scalpel

• If using safety devices

always activate
device.

• Administrative controls

the

Safety Aspirating
Syringe

EXAMPLES OF ENGINEERING CONTROLS
• Needleless IV systems
• Lasers, staples
• One way cardiopulmonary resuscitation (CPR)
•
•
•
•
•

airway‐mask
Handwashing facilities placement
Sharps containers
Self‐sheathing needles
Blunted sutures/sutureless
Safety scalpel
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ENGINEERING CONTROLS
Blade Remover

Cassettes

Recapping
Device

OSHA ENFORCEMENT REVISION –
EVALUATION OF DEVICES
• The employer must:
• Review and evaluate available and new engineering

control devices on an annual basis
• Train employees on safe use and disposal
Sharps Container
Safety Aspirating
Syringe

Safety Scalpel

• Implement use of appropriate engineering controls and

devices
• Document evaluation and implementation in the

exposure control plan (ECP)

MUST USE SAFETY DEVICES UNLESS…
Three accepted reasons why
safety devices are not used:

OSHA ENFORCEMENT REVISION ‐ ACTION LIST
• Collect data on device‐related injuries including

how exposure occurred . . .

No product on the market

• type and brand of device

It would jeopardize safety

• circumstances of injury

of patient or employee or
the success of the
procedure
Is not more effective in
preventing exposure
incidents

NEVER

• job category

• Use information on injuries to guide the selection

and implementation of safety devices

CONTROL MEASURES
WORK PRACTICE CONTROLS
Alterations in the manner in which a task is performed to
reduce likelihood of exposure
• Perform hand hygiene as soon as possible after glove

removal or contact with body fluids
• All PPE removed as soon as possible after leaving work

• Recapped by hand
• Removed from disposable syringes by hand
• Bent, cut, or broken by hand

area and placed in designated container for storage,
decontamination, or disposal
• Used needles and sharps shall not be sheared, bent,

broken, recapped or resheathed by hand.
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CONTROL MEASURES
WORK PRACTICE CONTROLS

IDENTIFY THESE WORK PRACTICES CONTROLS

Considerations (cont.):
• All procedures performed to minimize splashing and

spraying that could result in exposure to blood and
body fluids

Safe transport of
sharps

• Prohibit eating, drinking, smoking, applying cosmetics

or lip balm in work areas where reasonable chance of
exposure

Prevention
of reaching
into a
container of
sharps

• Prohibit storage and/or consumption of food and drink

where blood or other potentially infectious materials
(OPIM) are present

CITATION EXAMPLES
Citation 01 Item 001
• The Exposure Control Plan was not reviewed and updated at least

annually:

Citation 01 Item 002
• The employer, who is required to establish an Exposure Control Plan,

did not solicit input from non‐managerial employees responsible for
direct patient care in the identification, evaluation and selection of
effective engineering and work practice controls.

Citation 01 Item 003
•

Engineering and work practice controls were not used to eliminate or
minimize employees exposure:

• (a) Utilized B‐D 27 gauge 1 1/4 in. needles which were not equipped

with a safety device.

CITATION EXAMPLES

CITATION EXAMPLES
Citation 01 Item 004
• Immediately or as soon as possible after use,
contaminated reusable sharps were not placed in
appropriate containers until properly reprocessed:
• (a) Reusable contaminated surgical tools were placed on
trays or carried by hand from the surgical room to the lab
where they were placed into the sink to be washed prior
to sterilization.
Citation 01 Item 005
• The employer did not ensure that each employee with
occupational exposure participated in the training
program at the time of initial assignment or annually.

PERSONAL PROTECTIVE
EQUIPMENT (PPE)

• Citation 01 Item 006a
• Protective equipment, including personal protective

equipment for eyes, face, head, and extremities,
protective clothing, respiratory devices, and protective
shields and barriers, was not provided, used and
maintained in a sanitary and reliable condition.
• Citation 01 Item 006b
• The employer did not assess the workplace to determine if

• Gloves, masks,

protective eyewear
• Puncture‐resistant
gloves
• Double gloves

hazards were present, or were likely to be present, which
necessitated the use of personal protective equipment
(PPE):
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RECOMMENDATIONS FOR GLOVING

PROTECTIVE CLOTHING
• Wear gowns, lab coats, or

uniforms that cover skin and
personal clothing likely to
become soiled with blood,
saliva, or infectious material

Remove gloves that
are torn, cut or punctured

• Change if visibly soiled
• Remove all barriers before

Do not wash, disinfect
or sterilize gloves for reuse

leaving the work area

PROTECTIVE FACE MASKS, SURGICAL MASKS,
AND EYE GUARDS

•

Fully cover torso from neck to knees, arms
to end of wrists, and wrap around the
back

•

Fasten in back of neck and waist

• Required when contamination of

mucous membranes with body fluids
may occur through splashes or
aerosolization of these fluids.
• Prescription glasses may be used as
protective eyewear as long as they are
equipped with solid side shields.
• If protective eyewear is chosen over the
use of a face shield, the eyewear must
be worn in combination with a mask to
protect the nose and mouth.

DONNING PPE

GOWN

MASK
•

Secure ties or elastic bands at middle of
head and neck

•

Fit flexible band to nose bridge

•

Fit snug to face and below chin

GOGGLES/EYE PROTECTION
o Place over face and eyes and adjust to fit

GLOVES
•

Extend to cover wrist of gown

REMOVING PPE

REMOVING PPE

GLOVES – outside is contaminated!
o Grasp outside of glove with opposite gloved

hand; peel off
o Hold removed glove in gloved hand
o Slide fingers of ungloved hand under

remaining glove at wrist
o Peel glove off over first glove

GOGGLES or EYE PROTECTION
o Outside of goggles or eye protection is

contaminated!
o Handle by head band or ear pieces to remove

Dispose of in waste receptacle

GOWN ‐ front and sleeves are
contaminated!
o Unfasten ties and pull away from

neck and shoulders, touching inside
of gown only
o Turn gown inside out and fold or

roll into a bundle and discard
MASK ‐ Front of mask is
contaminated!
o Grasp bottom, then top ties or

elastics and remove
Dispose of in waste receptacle!
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PERSONAL PROTECTIVE CLOTHING SUMMARY

WHAT’S WRONG WITH THESE PICTURES?

• Must be provided by the employer at no cost, in

appropriate sizes and housed in accessible
locations for the employee.
• Mechanism must be in place for cleaning,
laundering or disposing of employees’ protective
clothing.
• Mechanism must be in place for replacement or
washing of an employee‐owned uniform or
clothing if it becomes contaminated.
(OSHA required)

5/1/2017

HBV VACCINATION
• HBV vaccination must be offered to all employees

whose jobs include risk of directly contacting blood or
other potentially infectious material, following
training and within 10 days of initial job assignment.
• Vaccinations shall be given according to

recommendations for standard medical practice.
• A declination form must be signed by employee who

refuses the HBV vaccination (including those who do
not complete the 3 shot series).

TAGS, LABELS, AND BAGS
• Tags that are orange‐red in color with a contrasting

background are acceptable;
• Tags shall contain the word “BIOHAZARD” or the

biological hazard symbol and;
• State the specific hazardous condition or the

instructions to be communicated;
• Word and message must be understandable to all.

TAGS, LABELS, AND BAGS (CONT)
• Label or tag may be part of container or affixed as

closely as possible by wire or adhesive to prevent
their loss.
• Red bags or red containers may be substituted for

labels on containers of infectious waste.
• All employees must be informed of meaning of

labels/tags.
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HANDLING SPECIMENS
• Employers may avoid labeling only if all employees

who have contact with specimen containers can
recognize them as requiring Universal (Standard)
Precautions and the employees have been trained to
follow Universal (Standard) Precautions.
• Employers must label or color‐code specimen

containers whenever they leave the facility.

LAUNDRY PRACTICES

HOUSEKEEPING PRACTICES
• Employer shall assure that the worksite is maintained in a

clean and sanitary condition.
• Employer shall determine and implement an appropriate

cleaning schedule for rooms at risk for BBP contamination,
depending on the site, type of surfaces, and amount of soil
present.
• Employer shall ensure that housekeepers wear

appropriate PPE including general purpose utility gloves
during all cleaning of BBP and decontamination
procedures.

PROVIDER EDUCATION AND TRAINING
• Strategies to prevent

• Laundry provider wears protective gloves and other

appropriate PPE during handling and sorting of linen.

occupational exposure
to blood

• Contaminated laundry shall be bagged at the location of

• Importance of reporting

use and not sorted or rinsed in patient areas.

exposure incidents

• Contaminated laundry shall be placed and transported in

• New employee

labeled or color‐coded bags that prevent leakage.

orientation

• When a facility uses Universal (Standard) Precautions in

• Annual inservices
• New procedure or

the handling of all soiled laundry, alternative labeling is
acceptable if recognizable by all healthcare providers.

equipment

TRAINING
• Employers must train at‐risk employees at no cost

and on paid time.
• Must train at time of initial assignment and at least

annually thereafter, or if new occupational
exposure is recognized from the literature, or new
procedure or use of a new type of equipment is
introduced.

TRAINING CONTENT
Training program must include
• accessible copy of regulatory text of standard

and explanation
• general epidemiology and symptoms of BBP
• explanation of modes of transmission
• explanation of employer’s exposure control plan

and how to get a copy
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TRAINING CONTENT
Training program must include
• explanation of appropriate methods for recognizing

tasks that may involve exposure
• explanation of the use and limitations of methods to

prevent exposures
• info on types, use, locations, removal, handling of PPE
• explanation of basis for selection of PPE and safety

devices

RECORDKEEPING
• The employer must keep training records with the

following information:
• The dates of the training session

TRAINING CONTENT
Training program must include
• info on actions and persons to contact for exposure
to BBP
• method for reporting on exposure incidents
• info on post‐exposure evaluation and follow‐up
• explanation of signs and labels
• opportunity to question trainer about standard;
therefore training cannot be totally by videotape

OSHA NC ORGANIZATIONS
Director ‐ (919) 807‐2900
Consultative Services ‐ (919) 807‐2905
Infection Control ‐ (919) 807‐2880

• The contents or a summary of the training session
• The names and qualifications of the persons conducting the

training
• The names and job titles of all persons attending the

Compliance Bureau
• Eastern: (336) 776‐4420
• Western: (919) 779‐8512

training sessions

NC Department of Labor
1‐800‐LABOR NC

• Employers must keep these records for 3 years from the

date of the training session

Module C

EPIDEMIOLOGY AND RISK OF INFECTION
IN DENTAL SETTINGS
Statewide Program for Infection Control and Epidemiology (SPICE)

OBJECTIVES
• Discuss the infectious process through review of the chain

of infection.
• Review methods for controlling transmission of infection

in dental settings.
• Standard Precautions

• Describe steps for detecting and controlling outbreaks.
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WHY IS INFECTION CONTROL IMPORTANT
IN DENTISTRY?
•

Both patients and dental health care personnel
(DHCP) can be exposed to pathogens

•

Contact with blood, oral and respiratory
secretions, and contaminated equipment
occurs

•

Proper procedures can prevent transmission of
infections among patients and DHCP

CHAIN OF INFECTION

INFECTIOUS AGENT OR “THE HARMFUL GERM”

INFECTIOUS AGENT OR “THE HARMFUL GERM”

• Bacteria (MRSA, VRE)

Disease Producing
Characteristics:

• Viruses (Influenza,

Norovirus)
• Fungi (Candida, Aspergillis)
• Parasites (Giardia,

• Virulence

Infectious
Agent

pinworms)

• Ability to grow and multiply

• Invasiveness
• Ability to enter tissue

• Arthropods (mites)

• Pathogenicity

• Infestations, not infections

• Ability to cause disease

RESERVOIR OR “HIDING PLACES”

PEOPLE AS RESERVOIRS

Where germs live, grow,
and increase in numbers

• Blood

• A person

• Digestive tract

• An animal
• Environment/Fomite

Infectious
Agent

• Skin

Reservoir

• Mouth, stomach, intestines

Reservoir

• Respiratory tract
• Nose, throat, lungs

• Urinary tract
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5/1/2017

PEOPLE AS RESERVOIRS

PORTAL OF EXIT OR “THE WAY OUT”

People We Know Who
Are Infected

People We Don’t Know
Who Are Infected

MODES OF TRANSMISSION
Contact – victim comes in contact with source
• Direct – physical contact between source and victim

PORTAL OF ENTRY OR “THE WAY IN”
• Nose and Mouth
• GI Tract

• Indirect – victim contacts contaminated inanimate objects
• Droplet – brief passage of infectious agent

Airborne – airborne phase in disease dissemination
Common vehicle – contaminated inanimate vehicle serves
as the vector for transmission to multiple persons.

• Urinary Tract
• Breaks in skin
• Cut, open sore, needlestick

Vectorborne ‐ Not associated with healthcare transmission

SUSCEPTIBLE PERSON
• Age: very young or older
• Stress

BREAKING THE CHAIN OF INFECTION

• Fatigue
• Poor nutrition
• Chronic illnesses
• Not properly vaccinated
• Open cuts, skin breakdown

As long as the chain of
infection remains intact,
infection will spread to others.

• Immune suppressive medications

Standard Precautions and Transmission‐Based Precautions
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ELEMENTS OF STANDARD PRECAUTIONS

PERSONAL PROTECTIVE EQUIPMENT (PPE)
• Wear gloves for potential contact with blood, body fluids, mucous

membranes, non‐intact skin or contaminated equipment.

• Hand hygiene

• Do not wear the same pair of gloves for more than one patient

• Use of personal protective equipment (PPE)
• gowns, gloves, mask, eye protection

• Do not wash gloves for the purpose of reuse

• Wear a gown to protect skin and clothing during procedures or

• Safe injection practices

activities where contact with blood or body fluids is anticipated.

• Safe handling of potentially contaminated equipment or

• Wear mask and eye protection during procedures that are likely to

surfaces

generate splashes or sprays of blood or other body fluids.

• Respiratory hygiene/cough etiquette

RESPIRATORY HYGIENE/COUGH ETIQUETTE
• Post signs at entrances.
• Provide tissues and no‐touch

trash cans for disposal in
waiting areas.
• Provide hand hygiene

product in waiting areas.
• Offer a mask to symptomatic

patients.
• Encourage ill patients to sit

away from others.

TRANSMISSION OF
MYCOBACTERIUM TUBERCULOSIS

Courtesy of CDC

•

At risk workers should have
a baseline TST upon hire

Immune system usually
prevents spread

•

Assess all patients for
history of active TB

Bacteria can remain alive
in the lungs for many
years (latent TB infection)

•

Defer elective dental

•

If patient must be treated:

•

Spread by droplet nuclei

•

•

•

PREVENTING TRANSMISSION OF TB

Risk of TB transmission
in dental settings is low

treatment
Courtesy of CDC

• Refer to facility with proper TB infection control
precautions – N95Respirator, negative air‐flow

• DHCP should wear face mask
• Separate patient from others/mask/tissue
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TRANSMISSION OF
MYCOBACTERIUM TUBERCULOSIS
•

Spread by droplet nuclei

•

Immune system usually prevents spread

•

Bacteria can remain alive in the lungs for many
years (latent TB infection)

RISK OF TB TRANSMISSION IN DENTISTRY
•

Risk of TB transmission in dental settings is low.

•

Only one documented case of transmission of
TB.

•

Tuberculin skin test conversions among DHP are
rare

PREVENTING TRANSMISSION OF TB IN DENTAL
SETTINGS
•

Assess patients for history of TB

•

Defer elective dental treatment

•

If patient must be treated:

• DHCP should wear face mask
• Separate patient from others/mask/tissue
• Refer to facility with proper TB infection control
precautions

OUTBREAK* INVESTIGATION

* Outbreak: occurrence of more cases of disease than normally expected within
a specific place or group of people over a given period of time.

OUTBREAKS STEPS

DEFINITIONS
• Endemic: the usual presence of disease within a

geographic area
• Epidemic (Outbreak): an excess over the usual

or expected occurrence of disease within a
geographic area
• Pandemic: epidemics that affect several

countries or continents (e.g., AIDS, pandemic
influenza, SARS)

• Verify diagnosis

• Develop hypothesis

• Establish case definition • Test hypothesis
• Review for cases –

case search
• Create a line listing
• Make an epi‐curve*

• Implement control

measures
• Evaluate control

measures
• Disseminate

information
*a chart showing the number of persons who became ill each day
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SUSPECTED OUTBREAK…
KNOW WHO TO CALL FOR ASSISTANCE
• Facility Risk Manager
• Local Health Department first OR

State Public Health Department
(Raleigh 919‐733‐3419)
• Infection Control Assistance: Statewide
Program for Infection Control and
Epidemiology (SPICE), spice@unc.edu,
919‐966‐3242

REFERENCES

KNOWLEDGE CHECK
Who should be notified of a suspected or known
communicable disease outbreak?
a) Risk Management
b) Administration/Director
c) Local Health Department
d) All of the above

Module D ‐ 1

• Carrico R, ed. APIC Text of Infection Control and

Epidemiology. Online edition, APIC:Washington DC,
2011.
• CDC Guidelines for Infection Control in Dental

OUTBREAKS AND SAFE INJECTION
PRACTICES IN DENTAL SETTINGS

Health‐Care Settings‐2003, MMWR 2003;52(No.
RR‐17).

OBJECTIVES
1.

The Big Picture

2.

Outbreaks and best practices

3.

Beyond the outbreaks

4.

Resources

THE BIG
PICTURE

THE BIG PICTURE
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UNSAFE INJECTION PRACTICES HAVE DEVASTATING
CONSEQUENCES

HEPATITIS B VIRUS OUTBREAKS RELATED TO
BLOOD GLUCOSE MONITORING, 2001‐2011

UNSAFE INJECTION‐RELATED OUTBREAKS SINCE 2001
• 48 recognized outbreaks
• Viral hepatitis (n=21) or bacterial infections (n=27)

•

• 90% (n=43) occurred in outpatient settings

23 recognized outbreaks due to the assisted
monitoring of blood glucose (AMBG)
•

• 10 in pain management clinics

~2,000 notifications
>170 incident infections

•

• 9 in outpatient oncology clinics

•

• >150,000 patients potentially exposed

Accounted for 92% of all hepatitis B virus outbreaks in
long term care facilities

*Thompson et al, Annals Int Med 2009; www.cdc.gov/hepatitis/Outbreaks
*CDC Grand Rounds 11/14/12 & Guh et al, Medical Care 2012

UNSAFE INJECTION RELATED OUTBREAKS IN
DENTISTRY, 2001‐2013
Date

State

Type

Exposed (n) Incident
Infections

Lapse

Note

NC EXPERIENCE, 2001 ‐ 2012
Incident
Exposed
Infections
(n)
(n)

Year

Setting

Type

hepatitis
192
B virus

Lapse

11

ABGM

Note

2001

New
Mexico

HBV

1

1

Unknown

Patient – to‐
patient
transmission

2003

Nursing
Home

2009

West
Virginia

HBV

>1500

5

Multiple
infection
control
breaches

3 patient
cases, 2
volunteers

2008

Cardiology Clinic

hepatitis
1200
C virus

5

Syringe Reuse
Contaminating Strengthened .0206
MDV

2011

Colorado

HIV,
HBV,
HCV

8000

6

Syringe Reuse

IV Anesthesia

2010

Assisted‐living
Facility

hepatitis
87
B virus

8

ABGM

2013

Oklahoma

HCV

7000

89

Syringe Reuse,
rusty
instruments

2010

Skilled Nursing
Facility

hepatitis
116
B virus

6

Unknown

2010

Skilled Nursing
Facility

hepatitis
109
B virus

6

ABGM

6/8 patients died,
“Act to Protect
Adult Care Home
Residents”

ABGM – Assisted Blood Glucose Monitoring
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OUTBREAK CAUSES

OUTBREAK CAUSES &
BEST PRACTICES

1. Syringe reuse (direct and indirect)
2. Misuse of single‐dose/single‐use vials
3. Failure to use aseptic technique
4. Unsafe diabetes care

SYRINGE REUSE

ENDOSCOPY CENTER, NEVADA (2008)

• Direct Reuse
• Insulin pens, IV tubing, vaccines

•

9 clinic‐associated hepatitis C virus cases

•

106 possible clinic‐associated cases

• Indirect Reuse or “double dipping”
• Common cause of large hepatitis outbreaks
• Syringe that had been used to inject medication into a patient
and reused to enter a medication vial
• Contents of the vial are then used for subsequent patients

•

63,000 potential exposures

•

$16–21 million total cost

THE NEVADA OUTBREAK: MECHANISM
Two breaches contributed to transmission:
•

Re‐entering propofol vials with used syringes

•

Using contents from these single‐dose vials on
more than one patient

DANGEROUS MISPERCEPTIONS
1. Changing the needle makes a syringe safe for reuse.
2. Syringes can be reused as long as an injection is

administered through an intervening length of IV tubing.
3. If you don't see blood in the IV tubing or syringe, it

means that those supplies are safe for reuse.
Once they are used, both the needle and syringe are
contaminated and must be discarded!

MMWR 2008 57(19);513-517
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2. MISUSE OF SINGLE‐DOSE/SINGLE‐
USE VIALS (SINGLE DOSE VIAL)
• CDC is aware of at least 19 outbreaks involving single dose

vial use
• 7 outbreaks involved BBPs
• 12 involved bacterial infections (majority of patients requiring

hospitalization)
• All outbreaks occurred in outpatient settings
• Almost half in pain remediation clinics (n=8)

INVASIVE S. AUREUS INFECTIONS ASSOCIATED
WITH PAIN INJECTIONS AND REUSE OF SINGLE
DOSE VIAL – ARIZONA AND DELAWARE, 2012
Clinic Type

Suspected Breaches

 Prepared ‘morning’ and
‘afternoon’ contrast solution
from single dose vials at start of
Pain Clinic
day for multiple patients
(AZ)
 Failed to wear facemasks during
spinal injections

Orthopedic
Clinic
(DE)

 single dose vial accessed over
the course of several hours for
multiple patients until all
contents were withdrawn

Outcomes
 3 MRSA infections among patients
receiving ‘afternoon’ solution
 All patients hospitalized, ranging from
4‐41 days
 1 additional patient found deceased
in home; invasive MRSA could not be
ruled out
 7 methicillin‐susceptible S. aureus
infections
 All patients required debridement of
infected sites and antimicrobial
therapy
 Average length of hospitalization was
6 days

Invasive Staphylococcus aureus Infections Associated with Pain Injections and Reuse of Single-Dose
Vials, Arizona and Delaware, 2012; Morbidity & Mortality Weekly Report. 2012;61(27):501-504

SINGLE DOSE VIALS:
CDC POSITION STATEMENT, 2012
• Vials labeled by the manufacturer as “single dose” or “single

use” should only be used for a single patient.
• Ongoing outbreaks provide ample evidence that inappropriate

use of single‐dose/single‐use vials causes patient harm.
• Leftover parenteral medications should never be pooled for

later administration
• In times of critical need, contents from unopened single dose

3. FAILURE TO USE ASEPTIC TECHNIQUE
Handling and preparing
supplies used for
injections in a manner
that prevents microbial
contamination between
the injection materials
and the non‐sterile
environment.

vials can be repackaged for multiple patients in accordance
with standards in United States Pharmacopeia General Chapter
‹797›

American Journal of Infection
Prevention, 2011

www.cdc.gov/injectionsafety/CDCposition-SingleUseVial.html
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NEW JERSEY – ONCOLOGY OFFICE
Single use vials stored
and used on
subsequent days for
multiple patients

NEW JERSEY – ONCOLOGY OFFICE

IV bags used
as sources of
fluid to flush
catheters for
multiple
patients

IV bags with
stoppers
removed
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NEW JERSEY – ONCOLOGY OFFICE

NEW JERSEY – ONCOLOGY OFFICE
Reused
Vacutainer
holders in
contact with
gauze

Blood drawing
equipment in
area of
medication
preparation

Medication
prepared in
hood in patient
treatment area

Uncapped
syringes for
flushing IVs
unwrapped and
prefilled in
advance

Medication
prepared in
advance

4. UNSAFE DIABETES CARE
Use of
fingerstick
devices or
insulin pens on
multiple
persons

Sharing of blood
glucose meters
without
cleaning and
disinfection
between uses

Blood
contamination

UNSAFE INJECTIONS: CAUSES & BEST
PRACTICES
1. Syringe reuse (direct and indirect)

Failure to
perform hand
hygiene or
change gloves
between
procedures

• Never administer medications from the same
syringe to multiple patients.
• Do not reuse a syringe to enter a medication
vial or solution.
• Limit the use of multi‐dose vials and dedicate
them to a single patient whenever possible.

2. Misuse of single‐dose/single‐use vials
• Do not administer medications from a single
dose vial or IV solution bag to more than one
patient.

Patel et al. ICHE 2009; 30:209-14,Thompson et al. JAGS 2010, MMWR 2005;
54:220-3

UNSAFE INJECTIONS: CAUSES AND BEST PRACTICES

3. Failure to use aseptic technique
• Use aseptic technique when preparing or
administering medications.

BEYOND OUTBREAKS

4. Unsafe diabetes care
• Use insulin pens and lancing devices for
only one patient.
• Dedicate glucometers to a single patient.
If they MUST be shared, clean and
disinfect after each use.
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MOST OUTBREAKS ARE NEVER
DETECTED

Asymptomatic
infection

Long
incubation
period;
difficult to
identify single
healthcare
exposure

Under‐
reporting of
cases
Under‐
recognition of
healthcare as
risk

Barriers to
investigation,
resource
constraints

GROWING RESERVOIR
•

Aging population – more frequent interactions with
the healthcare system

•

“…growing reservoir of infected
individuals who can serve as a
source of transmission to others
if safe injection practices and
other basic infection control
precautions are not followed”

ROLE OF HEALTHCARE‐ASSOCIATED
TRANSMISSION: BEYOND OUTBREAKS
• Among patients ≥55:
• Those with acute hepatitis B virus or hepatitis C virus

are 2.7x more likely to report having had injections in a
health care setting.
• Approximately 37% of acute hepatitis B virus and

hepatitis C virus infections attributable to unsafe
injections in health care settings.

Perz et al, Hepatology 2012.‘Accepted Article’, doi: 10.1002/hep.25688

2010 SURVEY OF PROVIDER PRACTICES
5,500 healthcare professionals
•
1% “sometimes or always” reuse a syringe on a
second patient (direct)
•
1% “sometimes or always” reuse a multidose vial after
accessing it with a reused syringe (indirect)
•
6% use single‐dose/single use vials for more than one
patient
Pugliese et al 2010. AJIC. Available at: http://www.cdc.gov/injectionsafety or
http://www.ajicjournal.org/article/PIIS0196655310008539/abstract

Perz et al, Hepatology 2012.‘Accepted Article’, doi: 10.1002/hep.25688

WHY ARE WE MISSING THE MARK?
• Knowledge Gaps
• Poor training
• Lax or nonexistent policies and procedures
• Knowledge not translated into practice
• Drug shortages
• Economic/time pressure
• Malfeasance
• Drug Diversion

SUMMARY
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KNOW AND PRACTICE THESE SIMPLE
RULES
Safe injections

•

Safe diabetes care

Needles and syringes are
single use devices. They
should not be used for
more than one patient or
reused to draw up
additional medication.

•

Do not administer
medications from a single‐
dose vial or IV bag to
multiple patients.

•

Limit the use of multi‐dose
vials and dedicate them to
a single patient whenever
possible.

•

Fingerstick devices should
never be used for more
than one person.

•

Blood glucose meters
should be assigned to an
individual person.
•

•

If shared, it must be
cleaned and disinfected
per manufacturer’s
instructions
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• Designate someone to provide ongoing oversight
• Develop written infection control policies
• Provide training
• Conduct quality assurance assessments

Injection equipment (e.g.,
insulin pens, needles and
syringes) should never be
used for more than one
person.

Slides adapted from the following sources:


BEYOND GOOD PRACTICE

Perz J, Patel PR, Srinivasan A. A “Never” Event: Unsafe
Injection Practices. www.emergency.cdc.gov/
coca/ppt/UnsafeInjectionPractices032708.ppt
Shaefer M. Injection Safety. Presented at APIC North
Carolina Fall Education Conference October 5, 2009,
Durham, NC.
Perz J and Thompson N. Viral hepatitis exposure &
public health response. Presented at NACCHO Toolkit
Development Workshop January 7, 2009 Las Vegas, NV
Perz, CDC Public Health Grand Rounds, 11/14/12
Montana, B. Keeping the Infection out of Injection. NJ
Department of Health and Senior Services
Moore, Zack. Various Slides. NC DHHS.

VIDEOS

CAMPAIGN RESOURCES
•
•
•
•

Print Materials
Audio & Visual
Social Media
Toolkits

POSTERS

27

5/1/2017

WWW.ONEANDONLYCAMPAIGN.ORG

PRINT MATERIALS

North Carolina Information and State Contact:
http://oneandonlycampaign.org/partner/north-carolina
(919) 715‐7461
164

Module E

OBJECTIVES
• Describe the principles and practice of asepsis.

PRINCIPLES AND PRACTICES OF ASEPSIS

• Understand hand hygiene.

Role of hands and the environment in
disease transmission

DEFINING ASEPSIS

MEDICAL ASEPSIS – CONTROL OF SPREAD

Medical Asepsis

Surgical Asepsis

Definition

Clean Technique

Sterile Technique

Emphasis

Freedom from most
pathogenic organisms

Freedom from all pathogenic
organisms

Reduce transmission of
pathogenic organisms from
one patient‐to ‐another

Prevent introduction of any
organism into an open
wound or sterile body cavity

Purpose

Measures aimed at controlling the number of
microorganisms and/or preventing or reducing the
transmission of microbes from one person‐to‐another:
Clean Technique
• Know what is dirty.
• Know what is clean.
• Know what is sterile.
• Keep the first three conditions separate.
• Remedy contamination immediately.
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MEDICAL ASEPSIS – BYPASS PROTECTIONS

MEDICAL ASEPSIS – TRANSFER OF MICROORGANISMS

When the body is penetrated, natural barriers such as skin
and mucous membranes are bypassed, making the patient
susceptible to microbes that might enter.

Even though skin is an effective barrier against microbial
invasion, a patient can become colonized with other
microbes if precautions are not taken.

• Perform hand hygiene and put on gloves

• Perform hand hygiene between patient contacts

• When invading sterile areas of the body, maintain the

• When handling items that only touch patient’s intact skin,

sterility of the body system
• When placing an item into a sterile area of the body, make

or do not ordinarily touch the patient, make sure item is
clean and disinfected (between patients).

sure the item is sterile

MEDICAL ASEPSIS – BODY FLUIDS
All body fluids from any patient should be considered
contaminated
• Body fluids can be the source of infection for the patient

and you
• Utilize appropriate personal protective equipment (PPE)

MEDICAL ASEPSIS ‐ ENVIRONMENT
The healthcare team and the environment can be a source
of contamination for the patient
• Health care providers (HCP) should be free from disease

(vaccinations)
• Single use items can be a source of contamination
• Patients environment should be as clean as possible

SURGICAL ASEPSIS
Practices designed to render and maintain objects and
areas maximally free from microorganisms:
Sterile Technique
• Know what is sterile
• Know what is not sterile
• Keep sterile and not sterile items apart

Surgery increases
the risk of infection!

• Remedy contamination immediately
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DEFINE STERILITY

PRINCIPLES OF SURGICAL ASEPSIS
• The patient should not be the source of contamination.
• The operating personnel should not be the source of

contamination.
• The surgical scrub should be done meticulously.
• The OR technique of the surgeon is very important.
• Recognize potential environmental contamination.

ASEPSIS IN DENTAL LABORATORY AND
RADIOLOGY

REMEDY CONTAMINATION
• Every case is a potential source of contamination and the

same infection control precautions are taken for all
patients.
• When contamination occurs, address it immediately.
• Breaks in technique are pointed out and action is taken to

eliminate them.

DENTAL LABORATORY

DENTAL LABORATORY
• Communication – protocols

• Clean impression with a camel

and responsibilities.

hair brush.

• Clean or dirty lab area on site?

• Disinfect for proper period of

• Materials, impressions, and

time – must stay “wet” for label
contact time.

intra‐oral appliances must be
cleaned and disinfected before
being handled, adjusted or
sent to out to dental lab.

• Surface disinfectants are not

tested/approved for reuse
(soaks).

• Select and follow

• Rinse thoroughly.
• Do not transfer to laboratory in

container containing disinfectant.

What’s
missing?

manufacturers’ directions for
proper chemical based on type
of dental material in use.
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RADIOLOGY ASEPSIS
• Wear appropriate PPE to reduce personnel exposure
• Use films held within FDA‐cleared barrier pouches
• Use heat‐tolerant or disposable intraoral film‐holding and

positioning devices.
• Digital radiographic sensors should be placed in FDA‐

cleared barriers.
• All reusable items that contact mucous membranes must

be heat sterilized or high‐level disinfected

RADIOLOGY ASEPSIS
• Follow manufacturer’s

recommendations on barrier
protection and cleaning and
disinfection of digital sensors.
• XCP (extension cone paralleling)

film holder positioning system ‐
heat sterilize or HLD based on
manufacturer’s instructions.
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HAND HYGIENE

RADIOLOGY ASEPSIS

The substance of asepsis

Asepsis during darkroom activities
• Exposed film paced in paper cup or paper towel
• Gloves removed after all films exposed and hand hygiene
performed
• Re‐glove for transport to dark room
• Open film packs, drop on to clean surface, discard
wrappers
• Remove gloves and hand hygiene
• Process films

WHAT IS HAND HYGIENE
• Handwashing
• Antiseptic Handwash
• Alcohol‐based Hand Rub
• Surgical Antisepsis

WHY IS HAND HYGIENE SO IMPORTANT?
• Hands are the most common mode of pathogen

transmission.
• Reduces the spread of antimicrobial resistance.
• Prevents healthcare‐associated infections.
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HAND‐BORNE MICROORGANISMS
Healthcare providers contaminate their hands with
100‐1000 colony‐forming units (CFU)of bacteria during
“clean” activities (lifting patients, taking vital signs).

TRANSMISSION OF PATHOGENS ON HANDS
FIVE ELEMENTS
• Germs are present on patients and surfaces near patients
• By direct and indirect contact, patient germs contaminate

healthcare provider hands
• Germs survive and multiply on healthcare provider hands
• Defective hand hygiene results in hands remaining

contaminated
• Healthcare providers touch/contaminate another patient

or surface that will have contact with the patient.
Pittet D et al. The Lancet Infect Dis 2006

WHEN TO PERFORM HAND HYGIENE

HOW TO
HAND RUB
To effectively reduce the growth
of germs on hands, hand
rubbing must be performed by
following all of the illustrated
steps. This takes only 20–30
seconds!
http://www.who.int/gpsc/tools
/HAND_RUBBING.pdf
credit: WHO

HAND RUBBING VS HANDWASHING

To effectively reduce the growth
of germs on hands, handwashing
must last at least 15 seconds and
should be performed by following
all of the illustrated steps.
http://www.who.int/gpsc/tools/
HAND_WASHING.pdf

0
Bacterial contamination (mean log 10 reduction)

HOW TO
HAND WASH

Hand rubbing is:
• more effective
• faster
• better tolerated

Handwashing
Handrubbing

1
2
3
4
5
6
0 15sec 30sec

credit: WHO

1 min

2 min

3 min

4 min

Pittet and Boyce. Lancet Infectious Diseases 2001
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HAND HYGIENE COMPLIANCE IS LOW
Author

Year

Sector

Preston

1981

General Wards
ICU

16%
30%

Albert

1981

ICU
ICU

41%
28%

Larson
Donowitz
Graham
Dubbert
Pettinger
Larson

<40%

REASONS FOR NONCOMPLIANCE

Compliance

1983

Hospital-wide

45%

1987

Neonatal ICU

30

1990

ICU

32

1990

ICU

81

1991

Surgical ICU

51

1992

Neonatal Unit

29

Doebbeling

1992

ICU

40

Zimakoff

1993

ICU

40

Meengs

1994

Emergency Room

32

Pittet

1999

Hospital-wide

48

• Inaccessible hand

hygiene supplies
• Skin irritation
• Too busy
• Glove use
• Didn’t think about it
• Lacked knowledge

Pittet and Boyce. Lancet Infectious Diseases 2001

SUMMARY OF HAND HYGIENE
Hand hygiene must be performed exactly where you are delivering healthcare
to patients (at the point‐of‐care).
During healthcare delivery, there are 5 moments (indications) when it is
essential that you perform hand hygiene.
To clean your hands, you should prefer hand rubbing with an alcohol‐based
formulation, if available. Why? Because it makes hand hygiene possible right at
the point‐of‐care, it is faster, more effective, and better tolerated.

LATEX HYPERSENSITIVITY
AND CONTACT DERMATITIS

You should wash your hands with soap and water when visibly soiled.
You must perform hand hygiene using the appropriate technique and time
duration.

LATEX ALLERGY
• Type I hypersensitivity to

natural rubber latex
proteins
• Reactions may include

nose, eye, and skin
reactions
• More serious reactions may

include respiratory
distress–rarely shock or
death

CONTACT DERMATITIS

Irritant contact dermatitis
• Not an allergy
• Dry, itchy, irritated areas

Allergic contact dermatitis
• Type IV delayed hypersensitivity
• May result from allergy to chemicals used
in glove manufacturing
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GENERAL RECOMMENDATIONS
CONTACT DERMATITIS AND LATEX ALLERGY
•
•
•
•
•
•

Educate DHCP about reactions associated with
frequent hand hygiene and glove use
Get a medical diagnosis
Employees must be provided a glove which can be
tolerated
Screen patients for latex allergy
Ensure a latex‐safe environment
Have latex‐free kits available (dental and emergency)

REFERENCES
• CDC Guidelines for Hand Hygiene in Healthcare Settings –

Recommendations of the Healthcare Infection Control
Practices Advisory Committee and the HICPAC/SHEA/APIC
Hand Hygiene Task Force. MMWR October 25, 2002,
51(RR‐16).
• Guidelines for Infection Control in Dental Health‐Care

Settings, 2003. MMWR, December 19, 2003:52(RR‐17).

Module F

OBJECTIVES
• State the principles of disinfection and sterilization

PRINCIPLES OF DISINFECTION AND STERILIZATION
IN THE DENTAL SETTING

SPAULDING CLASSIFICATION
Spaulding Classification of Surfaces:

• List the current methods for disinfection and sterilization

per CDC guideline recommendations

ORDER OF RESISTANCE OF MICROORGANISMS TO
DISINFECTANTS/STERILANTS
Hardest to Kill

1. critical – Objects which enter normally sterile tissue or

the vascular system and require sterilization

Prions (Creutzfeldt‐Jakob Disease (CJD), mad
cow disease)
Spores (C. difficile)

2. semi‐critical – Objects that contact mucous membranes

Mycobacteria (Tb)

or non‐intact skin and require high‐level disinfection,
which kills all but high‐levels of bacterial spores

Non‐enveloped viruses (norovirus)
Fungi (Candida)

3. non‐critical – Objects that contact intact skin but not

mucous membranes, and require low‐level disinfection

Vegetative bacteria (MRSA, VRE)
Easiest to Kill

Enveloped viruses (HIV, HBV)
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PROCESSING CRITICAL INSTRUMENTS
• Penetrate or enter normally sterile tissue or spaces,

including the vascular system

PROCESSING SEMI‐CRITICAL OBJECTS
• Contact mucous membranes and non‐intact skin
• Mouth mirrors, cheek retractors, handpieces

• Surgical instruments (elevators, bone files, rongeurs, forceps,

etc.)
• Must be sterilized between uses or used as single‐use

disposable devices

• Must be sterilized or immersed in high‐level disinfectant
• Goal: High‐level disinfection = free of all microorganisms

except low numbers of bacterial spores

• Goal: Sterility = devoid of all microbial life

HIGH‐LEVEL DISINFECTANTS
Germicide

Concentration

Glutaraldhyde (Cidex®)

≥ 2.0%

Ortho‐phthaladehyde (Cidex OPA®)

0.55%

Hydrogen Peroxide* (SporoxTM)

7.5%

Hydrogen Peroxide and peracetic acid* (PeractTM)

1.0% / 0.08%

Hydrogen Peroxide and peracetic acid* (EndosporTM +)

7.5% / 0.23%

Hypochlorite (free chlorine)* (Sterilox)

650‐675 ppm

Accelerated hydrogen peroxide (ResertTM XL)

2.0%

Peracetic Acid (Steris 20TM)

0.2%

Glutaraldehyde and Isopropanol (Aldahol III®)

3.4% / 26%

Glutaraldehyde and phenol/phenate (Sporicidin®)

1.21% / 1.93%

NON‐CRITICAL INSTRUMENTS AND DEVICES
• Contact intact skin
• BP cuffs, electrocardiogram (EKG) leads, stethoscopes

• Disinfect using a low level disinfectant
• Goal: Kill vegetative bacteria, fungi, viruses

Exposure time ≥8 ‐45 min (US) and temperature 20‐25°C;
*May cause cosmetic and functional damage

LIQUID DISINFECTANTS
Disinfectant Agent

Use Concentration

Ethyl or isopropyl alcohol
Chlorine (bleach)

70% ‐ 90%
100ppm

Phenolic

UD

Iodophor

UD

Quaternary ammonium
compound (QUAT)
Improved hydrogen peroxide

UD

Exposure time ≥ 1 minute

0.5%, 1.4%
UD = Manufacturer’s recommended use dilution

CDC RECOMMENDATIONS ‐ 2003
• Clean and heat‐sterilize critical dental instruments before each

use.

• Clean and heat‐sterilize semi‐critical items before each use.
• Allow packages to dry in the sterilizer before they are handled to

avoid contamination.

• Use of heat‐stable semi‐critical alternatives is encouraged.
• Reprocess heat‐sensitive critical and semi‐critical instruments by

using FDA‐cleared sterilant/high‐level disinfectants or an FDA‐
cleared low temperature sterilization method (e.g., ethylene
oxide).
• Single‐use disposable instruments are acceptable alternatives if
they are used only once and disposed of correctly.
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STERILIZATION
STERILIZATION PROCESS

The complete elimination or destruction
of all forms of microbial life by either
physical or chemical processes.

STEAM STERILIZATION

METHODS OF STERILIZATION
High Temperature Methods:
• Steam sterilization
• Dry Heat

Advantages
• Non‐toxic
• Cycle easy to control and monitor
• Inexpensive

• Steam formaldehyde (chemiclave)

• Rapidly microbicidal

Low Temperature Methods:

• Rapid cycle time

• Hydrogen peroxide gas plasma

• Least affected by organic/inorganic soils

• Vaporized hydrogen peroxide

• Penetrates medical packing, device lumens

• Ethylene oxide

STEAM STERILIZATION

STEAM STERILIZATION

Disadvantages

Steam under pressure (autoclaving)

• Deleterious for heat labile instruments

• Gravity displacement
• Vacuum

• Inappropriate for heat‐sensitive instruments
• Inappropriate for moisture‐sensitive instruments
• Dulling
• Rusting
• Potential for burns
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DRY HEAT STERILIZATION

PROCESS TIMES FOR PACKAGED ITEMS

• Transfers heat energy from air

Time
Exposure
(minutes) Temperature
Time°C (°F)
TemperatureDry
Range,
(minutes)
(minutes)
Does
not includeRange
Steam autoclavedrying time
Steam
autoclave
30
121oC
Gravity
oC (250‐254°F)
oC
Gravity
30
Prevacuum
4
132121‐123
15
132‐135oC (270‐275°F)
132‐135oC (270‐275°F)
Vacuum
4

Method
Method

DRY HEAT STERILIZER TYPES
Static Air
• Heating coils in

bottom of chamber
• Natural convection as

hot air rises in
chamber
• Takes 1‐2 hours for

Forced Air
• Rapid heat transfer
• Circulates heated air

at high velocity
throughout chamber
• Reduces time to 6‐12

minutes at 190°C

sterilization at 160°C

LIQUID CHEMICAL STERILANT/DISINFECTANTS

inside the oven to the
instruments
• Requires higher temperatures

160‐190°C (320o‐375oF)
• Good for items that are likely

to dull or rust in the autoclave
• Good for powders, cellulose

and ink
• Packaging must be able to

withstand high temperatures

UNSATURATED CHEMICAL VAPOR STERILIZATION
• Hot chemical vapors (under pressure) kill microorganisms
• Active ingredient: formaldehyde+
• Vapors extremely irritating to eyes and lungs
• Purge system and good ventilation essential
• “Harvey” sterilizer or “Chemiclave”
• No corrosion is instruments are dry
• Must use packaging designed for chemical vapor

sterilizers

WHERE ARE YOU PROCESSING YOUR INSTRUMENTS?

• Only for heat‐sensitive critical and semi‐

critical devices
• Powerful, toxic chemicals raise safety
concerns
http://www.fda.gov/cdrh/ODE/germlab.html
http://www.fda.gov/MedicalDevices/DeviceRegulationandGuidan
ce/ReprocessingofSingle-UseDevices/ucm133514.htm
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WHERE ARE YOU PROCESSING YOUR
INSTRUMENTS?
Enter

Clean
instruments,
handpieces

BI incubator
and record
keeping

Rinse

Sterilization

• Cleaning of the object
Sterilization and storage

Decontamination

Exit
Closed
storage of
sterile
packages

Holding
area

FACTORS INFLUENCING THE EFFICACY OF
DISINFECTION AND STERILIZATION PROCESSES

Dry

• Organic and inorganic load present
• Type and level of microbial contamination
• Concentration and exposure time to the

disinfectant/sterilant
• Nature of the object
• Temperature, pH, and water hardness

Arrange
Instruments

Add chemical
monitors, BIs,
supplies

Wrap cassettes,
package items,
seal, label

Packaging

CLEANING INSTRUMENTS

AUTOMATED CLEANING

• Soak in enzymatic or non‐enzymatic detergent

• Ultrasonic cleaner

• Wear the appropriate PPE

• Instrument washer

• Keep instruments submerged in solution and use a long‐

• Washer‐disinfector

handled brush when manually cleaning instruments

• Regulated by FDA
• Household dishwasher

NOT recommended

PREPARATION AND PACKAGING
• Dry all instruments
• Critical and semi‐critical

items that will be stored
should be wrapped before
heat sterilization
• Wear heavy‐duty,
puncture‐resistant utility
gloves
• Hinged instruments
opened and unlocked
• Place a chemical indicator
inside the pack

PACKAGING
•
•
•
•

Peel packs
Rigid containers
Self seal roll stock
Sterile wraps woven and
non‐woven
• Compatible with
sterilization method
• Must be FDA approved
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PACKAGE LABELING

WHAT IS WRONG WITH THIS PICTURE?

• Date
• Sterilizer number if more

than one unit
• Load number
• Record on edge of peel

pouches, plastic side or
on sterilization tape
• Ink that does not run
5/1/2017

LOADING
•

•

Place items/packages correctly and loosely into
the sterilizer so as not to impede penetration of
the sterilant
Peel packs and non‐perforated containers (e.g.,
basins) should be placed on their edge

LOADING
• Loading
• Allow for circulation
• Dry non‐porous

•
•
•
•

containers must be
positioned so that water
will run out
Non‐perforated trays on
edge
All peel packs on edge
All instruments open
Maintain dedicated loads

WHAT’S WRONG?

Monitoring the effectiveness
of your sterilization equipment
is essential!

5/1/2017
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STERILIZATION MONITORING
•

Physical ‐ cycle time,
temperature, pressure
• Chemical ‐ heat or
chemical sensitive inks
that change color when
germicidal‐related
parameters reached
• Biological ‐ Bacillus spores
that directly measure
sterilization

CHEMICAL INDICATORS
• External indicator –

Provides visual of
sterilization process.
• Internal Chemical

Indicator
• Multiparameter
• Visual sterilant penetrated

the pack or tray.
• Pack control monitor ‐

BIOLOGICAL MONITORS
• Perform weekly and

with implants

• Steam ‐ Geobacillus

stearothermophilus

• Dry heat ‐ B.

atrophaeus (formerly
B. subtilis)
• Ethylene oxide (ETO) ‐
B. atrophaeus

packages in multiple
locations.
• Detect local problem.

RECOMMENDATIONS

MONITORING OF STERILIZERS
• Monitor each load with physical and chemical (internal

and external) indicators
• Use biological indicators to monitor effectiveness of

sterilizers at least weekly with spores intended for the
type of sterilizer
• Use biological indicators for every load containing

implantable items
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Record‐Keeping

RECOMMENDATIONS

MONITORING OF STERILIZERS
Following a single positive biological indicator from steam
sterilization:
• Remove the sterilizer from service and review sterilizer instructions.
• Retest the sterilizer.
• If spore test negative, put the sterilizer back in service.
• If the spore test is positive: do not use until it has been inspected; and

recall (to the extent possible) all items processed since the last negative
spore test; challenge in three consecutive empty sterilization cycles.

Single positive biological indicator (BI) from other than steam
sterilization (e.g., dry heat sterilization)
• Treat as non‐sterile all items back to last load tested with negative indicator.
• Retrieve items and reprocess.

STORAGE OF STERILE ITEMS
• Ensure the sterile storage area is a well‐ventilated area

that provides protection against dust, moisture, and
temperature and humidity extremes.
•
•
•

8 inches from the floor8
5 inches from ceiling
18 inches from ceiling if sprinkler head present

•
2 inches from outside walls– 10 inches from floor
• Sterile items should be stored so that packaging is not

compromised.
• Label sterilized items with a load number that indicates
the sterilizer used, the cycle or load number, and the
date of sterilization.

RECOMMENDATIONS

METHODS OF STERILIZATION
• Cleaning removes salts and proteins and MUST precede

sterilization.

• Steam is preferred for critical and semi‐critical items not
•
•
•
•

damaged by heat
Follow the operating parameters recommended by the
manufacturer
Use an “FDA cleared” container, wrapping or packaging system
that is compatible with the type of sterilization process used
Use low temperature sterilization technologies for reprocessing
critical and semi‐critical items damaged by heat
Immediately use critical items that have been sterilized by
liquid sterilants (e.g. peracetic acid) immersion process (no long
term storage).

STORAGE OF STERILE ITEMS
• Event‐related shelf life

recognizes that the product
remains sterile until an event
causes it to become
contaminated (e.g. moisture).
• Packages should be evaluated

before use for loss of
integrity. Repack and
reprocess if compromised.

FAILURE TO FOLLOW DISINFECTION AND STERILIZATION
PRINCIPLES
WHAT DO YOU DO?

Scenario:
Dental Office A discovered that for the past 3 days all
surgical instruments were exposed to steam sterilization
at 132oC for 0 minutes rather than the intended 4
minutes. A technician turned the timer to 0 minutes in
error.
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A NEVER EVENT
• Ensure instruments are safe

for use:

STEPS IN THE EVENT OF
DISINFECTION AND STERILIZATION FAILURE
1. Confirm failure of disinfection or sterilization

reprocessing
2. Immediately embargo any possibly improperly

• Packaging is intact – sealed

appropriately.
• External indicator has

changed color.
• Internal indicator has

changed color.
• Instruments show no visible

evidence of contamination.

disinfected/sterilized items

9.

Develop a hypothesis for the failure and
initiate corrective actions

10. Develop a method to assess potential

adverse patient events

3. Do not use the questionable

disinfection/sterilization unit (sterilizer, automated
endoscope reprocessor) until proper functioning
has been assured.
4. Inform key stake holders (risk management,

management, lawyers)
5. Conduct a complete and thorough evaluation of

the cause of the disinfection/sterilization failure
6. Prepare a line listing of potentially exposed

patients
7. Assess whether the disinfection/sterilization

failure increases a patient’s risk for infection
8. Inform an expanded list of stakeholders of the

reprocessing issue

11. Consider notification of appropriate state

and federal authorities (health department,
FDA)
12. Consider patient notification
13. If patients are notified, consider whether

such patients require medical evaluation for
possible post exposure therapy with
appropriate anti‐infectives, as well as follow‐
up and detection of infections (HIV, Hepatitis
B and C) if warranted.
14. Develop a detailed plan to prevent similar

failures in the future
15. Write after‐action report.

RECOMMENDATIONS FOR
American Journal of Infection Control 41 (2013) S67‐S71

QUALITY CONTROL
• Provide comprehensive and intensive training for all staff

assigned to reprocess medical/surgical instruments
• To achieve and maintain competency:
• Staff receive hands‐on training
• Work with supervision until competency is documented
• Competency testing should be conducted at commencement of

employment and regularly
• Review written reprocessing instructions to ensure compliance

RECOMMENDATIONS
FOR QUALITY CONTROL

RESOURCES

• Conduct infection control rounds periodically
• Establish a maintenance contract and record of

service.
• Ensure protocols equivalent to guidelines from
professional organizations
• Consult Association for the Advancement of
Medical Instrumentation (AAMI) and/or
manufacturer for preparation and packing of
items
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Module G

ENVIRONMENTAL ISSUES IN DENTAL
PRACTICES

ENVIRONMENTAL ISSUES

• Housekeeping/Clinical Contact Surfaces
• Medical Waste
• Dental Unit Waterlines
• Laser plumes/surgical smoke

Rutala WA and Weber DJ (2010) Lautenbacch et al.(eds.) in Practical Healthcare Epidemiology

DEFINITIONS
Spaulding Classification of Surfaces:
1. Critical – Objects which enter normally sterile tissue or

the vascular system and require sterilization
2. Semi‐Critical – Objects that contact mucous membranes

or non‐intact skin and require high‐level disinfection
3. Non‐Critical – Objects that contact intact skin but not

mucous membranes, and require low or intermediate‐
level disinfection

PRODUCT SELECTION ‐ DISINFECTION
High
• inactivates vegetative bacteria, mycobacteria, fungi, and viruses
but not necessarily high numbers of bacterial spores
Intermediate

CATEGORIES OF ENVIRONMENTAL
SURFACES

• destroys vegetative bacteria, most fungi, and most viruses;
inactivates Mycobacterium tuberculosis
Low
• destroys most vegetative bacteria, some fungi, and some viruses.
Does not inactivate Mycobacterium tuberculosis
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ENVIRONMENTAL SURFACES
Housekeeping surfaces
• Do not come into contact with patients or
devices
• Limited risk of disease transmission
• Clean on a routine basis

HOUSEKEEPING
SURFACES

Clinical contact surfaces
• High potential for direct contamination from
spray or spatter
• Direct contamination from contact with
DHCP’s gloved hand
CDC

CLEANING HOUSEKEEPING SURFACES
• Include housekeeping

surfaces on cleaning schedule
• EPA registered detergent ‐
disinfectant prepared fresh
each day

CLINICAL
CONTACT
SURFACES

• Mops and cloths – cleaned

after use, allow to dry or use
disposables
• Consider break area and
other non‐patient care areas
CDC

MICROBIAL SURVIVAL ON ENVIRONMENTAL
SURFACES
Pathogen

Duration of persistence
(range)
Candida albicans
1‐120 days
Heamophilus influenzae
12 days
Mycobacterium tuberculosis 1 day – 4 months
Streptococcus pyrogenes
3 days – 6.5 months
Staphylococcus aureus
7 days – 7 months
Herpes simplex virus
Hours – 18 weeks
Coxsackievirus
2 weeks

SOURCES OF CONTAMINATION
• Contaminated gloves and hands of dental healthcare

personnel
• Contaminated instruments or other inanimate objects
• Aerosol/splatter

Kramer et al. BMC Infectious Diseases 2006 6:130
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TIPS ON BARRIER USE

CLEAN OR USE BARRIERS
•

•

Risk of transmitting infections
greater than for housekeeping
surfaces

• Clean surfaces
• Beginning of day
• End of day

Surface barriers can be used
and changed between patients

• Barrier compromised

• Fluid proof

OR
•

• If using plastic wrap must

Clean then disinfect using an
EPA‐registered low‐ (HIV/HBV
claim) to intermediate‐level
(tuberculocidal claim) hospital
disinfectant

meet FDA weight for food
wrap
• Best to utilize commercial

barriers

Consider:
• Saliva ejector holder
• Light switches
• Light handles
• Air‐water syringe handle

CDC

CLINICAL CONTACT SURFACES
• Follow manufacturer’s instruction on proper use of EPA registered

hospital level disinfectant
• Cleaning is the first step – proceed from clean to dirty
• Use appropriate PPE as included in the manufacturer’s instructions
and based on potential for exposure to blood or body fluids
• Heavy‐duty utility gloves, masks, protective eyewear, gowns

• After cleaning, apply surface disinfectant for the allotted contact

time as listed on product label

SURFACE DISINFECTION ‐ REVIEW
Follow
manufacturer’s
instructions for
use

Use PPE ‐ Gloves and
possibly face
protection

Utilize Two Step
Method

Surface
disinfectant
contact time?

EPA registered
Hospital Disinfectant

• Spray‐wipe‐spray: using a liquid disinfectant/cleaner
• Wipe‐discard‐wipe: using a disinfectant towelette

• Do not use sterilant/high‐level disinfectants on environmental

surfaces

LIQUID DISINFECTANTS
Disinfectant Agent

Use Concentration

Ethyl or isopropyl alcohol

70% ‐ 90%

Chlorine (bleach)
Phenolic

100 ppm
UD

Iodophor

UD

Quaternary ammonium
compound (QUAT)

UD

Improved/Accelerated hydrogen
peroxide

0.5%, 1.4%

Don‘t forget
handpiece
cradles, light
switches, door
handles

OTHER ENVIRONMENTAL ISSUES
Blood and Body Fluid Spills
• Promptly clean and decontaminate
• Use appropriate PPE
• Decontaminate spills with dilute bleach solution (1:10 or

1:100) or an EPA‐registered hospital disinfectant with a TB
or HIV/HBV kill claim.

UD = Manufacturer’s recommended use dilution
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DISINFECTION OF COMPUTER KEYBOARDS
• All tested products were effective (>95%) in removing and/or

inactivating the test pathogens (MRSA, P. aeruginosa). No
functional/cosmetic damage after 300 wipes.
• Disinfectants included: 3 quaternary ammonium compounds,

70% isopropyl alcohol, phenolic, chlorine (80ppm)
• At present, recommend that keyboards be disinfected daily

and when visibly soiled

ENVIRONMENTAL ISSUES
•

Housekeeping/Surfaces

► Medical Waste
• Dental Unit Waterlines
• Laser plumes/surgical smoke

• Use disinfectant wipes for one surface cleaning area one

time

PUBLIC HEALTH IMPLICATIONS OF
MEDICAL WASTE

•

• Virtually nonexistent ‐ respiratory, urinary or

gastrointestinal tract or mucous membrane of the
mouth, eyes, nose.
• Why? Chain of infection is incomplete
• Rare ‐ "Sharps" have an intrinsic capability to disrupt
the skin's integrity and introduce infectious agents.

OSHA ‐ REGULATED WASTE
1910.1030

WASTE DEFINITIONS

• Placed in an appropriately labeled container: red bag or

container with biohazard label.

Non
hazardous,
non‐
regulated.
Example:
waste from
break room.

Waste
generated in
the diagnosis
or treatment
of patients

Regulated

•

Medical

•

General

•

Epidemiologic Evidence
Only medical waste associated with infectious disease
transmission is contaminated sharps.
Reports of transmission of infectious agents by sharps
occurred in health care setting.
No evidence that a member of the public has ever
acquired infection from medical waste.
No infectious risks associated with any type of medical
waste treatment method to include sanitary landfill
disposal.

MEDICAL WASTE
PLAUSIBLE TRANSMISSION ROUTES

Carries a
substantial
risk of causing
infection
during
handling and
disposal

• Pathological and microbiological wastes containing blood or OPIM.
• Liquid or semi‐liquid blood or other potentially infectious

materials.

• Contaminated items that would release blood or OPIM in a liquid

or semi‐liquid state if compressed.

• Items that are caked with blood or OPIM and are capable of

releasing these materials during handling.

• Contaminated sharps.

• Does not include: bloody gloves, mask, gowns, lightly soiled

gauze.
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REGULATED WASTE CONTAINMENT
• Waste receptacles
• Red bags or containers may be

substituted for labels.
• Ensure acceptable with State and local

ordinances.

• If container labeled all contents are

considered biohazardous.
• Lid must be closable.
• Other items which must be labeled:
• Containers used to store, transport, or ship

blood or other potentially infectious materials.
• Outside of specimen containers.

THERE ARE TWO TYPES OF MEDICAL WASTE!
Medical Waste
• Any solid waste generated in
the diagnosis, treatment, or
immunization of human
beings or animals
• Cost $0.55/lb to dispose

Regulated Medical Waste
• Any blood or body fluids in

individual containers >20ml
(about size of test tube)
• Microbiological waste
• Pathological waste
• Must be treated prior to

disposal
• Cost $1.75/lb to dispose of

CONTAMINATED SHARPS CONTAINERS
• Closable
• Puncture resistant
• Leak proof on sides and

OOPS!

bottom
• Label or color‐coded
• Maintained upright
through‐out use
• Closed prior to moving
• Easily accessible; located
as close as feasible to the
immediate area of use
• Replaced routinely – not
more than ¾ filled

NC REGULATED MEDICAL WASTE
• These medical waste are Regulated Medical Waste

and Must be treated prior to disposal.
• Blood and body fluids in individual containers in
volumes greater than 20 ml
• Microbiological laboratory waste – Cultures and
stocks of infectious agents
• Pathological waste – Human tissues, organs and
body parts
• Always be aware of local waste disposal restrictions.

Adapted from Medical Waste Presentation by Bill Patrakis, NC DENR, Division of
Solid Waste Management. http://portal.ncdenr.org/web/wm/sw/medicalwaste

BLOOD AND BODY FLUIDS
• Liquid blood, serum, plasma, other blood products,

emulsified human tissue, spinal fluids, and pleural and
peritoneal fluids
• Dialysates, urine, and feces are NOT blood or body

MICROBIOLOGICAL WASTE
• Cultures and stocks of infectious agents (e.g. Microbiology

laboratory)
• Possible methods of treatment – incineration, autoclaved,

or chemical disinfectants (bleach 1:5)

fluids under this definition
• Possible methods of treatment – dispose of in

commode, incineration, steam sterilization
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PATHOLOGICAL WASTE
• Human tissues, organs, and body parts removed during

surgery or autopsy
• Only method of treatment – incineration

DISPOSAL OF SHARPS*
• Rules do not require treatment before disposal
• Must be packaged in a container that is rigid, leak‐proof

when upright, and puncture resistant
• Can be disposed of with general solid waste
• Some landfills do not accept sharps

* Sharps: Needles, Needles with syringes, Needles with vacationers, blades
(scalpels), contaminated broken glassware

NOT DEFINED AS REGULATED MEDICAL WASTE
• Dressings and bandages (even blood soaked), sponges,

disposable instruments, used gloves, and tubing
• Disposed of as general solid waste

• Household waste including injections administered at

home is not included in medical waste rules

by Bill Patrakis, NC
DENR, Division of Waste
Management.

EXTRACTED TEETH

• Do not incinerate extracted teeth containing amalgam;
must be recycled

HANDLING EXTRACTED TEETH
IN EDUCATIONAL SETTINGS
• Remove visible blood and debris

• Clean and disinfect before sending to lab for shade

• Maintain hydration

• Can be given back to patient

• Autoclave (teeth with no amalgam)

comparison

• Use Standard Precautions
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HANDLING BIOPSY SPECIMENS
• Place biopsy in sturdy, leak proof container
• Avoid contaminating the outside of the

container

MEDICAL WASTE
CONCLUSIONS
• Medical Waste: Not considered infectious, thus

can be discarded in regular trash
• Regulated Medical Waste: Poses a

• Label with a biohazard symbol

REGULATED MEDICAL WASTE MANAGEMENT
CONCLUSIONS
• Properly labeled containment to prevent injuries and

leakage
• Medical wastes are “treated” in accordance with state and

local EPA regulations
• Processes for regulated waste include autoclaving and

incineration

DENTAL UNIT WATERLINES
• Infections linked to untreated

dental unit waterlines
• Pediatric dentistry practices in

Georgia and California
• Mycobacterium abscessus
• Georgia ‐ 20 documented cases

potential risk of infection during
handling and disposal

ENVIRONMENTAL ISSUES

• Housekeeping/Surfaces
• Medical Waste

► Dental Unit Waterlines
• Laser plumes/surgical smoke

DENTAL UNIT WATERLINES
AND BIOFILM
• Microbial biofilms form in

small bore tubing of
dental units
• Biofilms serve as a

microbial reservoir

in Georgia
• California ‐ Over 35 cases
• Many children hospitalized at

some point
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DENTAL WATER QUALITY

DENTAL WATERLINE QUALITY
• Colony counts in water from untreated systems can exceed

1,000,000 CFU/mL

For routine dental treatment, meet regulatory
standards for drinking water.*

CFU=colony forming unit
• Untreated dental units cannot reliably produce water that

meets drinking water standards
• Limited pathogen potential
• Few reports of waterborne infections
• Exposing patents to water of uncertain microbiological

quality is inconsistent with the infection control principles

* <500 CFU/mL of heterotrophic water bacteria

AVAILABLE DUWL TECHNOLOGY
• Sterile water delivery system

MONITORING OPTIONS
• Water testing laboratory (UNC School of Dentistry)

• Independent reservoirs which are

• In‐office testing with self‐contained kits

treated with some sort of chemical

• Follow recommendations provided by the manufacturer

• Involves both a “shock” and a

of the dental unit or waterline treatment product for
monitoring water quality (weekly or monthly)

maintenance component
• May be a pill, liquid, or “straw” delivery

system

• Filtration – Does not combat biofilm

Reference: www.ada.org

development
• Combination

Product Example

STERILE IRRIGATING SOLUTIONS
• Use sterile saline or sterile

water as a coolant/irrigator
when performing surgical
procedures

SPECIAL CONSIDERATIONS
• Dental handpieces and other devices attached to air and

waterlines
• Saliva ejectors
• Single‐use (disposable) Devices
• Pre‐procedural mouth rinses

• Use devices designed for the

delivery of sterile irrigating
fluids

50

5/1/2017

DENTAL HANDPIECES AND OTHER DEVICES
ATTACHED TO AIR AND WATERLINES

HANDPIECE – CDC
Note: Dental handpieces and
associated attachments,
including low‐speed motors
and reusable prophylaxis
angles, should always be heat
sterilized between patients
and not high‐level or surface
disinfected.

•

Clean and heat sterilize intraoral devices that can be
removed from air and waterlines

•

Follow manufacturer’s instructions for cleaning,
lubrication, and sterilization
• Do not use liquid germicides or ethylene oxide

COMPONENTS OF DEVICES PERMANENTLY
ATTACHED TO AIR AND WATERLINES
•

Do not enter patient’s mouth but may become
contaminated
• Use barriers and change between uses
• Clean and intermediate‐level disinfect the surface of
devices if visibly contaminated

SALIVA EJECTORS
• Previously suctioned fluids might be retracted into the

patient’s mouth when a seal is created
• Do not advise patients to close their lips tightly around

the tip of the saliva ejector

SINGLE‐USE (DISPOSABLE) DEVICES

MULTI‐USE DISPENSER
• Replace cap on multi‐use

• Intended for use on one

devices
• Apply barriers whenever

possible

•
•
•

• Which are single use

syringes?
•

patient during a single
procedure
Usually not heat‐tolerant
Cannot be reliably cleaned
Examples: Syringe needles,
prophylaxis cups, and plastic
orthodontic brackets, sterile
irrigation water
FDA Law prevents reuse or
reprocessing of “labeled”
single use patient products or
devices
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SINGLE USE ITEMS

PREPROCEDURAL MOUTH RINSES
• Antimicrobial mouth rinses prior to a dental

procedure
• Reduce number of microorganisms in aerosols/spatter
• Decrease the number of microorganisms introduced into the
bloodstream

• Unresolved issue–no evidence that infections

are prevented

ENVIRONMENTAL ISSUES
• Medical Waste
• Dental Unit Waterlines
• Housekeeping/Surfaces

► Laser plumes/surgical smoke

HAZARD COMMUNICATION AND GHS

LASER/ELECTROSURGERY PLUMES
AND SURGICAL SMOKE
• Destruction of tissue creates smoke that may contain

harmful by‐products
• Infectious materials (HSV, HPV) may contact mucous

membranes of nose
• No evidence of HIV/HBV transmission
• Need further studies

EMPLOYEES RIGHT TO KNOW OR UNDERSTAND
 Where is your Hazard Communication Plan?.
 Can you locate an inventory of hazardous chemicals or

drugs?
 Can you locate MSDS/Safety Data Sheets (SDS)?
 Are secondary containers labeled with the name of

chemical and hazards?
 Is appropriate PPE utilized based on chemical in use?
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CHEMICAL HAZARD CLASSIFICATION

GHS MANUFACTURER’S LABELS
• Symbols ‐ Pictograms:

• Health Hazard
• Acute or chronic health effects may occur in exposed

employees

• Convey health and physical hazard information

• Signal Words:
• "Danger" or "Warning“.

• Physical Hazard

• Only one signal word will be utilized on a label

• Likely to burn or support fire.

• Hazard Statements:

• May explode or release high pressures causing bodily

• Describes the nature of the hazard

• Precautionary Statements:

injury
• Can spontaneously react on its own or when exposed to

water

• Measures to be taken to minimize or prevent

adverse effects
• First aid measures

Health issues may arise if
exposed, but are typically
reversible. May include irritation
of the skin and respiratory tract.

• Severe health hazards; may

even cause death.
Skull and
Crossbones

Health
Hazard

Chloroform

Exclamation
Mark

• Health hazards which may be
immediate or chronic. May cause
cancer, reproductive problems,
breathing problems or attack
specific organs

Formaldehyde

Isopropyl Alcohol
May catch fire and burn easily.
Includes gases, liquids, and/or
solids.

Flame

Ethyl Alcohol

• Gas under pressure which can

explode, become a projectile if
container is damaged.

• Corrosive chemicals which may

cause severe/permanent damage
to skin/eyes or which can damage
metal or other materials.

Corrosion

Sodium hypochlorite
“Bleach”

Gas
Cylinder

Compressed Air
Nitrogen
• May react with air or with other

chemicals to create a fire.

• May blow up or cause an

explosion.
Exploding
Bomb

TNT

Flame over
Circle

Oxygen
Hydrogen Peroxide
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NITROUS TANK EXPLOSION

SDS – FINDING HELP!
Section 2 ‐ Hazard(s) identification
Section 4 ‐ First‐aid measures
Section 6 ‐ Accidental release measures and spill
clean‐up
Section 8 ‐ Exposure controls and personal
protection

AMALGAM SEPARATORS
• EPA requirement for all

dental practices to install
amalgam separators
• Final rule signed in

December 2016, but not
published.
• Rule on hold by new

FIRE RESPONSE
 Employees should only evacuate

patients, not fight fires
 Post escape routes
 Where is the meeting place?
 How will you account for everyone?
 Who checks the extinguisher monthly?
 Recommend annual fire drill

administration

FINAL THOUGHTS

REFERENCES

• Treat all patients as if they

can spread infection
• Report exposures as soon as

they happen
• Utilize PPE appropriately
• Read package labels and SDS
• Check all packages prior to

patient use for proper
indicator change

• CDC. Jennifer L. Cleveland, DDS, Division of Oral Health
• CDC. Guidelines for infection control in dental health‐care

settings, 2003. MMWR 2003;52 (RR‐17):1‐68
• Rutala WA, Weber DJ. Disinfection and sterilization: What

clinicians need to know. Clin Infect Dis 2004;39:702
• Rutala WA, Weber DJ, HICPAC. CDC guideline for disinfection

and sterilization in healthcare facilities., 2008
• Rutala WA. APIC guideline for selection and use of

disinfectants. Am J Infect Control 1996;24:313
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STERILIZER LOG
DATE

Temperatures & pressure monitoring discs or chemical integrators may be attached
instead of recording temperature, pressure and time of treatment.
TIME
OPERATOR
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I. Description
Describes the infection control guidelines followed by Dentistry.
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II. Rationale
Dental procedures frequently involve manipulation and incision of the oral mucosa that increases
the risk of infection. In addition, dental clinicians manipulate sharp instruments and perform
aerosol-generating procedures that result in exposure to potentially infectious body fluids. Strict
adherence to infection control guidelines is essential to prevent the transmission of infectious
agents in the dental setting.

III. Policy
A. Infection Control Practices
1. Personnel
a. Personnel will adhere to guidelines established by the Occupational Health Service (see
Infection Control Policy: “Infection Control and Screening Program – OHS”). Students
will comply with Campus Health Services (CHS) guidelines.
b. Immunizations should be up-to-date. Documented immunity for rubella, mumps,
measles, pertussis and varicella is required.
i.

Influenza, tetanus/diphtheria/pertussis, hepatitis B, and varicella immunizations are
available free of charge through OHS and are encouraged.

ii. Tuberculosis screening is required at the time of employment and skin testing is
offered annually thereafter. Students are screened for TB upon admission and
annually.
iii. Personnel exposed to communicable diseases (e.g., hepatitis A, pertussis,
meningococcal infection, tuberculosis) should report the exposure to their supervisor

IC 0015

Page 1 of 9

Dentistry

as soon as possible, fill out an incident report, and be seen in OHS so follow-up may
be instituted if necessary. Students will follow-up with CHS.
iv. Personnel with communicable infections (e.g., upper respiratory infections with fever,
conjunctivitis, diarrhea, open draining lesions) should not have direct patient contact.
Personnel with active oral herpes should refer to the Infection Control Policy:
“Herpes Simplex.” Evaluation by OHS (or CHS for students) as to work status is
required. (Contract employees will be evaluated in the Emergency Department.)
v. Persons exposed to rubella, measles, pertussis or varicella and who are not immune
(immunity is provided by natural disease or vaccination) or who have questionable
immunity, should report the exposure to the supervisor, fill out an incident report, be
seen in Hospital OHS (CHS for students or University OH Clinic for Attendings and
Fellows) so follow-up may be instituted if necessary.
c. Personnel and students are responsible for following all applicable Infection Control
policies (e.g., “Exposure Control Plan for Bloodborne Pathogens”, “Cleaning,
Disinfection, and Sterilization”).
2. Hand Hygiene
a. General Considerations
Perform hand hygiene with an antimicrobial soap (2%chlorhexidine gluconate) and water
or an alcohol-based hand rub if the hands are not visibly soiled or contaminated with
blood or other potentially infectious material.
b. Indications for Hand Hygiene
i.

hands are visibly soiled

ii. after bare-handed touching of inanimate objects likely to be contaminated by blood,
saliva, or respiratory secretions,
iii. before and after treating each patient,
iv. before donning gloves,
v. immediately after removing gloves.
c. For oral surgical procedures, perform surgical hand antisepsis before donning sterile
surgeon’s gloves. Follow the manufacturer’s instructions for using either an
antimicrobial soap (2% chlorhexidine gluconate) or soap and water followed by drying
hands and application of an alcohol-based surgical hand rub product (Avagard).
d. Store liquid hand care products in either disposable closed containers or closed
containers that can be washed and dried before refilling. Do not add soap or lotion (i.e.,
top off) to a partially empty dispenser.
e. Personnel should follow the Infection Control Policy: “Hand Hygiene and Use of
Antiseptics for Skin Preparation.”
3. Care of Hands
a. Use the hospital approved hand lotion to minimize the occurrence of irritant contact
dermatitis associated with hand antisepsis and handwashing.
b. Employees should be evaluated, diagnosed, and managed by their OHS for contact
dermatitis and latex hypersensitivity as needed.
c. Keep fingernails trimmed short to allow thorough cleaning and prevent glove tears.
d. Artificial fingernails or extenders are not permitted for staff having direct patient contact.
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Page 2 of 9

Dentistry

4. Other Work Practice Measures
a. Drinking, eating, application of lip balm, and handling of contact lenses are prohibited in
areas where there is potential for blood and other potentially infectious materials
exposure.
b. Long hair must be tied back during all patient care.
5. Handling of Sharp Instruments and Needles
Needles, scalpel blades, and other sharp instruments should be handled carefully to prevent
injuries.
a. Precautions should be taken to avoid hand injuries during procedures. If an injury such
as a needlestick occurs or gloves are torn, cut, or punctured, gloves should be removed
as soon as is compatible with the patient’s safety. If the injured health care worker is
actively bleeding, the procedure should be immediately halted and the bleeding well
controlled before resuming patient care. Hands should be washed thoroughly with
chlorhexidine gluconate and regloved before completing the dental procedure.
b. If a patient requires multiple injections over time from a single syringe, the needle should
be recapped between each use to avoid the possibility of a needlestick injury. When
recapping, the cap must not be held in the operator’s hand, as this poses a great risk of
needlestick injury.
c. Needles can be safely recapped by using one of the following techniques:
i.

place the cap in a special holder,

ii. use a forceps or other appropriate instrument to grasp the cap, or
iii. lay the cap on the instrument tray and then guide the needle into the cap until the
cap can be completely seated.
d. Staff should utilize sharps safety devices (i.e., safety syringes and IV catheters, safety
scalpels) when feasible.
e. Discard sharp items (e.g., needles, scalpel blades, orthodontic bands, burs, and needles
with plastic syringe) in puncture-proof containers. DO NOT bend or break needles
before disposal.
f.

Personnel who get a needlestick, sharp, or mucous membrane exposure to blood or
other potentially infectious material must report the injury immediately to the appropriate
occupational health service.
i.

Hospital employees should call the Needlestick Hotline at 966-4480. This service
is available 24 hours a day.

ii. University employees should call University Employee Occupational Health Clinic at
966-9119.
iii. Students should call (919) 966-6561. When CHS is closed, the student will be
connected to the HealthLink nurse who will page the on-call CHS physician.
6. Personnel Protective Equipment
During general dental and oral surgical procedures, gloves, mask, eyeshields, and a gown
are worn. Likewise, these garments must be removed before personnel exit areas of the
Dental Clinic used for laboratory or patient care activities.
a. Wear nitrile gloves when the potential exists for contacting blood, saliva, other potentially
infectious material, or mucous membranes.
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i.

Gloves must be worn when examining extraoral or intraoral tissues or providing any
dental treatment procedures.

ii. Gloves must be removed and discarded and hands washed and regloved between
each patient examination and/or treatment.
iii. Remove gloves that are torn, cut, or punctured as soon as feasible and wash hands
before regloving.
iv. Wear gloves when exposing radiographs and handling contaminated film packets.
b. Surgical masks and protective eyewear, or plastic face shields with masks must be worn
when splashing or splattering of blood or other potentially infectious fluids is likely.
Masks should be changed when visibly soiled or wet. Face shields and protective
eyewear should be disinfected as necessary.
c. Reusable or disposable fluid resistant gowns must be worn when clothing is likely to be
soiled with blood or other body fluids. Protective clothing should be changed when
visibly soiled or penetrated by fluids.
7. Isolation Precautions
In general, patients on isolation precautions (e.g., Airborne, Droplet, Contact, Enteric
Contact, and Protective Precautions) should be managed as follows:
a. Patients with an airborne communicable disease requiring Airborne Precautions should
be seen in the Dental Clinic only for emergency procedures. Consultation is
recommended with the Infection Preventionist on call to discuss patient management.
b. Patients on isolation should not wait in the waiting area if at all possible. Inpatients
should be sent to the clinic when ready to be seen. Patients on Airborne Precautions
should be placed directly in the appropriately ventilated negative pressure treatment
room (Room G108) with the door closed. When necessary, a HEPA unit will be used
during the treatment of a patient on Airborne Precautions. Negative pressure should be
monitored using a tissue test. Results should be recorded (see Infection Control Policy:
Tuberculosis Control Plan for specific guidelines).
c. Refer to the Infection Control Policy: “Isolation Precautions” for specific guidelines in
caring for patients on isolation.
B. Sterilization of Patient-Care Items
1. Instruments and equipment are disinfected, cleaned, and sterilized following UNC Health
Care Infection Control policies. Individuals responsible for cleaning, disinfecting, and
sterilizing instruments and equipment must be knowledgeable and follow guidelines
provided in the Infection Control Policy: “Cleaning, Disinfection, and Sterilization.” They
should be competency tested initially on employment and annually thereafter.
2. Cassettes and larger items are sent to the Central Processing Department (CPD) for
cleaning and sterilization.
3. Surgical and other instruments that normally penetrate soft tissue and/or bone (e.g., forceps,
scalpels, bone chisels, scalers, and surgical burs) are sterilized after each use. Nonsurgical instruments that come into contact with oral tissues should also be sterilized after
each use; however, if sterilization is not possible, disposable instruments are to be used.
4. Sterilizers will be cleaned routinely (monthly). A record of the date and time of sterilizer
cleaning should be kept, including name of individual who performs the cleaning. Sterilizers
will be monitored as outlined in Appendix 1 of the Infection Control Policy: “Cleaning,
Disinfection and Sterilization.”
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5. Spore strips or Attest are to be run weekly and sent to the Hospital Epidemiology Lab.
Records of the results will be maintained in the Dental Clinic. These biological indicators
should be placed in a “typical” test pack with a full load. If an indicator returns positive, all
items autoclaved after the last negative biological indicator shall be pulled from service and
reprocessed, then resterilized in a properly operating autoclave. Before the unit in question
is to be returned to service, it shall be checked and not returned to service until three (3)
consecutive negative spore strips or Attest can be produced. Operating procedures shall
also be reviewed with personnel to reduce operator or maintenance error.
6. Recommended Practice
a. Heavy-duty utility gloves shall be worn during the scrubbing of all oral surgery
instruments. These reusable gloves will be managed as indicated in the “Exposure
Control Plan.”
b. All reusable instruments must be washed with detergent and water or be placed in an
ultrasonic unit for cleaning to remove proteinaceous material prior to sterilization.
i.

Manufacturer’s instructions should be followed regarding maintenance and use of
ultrasound equipment. Manufacturer’s recommendations should also be followed for
the cleaning solutions to be used in the ultrasound unit.

ii. After cleaning, the instruments should be dried before being wrapped or packaged.
c. All high-speed dental handpieces, low-speed handpiece components used internally,
and reusable prophylaxis angles are heat sterilized after each patient use.
i.

Handpieces are routinely sterilized between patients.

ii. Ultrasonic scaler tips are sterilized. Hoses are disinfected and flushed with tap water
before and after use with each patient.
iii. Manufacturers’ recommendations should be followed for use/maintenance of
waterlines and check valves and for flushing of handpieces.
iv. Air/water syringes should contain removable metal tips that are autoclaved for each
patient or disposable plastic tips.
v. After each patient use, high-speed handpieces must be flushed with water by
running it for 20-30 seconds, discharging the water into a sink or container. The
handpieces are removed and wash water lines allowed to discharge water for
several minutes at the beginning of each clinic day.
d. Air/water syringes and ultrasonic scaler units should be flushed as described above for
handpieces. These attachments should be sterilized in the same manner as the
handpieces, or in accordance with manufacturers’ instructions. Removable or
disposable tips should be used for one patient.
e. Sterile lab materials and other items that have been used in the mouth (e.g.,
impressions, bite registrations, fixed and removable prostheses, orthodontic appliances)
are disinfected prior to manipulation in the laboratory. All reusable items or appliances
are sterilized before reuse or disposed of if they are not reprocessed. Packaged sterile
items must be stored no higher than 5 inches from ceiling and at least 8 inches from
floor.
7. Reporting
In the event of an oral surgical site infection in the outpatient setting, contact Hospital
Epidemiology at 966-1638. Report the patient’s name, medical record number, and date of
surgery.
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C. Disinfection of Patient-Care Items
1. Countertops and dental equipment surfaces such as light handles, x-ray unit heads,
amalgamators, cabinet and drawer pulls, tray tables, and chair switches are likely to become
contaminated with potentially infectious materials during treatment procedures.
a. Ensure that these noncritical patient-care items/equipment are barrier-protected or
cleaned, or, if visibly soiled, cleaned and disinfected after each use with an EPAregistered hospital disinfectant (e.g., Metriguard).
b. High-level disinfectants (e.g., glutaraldehyde) should not be used as environmental
surface disinfectants or as holding solutions.
c. Surfaces can be covered with plastic wrap, aluminum foil, or impervious-backed
absorbent paper. These protective coverings should be changed between patients and
when contaminated.
d. Surfaces should be disinfected between patients and when they are visibly contaminated
by splashes of body fluids.
e. Extracted teeth used for education should be considered infectious and should be
handled with the same standard precautions as specimens for biopsy. Before extracted
teeth are manipulated in dental educational exercises, the teeth should first be cleaned
of adherent patient material by scrubbing with soap and water or by using an ultrasonic
cleaner. Teeth should then be stored immersed in a fresh solution of 1:10 bleach and
water or any liquid chemical germicide suitable for clinical specimen fixation.
f.

Items designed for single patient use only may not be used on another patient.

2. Housekeeping surfaces, including floors, sinks and related objects should be cleaned
routinely by Environmental Services consistent with the Infection Control Policy:
“Environmental Services.”
3. Impressions, prostheses, casts, wax rims/bites, jaw relation records, removable dentures
and partials, and devices that have been in the patient’s mouth should be properly
disinfected prior to shipment to a dental laboratory.
a. Disinfected impressions that are sent to the dental laboratory should be labeled as such
in order to prevent duplication of the disinfection protocol.
b. Use a quaternary ammonium compound (i.e., MetriGuard) for these items.
c. Follow the manufacturer’s recommendations for disinfectant use and immersion times.
4. Impressions must be rinsed to remove saliva, blood, and debris and then disinfected.
Impressions can be disinfected by immersion in any compatible disinfecting product. Since
the compatibility of an impression material with a disinfectant varies, manufacturers'
recommendations for proper disinfection should be followed. The use of disinfectants
requiring times of no less than one minute and no more than 30 minutes for disinfection is
recommended.
D. General Operating Procedures
1. Three principal means of limiting contamination by droplets and splatter are the use of highvolume evacuation, proper patient positioning, and rubber dams.
2. Dental personnel should limit contamination of hands by light switches, chair controls, or
cabinets during patient treatment procedures. A second pair of disposable gloves or a sheet
of plastic wrap or foil may be used over gloves when it is necessary to prevent
contamination of these objects.
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3. Sterile saline or sterile water are to be used as a coolant/irrigator when surgical procedures
involving the cutting of bone are performed.
4. Anti-retraction valves are to be used on dental unit water lines to prevent fluid aspiration of
patient material back into the handpiece and water lines.
5. Aseptic technique is used to perform venipuncture for IV sedation, hemophiliac replacement
therapy, or for blood drawing. The infection control guidelines are provided in the policy:
“The Prevention of IV Catheter-Related Infections.”
6. Use fluid infusion and administration sets (i.e., IV bags, tubing and connectors) for one
patient only.
7. Aseptic Technique for Parenteral Medication
a. Single-dose (preservative-free) medication vials are dispensed for one time use only.
Discard immediately after first use.
i.

Aseptic technique must be used when entering a medication vial.

ii. Vials should be handled with clean hands or clean gloves.
iii. Cleanse the rubber diaphragm of the medication vial with alcohol before inserting
needle into the vial.
iv. Use a sterile syringe with needle or a sterile vial adaptor for each access.
v. For multi-dose vial management, refer to the UNCH Administrative Policy:
“Medication Management: Use of Multi-Dose Vials in Acute Care and Ambulatory
Care Environments.”
b. Medications from a syringe are not to be used on multiple patients, even when the
needle on the syringe is changed
c. Leftover contents from single-use vials are not to be combined for later use.
d. Keep medication vials away from the immediate patient treatment area to prevent
inadvertent contamination by spray or spatter.
E. X-Ray Equipment and Film
1. Protective coverings or disinfectants should be used to prevent microbial contamination of
position-indicating devices.
2. Intraorally contaminated film packets should be handled in a manner to prevent crosscontamination.
3. Contaminated packets should be opened in the darkroom, using disposable gloves.
4. The films should be dropped out of the packets without touching the films.
5. The contaminated packets should be accumulated in a disposable towel.
6. After all packets have been opened, they should be discarded and the gloves removed.
7. The films can then be processed without contaminating darkroom equipment with
microorganisms from the patient.
8. Alternatively, film packets can be placed in protective pouches before use. The
uncontaminated packets can then be dropped out of the pouches before processing.
F. Disposal of Waste Materials
1. Wearing appropriate PPE, disposable materials such as gloves, masks, wipes, paper
drapes and surface covers that are contaminated with body fluids should be carefully
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handled with gloves and discarded in a regular trash bag (i.e., white plastic bag with
biohazard label).
2. Blood, disinfectants, and sterilants may be carefully poured into a drain connected to a
sanitary sewer system. Care should be taken to ensure compliance with applicable local
regulations.
3. It is recommended that drains be flushed or purged each night to reduce bacteria
accumulation and growth.
4. Sharp items, such as needles and scalpel blades, should be placed in puncture-resistant
containers marked with a biohazard label.
5. Regulated medical waste (e.g., sharps, tissues, and teeth for example) should be disposed
of according to the “Guidelines for Disposal of Regulated Medical Waste.”
6. All linens are to be placed in a fluid-resistant linen bag before being sent to the laundry.
7. Suction traps are disposable and will be discarded after use.
8. Blood spills or saliva contamination should be cleaned up immediately with a 1:10 dilution of
sodium hypochlorite (household bleach) or an EPA-approved germicidal disinfectant.
9. Small volumes (<20 ml) of blood and blood products may be disposed of in trash
receptacles and discarded with the regular hospital waste (i.e., white plastic bag with
biohazard label). Bulk blood (>20 ml) must be discarded in a toilet or hopper. A
handwashing sink must not be used for disposal of body fluids.
10. At the end of each day, the entire dental area should be cleaned following routine
housekeeping procedures. All equipment used, including the dental chair, should be
cleaned with an EPA-approved disinfectant (e.g., Sterall Plus). Computer screens and
keyboards should be cleaned using alcohol and an EPA-approved disinfectant, respectively.
11. A waterline maintenance tablet (e.g., Blu Tab) is added to the water bottle each time the
bottle is refilled. Sterile water is used.
G. Continuing Education
1. All employees will be instructed by the supervisor in aseptic techniques and will have the
personal responsibility for maintaining aseptic technique.
2. Infection control education, including OSHA Bloodborne Pathogens and Tuberculosis
training, will be provided annually via the Learning Management System (LMS).
H. Implementation
Implementation of this policy will be the responsibility of the Dental Clinic Infection Control
Coordinator and the Clinic Director.

IV. References
CDC: Guidelines for Infection Control in Dental-2003.MMWR 12/19/03/Vol. 52/No.RR-17.
ADA statement on Back Flow Prevention and the Dental Office.
http://www.ada.org/prof/prac/issue/statements/backflow.html, 10/31/00.
Infection Control Recommendations for the Dental Office and the Dental Laboratory.
http://w3.ada.org/prof/prac/issues/topics/icontrol/ic-recs/index.html,10/31/00.

V. Reviewed/Approved by
Hospital Infection Control Committee
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VI. Original Policy Date and Revisions
Revised on June 2004, Feb 2006, Jan 2009, Feb 2012
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Infection Control Plan
I.

Introduction
With the growing numbers of patients receiving services in the ambulatory care setting, infection
control is an important consideration when providing care. Personnel working in these settings should
monitor all patients for signs and symptoms of communicable diseases and take appropriate action to
minimize the risk of exposure to other employees as well as other patients. In addition, each site will
have a designated infection control officer trained in basic infection control principles. This plan
outlines standards to address the infection control needs specific to the ambulatory care environment.

II.

Infection Control Practices
A. Personnel
1.

Due to the risk of occupational exposure to communicable diseases, immunizations must be
current. Documented immunity for rubella, measles, mumps, and varicella is required upon
initial employment.


This practice recommends a one-time dose of Tdap based on the current CDC
guidelines for all employees under the age of 65 that provide direct patient care.



Influenza vaccine will be offered to all employees on an annual basis. A declination
must be signed if the employee refuses the vaccine.

2.

Hepatitis B vaccine will be offered free of charge to all personnel who through the
performance of their jobs are at risk of exposure to bloodborne pathogens.

3.

Screening for tuberculosis will be performed by the two-step method upon initial
employment. Annual testing will be performed based on the risk assessment as outlined in
the TB Infection Control Plan and when possible exposure occurs.

4.

Personnel with a communicable infection should not be involved in direct patient care.
These infections include: conjunctivitis, URI with fever, diarrhea, open draining lesions,
active oral herpes simplex, and herpes zoster.

5.



The employee will be evaluated by: ______________________________ prior to
reassignment to patient care.



The employee will provide documentation of non-contagious status from their
primary care provider prior to reassignment to patient care.

Personnel who are exposed to rubella, measles, or varicella and who are not immune as
defined by natural disease or vaccination should report the exposure to their supervisor for
follow-up.


The employee will be evaluated by: _______________________________ to
determine if work restrictions are indicated.

6.

Personnel will use the appropriate personal protective equipment (PPE) as needed for any
task in which splash or splatter of blood or other potentially infectious material may occur.

7.

Annual infection control training will be provided with annual OSHA required training.
Staff will receive training on any new equipment or procedures when they are implemented
in the practice.
ICP
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8.

B.

Eating, drinking, application of lip balm/stick and handling of contact lenses are not allowed
in areas where there is the potential for contamination with blood or other potentially
infectious material.

General Guidelines
1.

Standard precautions will be observed in providing care to all patients.

2.

This practice utilizes the following hand hygiene products and practices:
 Non-antimicrobial soap - Wet hands and apply amount of product recommended by the
manufacturer. Rub hands together vigorously for at least 15 seconds, rinse, and then
dry thoroughly.
 If hands are visibly soiled or contaminated with blood, body fluids, secretions,
or excretions.
 After removal of gloves if hands are visibly soiled.
 Before eating, drinking, or handling food.
 After using the restroom or blowing nose.
 When moving from a contaminated body site to a clean body site when
providing patient care.
 When in contact with a patient that has C Difficile.
 After touching inanimate objects that are in close vicinity of the patient.
 Antimicrobial soap – Wet hands and apply amount of product recommended by the
manufacturer. Rub hands together vigorously for at least 15 seconds, rinse, and then
dry thoroughly.
 As outlined above.
 Prior to performing minor surgical procedures.
 Before inserting intravascular devices or inserting urinary catheter.
 Alcohol-based hand rub – Must have 60% - 95% concentration of either isopropanol or
ethyl alcohol. To be used if hands are not visibly soiled. Follow manufacturer’s
recommendations on the amount of product that should be used. Rub hands together
until thoroughly dried.
 Before and after providing patient care.
 Before donning gloves and immediately after removing gloves.
 When moving from a contaminated body site to a clean body site when
providing patient care.
 After touching inanimate objects that are in close vicinity of the patient.
 Alcohol based surgical scrub with persistent activity – Follow manufacturer’s
recommendation for amount of product and time for scrub with soap and water.
 Prior to surgical procedure after washing with non-antimicrobial soap and
water.

3.

In this practice, surfaces and patient care equipment will be cleaned and disinfected with an
EPA approved hospital level disinfectant based on use and potential contamination, as
outlined in the written cleaning schedule.

4.

Any patient with a suspected communicable disease will be removed as quickly as possible
from the waiting area and placed in a private room.

5.

Patients and family members with respiratory symptoms will be offered a mask and/or
tissues as outlined in the CDC The Guideline for Isolation Precautions, 2007.
ICP
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6.

Whenever possible healthcare workers will wear a mask when caring for patients with signs
and symptoms of a respiratory infection. Registration personnel will remain at least three
feet away from patients with respiratory symptoms that are not wearing a mask.

7.

Utility Rooms/Supply Storage
a.

Doors should remain closed at all times.

b.

Sterile items should not be stored closer than 18 – 20 inches from the ceiling and 8 – 10
inches from the floor. Patient care supplies will NOT be stored on the floor.

c.

Patient care items will be stored in such a manner as to prevent water contamination
(i.e. avoid placing patient care items under a sink, sterile items should not be stored
above a steam sterilizer).

d.

8.

C.

Sterile items will be stored in closed cabinets or drawers to reduce risk of
contamination.
Medications
a.

Single dose medication vials will be used whenever possible to reduce the likelihood of
cross contamination.

b.

When using multi-dose vials of medication, strict aseptic technique will be observed
when preparing the medication. Multi-dose vials will be discarded 28 days from
opening or based on manufacturer’s recommendations, or when visibly contaminated.

c.

Medications from a single syringe are not to be used on multiple patients even when the
needle on the syringe is changed.

d.

When using sterile water or sterile saline without preservatives for irrigation, the bottle
will be discarded based on manufacturer’s instructions.

Equipment
1.

Equipment in clinical areas will be decontaminated routinely, and when visibly soiled
cleaned and disinfected with an EPA approved disinfectant as outlined in the written
cleaning schedule.

2.

A protective sheath will be used for each new temperature for electronic thermometers. The
thermometer and cord should be wiped weekly and when visibly soiled with a 70 – 90 %
alcohol product. Rectal thermometers should be cleaned and disinfected after each use to
prevent cross contamination.

3.

This practice will not reuse disposable equipment.

4.

Reusable equipment (procedure trays, surgical equipment, scopes, vaginal ultrasound
probes) will be thoroughly cleaned and high level disinfected/sterilized according to
manufacturer’s recommendations.

5.

Sterilizers
a.

Sterilizers will be cleaned on a weekly and monthly basis following manufacturer’s
recommendations.

b.

Each load will be monitored to ensure mechanical/physical parameters are met (time,
temperature, and pressure).
ICP
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6.

c.

A chemical indicator will be placed in each package to be sterilized. If the indicator
cannot be seen from the outside an exterior chemical indicator will be placed on the
outside of the package.

d.

Spore testing will be performed weekly or as indicated by state law. The test will be
placed in a representative pack with a full load.

Liquid hand care products will be stored in a disposable container if possible. Wash and dry
reusable containers prior to refilling with hand care products. Do not “top off” partially
empty dispensers.
 Disposable container.
 Refillable container. The container is washed and dried prior to refilling with product.
Partially empty containers are not “topped” off.

III.

Reporting and Surveillance
1.

This practice will report and suspect communicable diseases to the County Health
Department as outlined by state law. Clusters of diseases will be reported by phone call
immediately to the health department.
Health Department Phone Number: _______________________________________

IV.

2.

Post procedure infections will be reported to the person responsible for infection control or
clinic manager. This practice will investigate for possible cause of the infection.

3.

Findings will be shared and actions for improvement will be developed and implemented.

Review
This plan will be reviewed on an annual basis in conjunction with the review of the Exposure
Control Plan and the TB Infection Control plan.

Infection Control Plan – Dental Specifics
I.

Sharps
A. If a patient requires multiple injections from a single syringe, the needle will be recapped between
uses.
B.

C.
II.

This practice will utilize the following method for recapping of needles:


Needle recapper



One hand scoop method

Used sharps will be discarded into a puncture resistant container in close proximity to the work
area as soon as feasible once the procedure is completed.

Sterilization
A. Heavy duty utility gloves are to be worn when handling contaminated reusable sharps and when
scrubbing instruments.
ICP
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B.

C.

Reusable instruments will be washed with an enzymatic detergent and water or placed in an FDA
approved instrument washer (i.e. ultrasonic cleaner) to remove soil prior to sterilization.
1.

Follow manufacturer’s recommendation for maintenance and use of washing equipment.

2.

Follow manufacturer’s recommendation on cleaning solutions to be utilized in washing
equipment.

All instruments will be thoroughly dried prior to wrapping for sterilization. All critical
instruments and any semi-critical instruments not used immediately or within a short period of
time will be wrapped for the sterilization process. Wrapping products or container systems will be
FDA approved.

D. Clean and heat sterilize handpieces and other intraoral instruments that can be removed from the
air and waterlines of dental units after each patient use. This includes reusable prophylaxis angles.
III.

Clinical Contact Areas
Barrier devices will be used to protect contact surfaces from splash, splatter, and spray. Barriers
will be changed between patients.
Surfaces that are not covered by barriers will be cleaned and disinfected with an EPA approved
disinfectant with after each patient using a two-step technique.
A. Staff will ensure that drawers/cabinets are closed in the patient care areas to avoid the possibility
of cross contamination from splash, splatter, and spray.
B.

III.

In order to prevent cross contamination, prior to touching patient records or writing utensils or the
computer, remove contaminated gloves or double glove.

Dental Waterline Units
A. This practice will use water for routine dental treatment that meets EPA standards for drinking
water (< 500 CFU/mL of heterotrophic water bacteria).
 Distilled water.
 Tap water.
 Sterile water will be used as for irrigation when surgical procedures which involve cutting
bone are performed.
B.

Manufacturer’s recommendations will be followed for appropriate methods and equipment in
order to maintain the recommended quality of dental water.


Water bottles will be emptied each night and refilled with fresh water on a daily basis.



Chemical added to system based on manufacturers’ recommendations.
Name of product:______________________________________

C.

Discharge water and air for a minimum of 20 – 30 seconds after each patient contact for any
device connected to the dental water system that enters the patient’s mouth. Includes handpieces,
ultrasonic scalers, and air/water syringes.
ICP
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D. Dental traps will be emptied on a routine basis and recycled if containing amalgam.
E.

Advise patients NOT to close their lips tightly around the tip of the saliva ejector to prevent
backflow into the patient’s mouth and possible cross-contamination.

IV. Dental laboratory
A. PPE should be utilized when handling items received in the lab until proper disinfection has
occurred.

V.

B.

All dental prosthesis and prosthodontic materials (impressions, bite registrations, occlusal rims,
and extracted teeth) will be cleaned, and then disinfected by using an EPA approved product with
a tuberculocidal claim prior to being handled. Consult manufacturer’s recommendations about the
compatibility of the disinfectant with the stability of the impression material.

C.

Items should be rinsed thoroughly once removed from the disinfectant chemical.

Extracted Teeth
A. Extracted teeth will be treated as regulated waste unless returned to the patient.
B.

Extracted teeth containing amalgam cannot be disposed of as regulated waste intended for
incineration. Teeth containing amalgam will be recycled.

Infection Control Officer Name and Review Dates:
Infection Control Officer

Date

Infection Control Officer

Date

Resources:
Recommendations outlined in his plan are based on the following resources:
Guidelines for Infection Control in Dental Health-Care Settings --- 2003. MMWR December 19, 2003
Rutala WA, Weber DJ, HICPAC. CDC Guideline for Disinfection and Sterilization in Healthcare
Facilities. www.cdc.gov
Public Health Service, US Department of Health and Human Services, Centers for Disease Control and
Prevention, Atlanta, Georgia. Siegel JD, Rhinehart E, Jackson M, Chiarello L, and the Healthcare Infection
Control Practices Advisory Committee, 2007. Guideline for Isolation Precautions: Preventing
Transmission of Infectious Agents in Healthcare Settings, June 2007. www.cdc.gov
Guidelines for Preventing the Transmission of Mycobacterium tuberculosis in Health-Care Settings,
2005. MMWR December 30, 2005. www.cdc.gov
Guideline for Hand Hygiene in Health-Care Settings Recommendations of Healthcare Infection Control
Practices Advisory Committee and the HICPAC/SHEA/APIC/IDSA
Hand Hygiene Task Force. MMWR October 25, 2002. www.cdc.gov
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Elizabeth A. Bolyard, RN, MPH,a Ofelia C. Tablan, MD,aWalter W. Williams, MD,b Michele L. Pearson,
MD,a Craig N.Shapiro, MD,a Scott D. Deitchman, MD,c and The Hospital Infection Control Practices
Advisory Committee. Guideline for Infection Control in Health Care Personnel,
1998. www.cdc.gov
Immunization of Health-Care Workers: Recommendations of the Advisory Committee on
Immunization Practices (ACIP) and the Hospital Infection Control Practices Advisory Committee
(HICPAC). MMWR December 26, 1997. www.cdc.gov
Bloodborne pathogens. - 1910.1030. www.Osha.gov

ICP

7

Infection Control

IN PRACTICE
Dentistry’s Newsletter for Infection Control and Safety
OSAP Check-Up: 2003 CDC Guidelines
Is your infection control program up to date?
he U.S. Centers for Disease Control
and Prevention (CDC) recently released expanded recommendations for infection control in dental settings. Published in the December 19, 2003, edition
of Morbidity and Mortality Weekly Report,
“Guidelines for Infection Control in Dental Health-Care Settings — 2003” offers
both science-based and strong theoretical
advice designed to prevent or reduce the
risk of disease transmission from patient
to dental worker, from dental worker to
patient, and from patient to patient. The
document consolidates and updates previous recommendations from CDC and
other agencies and discusses concerns not
addressed in earlier recommendations for
dentistry. To view the full document, visit
www.cdc.gov/OralHealth/infectioncontrol/
guidelines/index.htm.
Major additions and changes to the
2003 guidelines include:
❍ application of standard precautions
rather than universal precautions;
❍ work restrictions for dental healthcare
personnel infected with or occupationally exposed to infectious diseases;
❍ management of occupational exposures to bloodborne pathogens such as
hepatitis B virus (HBV), hepatitis C
virus (HCV); and human immunodeficiency virus (HIV);

T
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❍ selection and use of devices with sharps
safety features;
❍ hand-hygiene products and surgical
hand antisepsis;
❍ contact dermatitis and latex hypersensitivity;
❍ sterilization of unwrapped instruments
(“flash” cycles);
❍ dental water quality;
❍ dental radiography;
❍ aseptic technique for parenteral medications;
❍ oral surgical procedures;
❍ tuberculosis (TB); and
❍ infection control program evaluation.
The new CDC guidelines apply to all
paid or unpaid dental healthcare personnel
(DHCP) who might be occupationally exposed to blood and body fluids by direct
contact or through contact with contaminated supplies, equipment, environmental
surfaces, water, or air. Although the guidelines focus mainly on outpatient dental settings, the recommended infection control
practices can be applied to all settings
where dental treatment is provided.
This month’s Infection Control In Practice turns CDC’s comprehensive, 66-page
guideline into a checklist for use in your
practice setting. If you can answer “yes” to
all the questions in this list, your infection
control program is up to date.
continued on page 2

Learning Objectives
➤ Learn new and expanded recommendations for dental infection control from the Centers
for Disease Control and Prevention
➤ Be able to review your office policies, procedures, written programs, records, and training
schedules and content to ensure that they reflect the most current public health recommendations for infection control dental settings
Infection Control In Practice
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OSAP Chart & Checklist
OSAP Check-Up: 2003 CDC Guidelines continued from page 1
Personnel Health Elements
of an Infection Control Program
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❍ Does the practice setting have a written
health program for DHCP?
❍ Does this written program specify policies, procedures, and guidelines for:
❑ education and training?
❑ immunizations?
❑ exposure prevention and postexposure management?
❑ medical conditions, occupational
illness, and related work restrictions?
❑ contact dermatitis and latex hypersensitivity?
❑ maintenance of records, data management, and confidentiality?
❍ Have referral arrangements been established with a qualified healthcare professional/facility to ensure prompt and
appropriate delivery of preventive services, occupationally related medical
services, and postexposure management with any necessary medical follow-up?
❍ Is a list of all required and recommended immunizations for dental
workers maintained?
When was this list last updated?
date: _________________________
❍ Is it consistent with the latest recommendations from public health agencies on appropriate immunizations for
healthcare workers?
❍ Have at-risk DHCP been referred to
the facility’s prearranged qualified
healthcare professional or to their own
healthcare professional to receive appropriate immunizations?
❍ Is baseline tuberculin skin testing provided for clinical DHCP who might
have contact with persons with suspected or confirmed infectious TB?
❍ Is a comprehensive postexposure management and medical follow-up program in place?
❍ Does this program:
❑ include policies and procedures for
prompt reporting, evaluation, counseling, treatment, and medical follow-up of occupational exposures?

Infection Control In Practice

Education and training
❍ Have DHCP been educated and
trained on their risk of occupational
exposure to potentially infectious
agents and the necessary infection-control procedures/protocols to safely perform their assigned duties?
❍ Was this training provided:
❑ at the time of initial employment?
❑ when new tasks or procedures affect
occupational exposure?
❑ at least annually?
❍ Were the training materials and procedures clear and easy to understand?
Postexposure management
❍ Do DHCP know to report occupational injuries and exposures immediately?
❍ When an occupational exposure occurs, is an exposure incident report
created listing:
❑ date and time of exposure;
❑ details of the procedure being performed, including how and where
the exposure occurred; if related to
a sharp device, the type and brand
of device and how and when the exposure occurred in the course of
handling/using the device;
❑ details of the exposure, including
type and amount of fluid or material and the severity of the exposure (for example, for percutaneous exposure, the depth of the
injury and whether fluid was injected; for a skin or mucous membrane exposure, the estimated volume of material and the condition
of the skin [chapped, cut, abraded, intact]);
❑ details about the exposure source
(whether the source material contained HBV, HCV, or HIV; if the
source patient is HIV-positive, the
stage of disease, history of antiretroviral medication, viral load,
drug resistance, if known);
❑ details about the exposed person
(vaccination and vaccine-response
status); and
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❑ details about counseling, postexposure management, and follow-up.
❍ When an exposure incident occurs, is
the injured worker and the exposure
report immediately sent for medical
evaluation?
Medical conditions, work-related
illness, and work restrictions
❍ Does the practice setting have comprehensive written policies on work restrictions and exclusions that include a
statement of authority defining who
can implement such policies?
❑ Are these policies readily available
to DHCP?
❑ Do these policies encourage workers to seek appropriate preventive
and curative care and to report any
illnesses, medical conditions, or
treatments that can make them
more susceptible to opportunistic
infection or exposures?
❑ Do these policies protect against
lost wages, benefits, or job status in
the event of such an illness or medical condition?
❍ Are policies and procedures in place for
evaluating, diagnosing, and managing
workers with suspected or known occupational contact dermatitis?
❑ Does the facility’s policy provide for
definitive diagnosis and management advice (for example, treatment, work restrictions, and accommodations) by a qualified
healthcare professional?
Records maintenance,
data management, and confidentiality
❍ Does the practice setting establish and
keep confidential DHCP medical
records, such as immunization records
and documentation of tests received
as a result of occupational exposure?
❍ Is the practice setting in compliance
with all applicable federal, state, and
local laws for medical recordkeeping
and confidentiality?

Preventing Transmission
of Bloodborne Pathogens
HBV vaccination
❍ Have DHCP been informed of the
risks of HBV transmission and the
availability of the hepatitis B virus
(HBV) vaccine?
❍ Have DHCP been offered the HBV
vaccination series?
❑ Was serologic testing performed 12 months after vaccination to confirm immunity?
❍ Did DHCP who declined vaccination
sign a declination form for their medical record file?
Preventing exposures to blood and
other potentially infectious materials
❍ Are standard precautions used during
all patient encounters?
❍ Does the practice setting have a written, comprehensive program designed
to minimize and manage DHCP exposures to blood and body fluids?
❍ To prevent injuries from contaminated
sharps, does the practice setting use:
❑ engineering controls (such as sharps
containers, automated instrument
cleaners, safety needles, nonneedle
sharps, needle recappers, and other
safer medical devices)?
❑ work practices (such as the onehanded scoop technique and
placement of sharps containers
nearest their point of use in the operatory)?
Engineering controls
❍ Does the practice setting identify, evaluate, and consider for use devices with
engineered safety features (for example,
safer anesthetic syringes, blunt suture
needles, retractable scalpels, or needleless IV systems):
❑ at least annually?
❑ as they reach the dental market?
Work practice controls
❍ Are disposable syringes and needles,
scalpel blades, and other sharp items
continued on page 4

Infection Control In Practice is a
resource prepared for clinicians
bythe Organization for Safety
and Asepsis Procedures with
the assistance and expertise of its
member-contributors. OSAP is a
nonprofit, independent organization
providing information and education
on infection control and occupational health and safety to dental care
settings worldwide.
Information in this issue has been
brought to you with the help of
the following individuals:

Editorial Staff
Shannon Mills, DDS
Editor-in-Chief

Therese Long, CAE, MBA
Executive Director

Karen Ortolano
Managing Editor

Editorial Review Board
Helene Bednarsh, RDH, MPH
Dee Cinner, MT
Jennifer Cleveland, DDS, MPH
James A. Cottone, DMD, MS
Eve Cuny, RDA, MS
Kathy Eklund, RDH, MHP
Richard Karpay, DDS, MPH
Ernest Lado, DDS
Mary Jane Mesmer, LDH
Chris Miller, PhD
John Molinari, PhD
Charles Palenik, Phd, MS, MBA
Ann Steiner, DMD
John Young, DDS, MSc

Infection
3
Control In
Infection
PracticeControl In Practice
Vol.
Vol.
3, 1,
No.
No.
1 January
1 May 2002
Vol.
2004
1, No. 1 Mayhttp://www.osap.org
2002
http://www.osap.org
3

OSAP Chart & Checklist
OSAP Check-Up: 2003 CDC Guidelines
placed in appropriate puncture-resistant containers?
❑ Are these containers located as close
as possible to the area where the
sharps are used?
❍ When needles must be recapped,* are
needle recapping devices or the onehanded scoop technique used?
* For example, between multiple injections
and before removing from a nondisposable aspirating syringe.

Hand Hygiene
❍ Are hands washed with a nonantimicrobial or antimicrobial soap and water
when they are visibly dirty or contaminated with blood or other potentially
infectious material?
❍ Is hand hygiene performed:
❑ after accidental barehanded touching of inanimate objects likely to be
contaminated by blood, saliva, or
respiratory secretions?
❑ before and after treating each
patient?
❑ before donning gloves?
❑ immediately after removing gloves?
❍ Before oral surgical procedures, is surgical hand antisepsis performed before
donning sterile surgeon’s gloves? (Surgical hand antisepsis involves using either
(a) an antimicrobial soap and water or
(b) a plain soap and water handwash
followed by an alcohol-based hand rub
with persistent activity.)
❍ Are liquid hand-care products stored in
either disposable closed containers or
closed containers that can be washed
and dried before refilling?
❑ Are refillable containers always
washed and dried (and not simply
“topped off”) before refilling?
❍ Are hand lotions used to prevent skin
dryness associated with handwashing?
❑ Are the lotions used during the
clinic day free of petroleum or other
oil skin softeners that degrade glove
materials?
❑ Are the lotions used during the
clinic day compatible with the anti-

continued from page 3

septics in hand hygiene products?
❍ Are DHCP fingernails kept short, with
smooth, filed edges to allow thorough
cleaning and prevent glove tears?
❍ Are artificial fingernails discouraged
among DHCP in the practice setting?
❍ If it affects glove donning or fit, is hand
or nail jewelry removed for patient care?

Personal Protective Equipment
❍ Is task-appropriate personal protective
equipment (PPE) worn when exposure
to blood and body fluids is expected?
❍ Is barrier protection (including gloves,
mask, eyewear, and gown) removed before departing work areas such as operatories, the instrument processing
room, or the dental lab?
Face and eye protection
When performing procedures likely to
cause splash or spatter:
❍ Are surgical masks worn?
❍ Is eye protection with solid side shields
or a face shield worn to protect mucous membranes of the eyes, nose, and
mouth?
❑ Are masks changed between patients?
❑ Are masks changed during patient
treatment if they become wet?
❍ Between patients, is reusable face protection (eyewear, face shields) cleaned
with soap and water?
❍ If visibly soiled, is reusable face protection (eyewear, face shields) cleaned and
then disinfected according to the disinfectant manufacturer’s directions?
Protective clothing
❍ Is protective clothing worn over street
clothes or uniforms to protect against
splash or spatter?
❑ Is protective clothing changed
when it is visibly soiled or penetrated by blood or other potentially infectious fluids?
Gloves
❍ Are medical gloves worn when contact
with body fluids is expected?
❍ Are sterile surgeon’s gloves worn when

❍
❍
❍
❍
❍

performing or assisting on oral surgical
procedures?
Is a new pair of medical gloves worn
for each patient?
Are gloves removed promptly after use,
and is hand hygiene performed immediately thereafter?
Are torn, cut, or punctured gloves removed as soon as possible and hands
immediately washed before regloving?
Are gloves available in the correct size
and readily accessible?
Are puncture-/chemical-resistant utility gloves worn when processing instruments and performing housekeeping
tasks that involve contact with body
fluids?

Never bend, break, or remove
needles before disposal.

Contact Dermatitis and
Latex Allergy
❍ Have DHCP been informed of the
signs, symptoms, and diagnoses of skin
reactions associated with frequent hand
hygiene and glove use?
❍ Are all patients in the practice setting
screened for latex allergy?
❍ Can a latex-safe environment be provided for patients and DHCP with
latex allergy?
❍ Are latex-free emergency treatment kits
available and accessible at all times?

Sterilization and Disinfection
of Patient-Care Items
❍ Are only FDA-cleared medical devices
used for heat sterilization?
❑ Are manufacturer instructions for
operation always followed? (Hint:
Posting procedural checklists near
the equipment can help ensure that
devices are used correctly.)
❍ Are all reusable critical dental instruments cleaned, dried, packaged, and
then heat-sterilized before use?
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❍ Are all reusable heat-tolerant semicritical dental instruments cleaned and
then heat-sterilized before use?
❍ Are items and instrument packages
correctly and loosely loaded into the
sterilizer to allow penetration of the
sterilizing agent?
❍ Are instrument packages allowed to
dry in the sterilizer before they are handled? (This prevents contamination.)
❍ Have heat-sensitive semicritical instruments been replaced with heat-tolerant
or disposable versions?
❑ If heat-sensitive instruments are
used in patient care, are they cleaned
and then processed using an FDAcleared sterilant/high-level disinfectant or an FDA-cleared low-temperature sterilization method? Note:
Never use liquid chemical sterilants/high-level disinfectants for environmental surface disinfection or
as holding solutions.
❑ Are the manufacturer’s instructions
for preparation, use, and reuse of
chemical sterilants/high-level disinfectants always followed?
❍ Have all DHCP been trained on
OSHA guidelines for exposure to
chemical disinfectants/sterilants?
❑ Have areas and tasks that have potential for such exposure been
identified?
❍ Are single-use disposable instruments
used on only one patient and then
properly discarded?
❍ Are all noncritical patient-care items
barrier-protected during use? Alternatively, are they cleaned (or if visibly
soiled, cleaned and disinfected) after
each use?
❑ Is an EPA-registered hospital disinfectant used to clean/disinfect
noncritical patient-care items that
are not barrier-protected during
use?
❑ If noncritical patient-care items are
visibly contaminated with blood,
are the items properly cleaned to remove soil, then disinfected using an

EPA-registered hospital disinfectant
with a tuberculocidal claim?

when splashing or spraying is anticipated during cleaning?

The instrument processing area
❍ Does the practice setting have a designated central processing area?
❑ Is the area divided physically, or at
least spatially, into separate areas
for:
• receiving, cleaning, and decontamination;
• preparation and packaging;
• sterilization; and
• storage.
❍ Are work practice controls used to minimize handling of loose contaminated
instruments during transport to the instrument processing area? For example:
❑ Are instruments transported in a
covered container?
❍ Are dental team members trained to
use work practices that prevent contamination of clean areas? For example:
❑ Are sterilized instrument packs and
clean supplies stored away from the
area where contaminated instruments are held or cleaned?

Preparation and packaging
❍ After cleaning, are critical and semicritical instruments inspected for remaining debris?
❍ Before sterilization, are instruments
and other patient-care items packaged
using an FDA-cleared container system
or wrap that is compatible with the
type of sterilization process used? (Packaging instruments in cassettes or trays
before sterilization maintains their
sterility after the sterilization cycle.)
❍ Is an internal chemical indicator placed
inside each instrument package prior
to sterilization?
❑ If the internal indicator is not visible
from outside the package, is an external indicator affixed to the pack?
❍ Are packages labeled with the date and
if multiple sterilizers are used within
the facility, the sterilizer used? (This
simplifies retrieval of processed items
in case of a sterilization failure.)

Receiving, cleaning, and
decontamination work area
❍ Are dental instruments and devices
cleaned of all visible blood and other
contamination before they are sterilized or disinfected?
❑ Is automated cleaning equipment
(such as an ultrasonic cleaner or
washer-disinfector) used to remove
debris, improve cleaning effectiveness, and decrease worker exposure
to blood?
❑ Are work practice controls (such as a
long-handled brush) used to minimize contact with sharp instruments
if manual cleaning is necessary?
❍ Are puncture-/chemical-resistant utility
gloves worn when handling contaminated instruments and performing instrument cleaning and decontamination
procedures?
❍ Is appropriate PPE (a mask, protective
eyewear, and protective clothing) worn

Unwrapped instruments
Although not recommended for routine
instrument processing, certain circumstances may demand that instruments be
processed unpackaged (for example, the
only available instrument falls to the floor
during patient care). If it is necessary to
sterilize instruments without packaging,
for example, using a flash cycle:
❍ Are instruments cleaned and dried before the unwrapped sterilization cycle?
❍ Are mechanical and chemical indicators used for each unwrapped sterilization cycle? (Place an internal chemical
indicator among the instruments or
items to be sterilized.)
❍ Are unwrapped instruments allowed to
dry and cool in the sterilizer before
they are handled? (This prevents contamination and thermal injury.)
❍ Are unwrapped semicritical instruments sterilized on a tray or in container system?
continued on page 6
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OSAP Chart & Checklist
OSAP Check-Up: 2003 CDC Guidelines
❍ Are critical instruments that are sterilized without packaging handled to
maintain sterility during removal from
the sterilizer and transport to the point
of use? For example:
❑ Are they transported to the operatory in a sterile covered container?
❍ Are sterilized, unwrapped critical instruments used immediately after they
have cooled? (Do not store critical instruments unwrapped.)
Implantable devices
❍ Are implantable devices always packaged for sterilization?
❍ Is a biological indicator always included in each package containing an implantable device?
❑ Are biological monitoring results received and recorded before the implantable device is surgically placed?

Do not surface-disinfect, use liquid
chemical sterilants, or use ethylene
oxide on handpieces and other intraoral
instruments that can be removed from
dental unit air lines and waterlines.
Sterilization monitoring
❍ Are mechanical, chemical, and biological monitors used according to the
manufacturer’s instructions to ensure
the effectiveness of the sterilization
process?
❍ Is each load monitored with mechanical and chemical indicators?
❍ Is a chemical indicator placed on the
inside of each instrument package to
be sterilized?
❑ If the internal indicator is not visible from the outside, is another
chemical indicator added to the
outside of package?
❍ If mechanical or chemical indicators
suggest inadequate processing, are instruments pulled from recirculation,
repackaged, and sterilized again with

6

continued from page 5

new indicators?
❍ Are sterilizers monitored at least weekly using a biological indicator and a
matching control? (Using both a test
and a control indicator from same lot
ensures that factors outside of the sterilization process have not affected the
spores’ ability to be cultured.)
❑ Is the test indicator placed within
an instrument pack and sterilized
with a normal load?
❑ Is the control indicator — which is
not subjected to a sterilization cycle
— incubated at the same time as
the test indicator?
❍ If a spore test comes back positive, are
proper troubleshooting procedures implemented? (For a flowchart on managing sterilization failures, visit www.
osap.org/resources/extra/sterifail.htm)
❍ Are sterilization records (mechanical,
chemical, and biological) maintained
in compliance with state and local regulations?
Storing patient-care items
❍ Are sterile items and dental supplies
stored in covered or closed cabinets to
minimize the chance of contamination?
❍ Are wrapped packages of sterilized instruments examined before they are
opened to ensure the packaging (and
sterility of the instruments inside) has
not been compromised?
❑ If packaging has been compromised, are the contents recleaned,
repacked, and resterilized?
❍ Does the practice setting use either
date- (“first in, first out”) or event-related storage for wrapped, sterilized instruments and devices? (Both methods
are considered acceptable.)

Managing Environmental
Surfaces
❍ Are surface barriers used to protect
clinical contact surfaces from contamination, especially those that are difficult to clean?
❑ Are surface barriers changed be-
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tween patients?
❍ If they are not barrier protected during
patient care, are clinical contact surfaces cleaned and disinfected between
patient appointments?
❑ For clinical contact surfaces that are
not visibly contaminated with
blood, are surfaces cleaned and then
disinfected using an EPA-registered
hospital disinfectant with (a) HIV
and HBV kill (at minimum) and/or
(b) tuberculocidal activity?
❑ Are clinical contact surfaces that are
visibly contaminated with blood
cleaned and then disinfected using a
hospital disinfectant with tuberculocidal activity?
❍ Prior to disinfection, are manufacturer
instructions for precleaning surfaces
closely followed?
❍ After cleaning, is the disinfectant allowed to remain on the treated surface
for the contact time stated on the
product’s label?
❍ Is appropriate PPE in place when
cleaning and disinfecting environmental surfaces? For example:
❑ puncture- and chemical-resistant
utility gloves,
❑ protective clothing (such as a gown,
jacket, or lab coat), and
❑ face protection (protective eyewear/face shield with a mask).
❍ Are housekeeping surfaces such as
floors, walls, and sinks routinely
cleaned using either a detergent and
water or an EPA-registered hospital
disinfectant/detergent?
❍ Are cleaning schedules set by the nature of the housekeeping surface, the
type and degree of contamination, and
if appropriate, location in the facility?
❍ Are housekeeping surfaces cleaned and
disinfected when visibly soiled?
❍ Are mops or cloths cleaned after use and
allowed to dry before reuse, or are single-use, disposable mop heads or cloths
used to clean housekeeping surfaces?
❍ Are fresh cleaning or EPA-registered
disinfecting solutions prepared daily
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and as instructed by the manufacturer?
❍ Are walls, blinds, and window curtains
in patient-care areas cleaned when they
are visibly dusty or soiled?
❍ Are surfaces contaminated by spills of
blood or blood-contaminated fluids
first cleaned and then decontaminated?
After cleaning, is an EPA-registered
hospital disinfectant with HBV and
HIV label claims (minimum) and/or
tuberculocidal activity used for disinfection, depending on size of spill and
surface porosity?

Never use liquid chemical sterilants/
high-level disinfectants to disinfect
environmental surfaces.
Regulated Medical Waste
❍ Does the practice setting have a written
medical waste management program
that outlines proper disposal of regulated medical waste as dictated by federal,
state, and local regulations?
❍ Are DHCP who handle and dispose
of regulated medical waste trained in
proper handling and disposal methods?
❑ Are they informed of the possible
health and safety hazards associated
with medical waste?
❍ Are leakproof, color-coded/biohazardlabeled containers (for example, biohazard bags) used to contain nonsharp
regulated medical waste?
❍ Are sharp items (needles, scalpel blades,
orthodontic bands, broken metal instruments, burs) placed in a punctureresistant, leakproof, color-coded/biohazard-labeled sharps container?
❑ Are sharps containers closed immediately before they are removed or
replaced to prevent contaminated
sharps from spilling or protruding?
❍ If allowed by state and local law, are
blood, suctioned fluids, and other liquid
waste carefully poured down a drain

Infection Control In Practice

connected to a sanitary sewer system?
❑ Are gloves, face protection (mask
with protective eyewear/face
shield), and protective clothing
worn when performing this task?

Extracted teeth
❍ Are extracted teeth disposed of within
the practice setting treated as regulated
medical waste? (If the teeth are returned to the patient, waste disposal
regulations do not apply.)
❍ Are extracted teeth containing amalgam
discarded in regulated medical waste
containers that will not be incinerated?
(Incineration releases mercury vapor
from amalgam, creating a hazard.)
When extracted teeth will be used in educational settings or sent to a dental lab:
❍ Are extracted teeth cleaned and placed
in a leakproof container with solution to
maintain hydration during transport?
❑ Is the transport container labeled
with the biohazard symbol?
❍ Are teeth that do not contain amalgam
heat-sterilized before they are used for
educational purposes?

Dental Unit Waterlines, Biofilm, and
Water Quality
❍ Does the water used in routine patient treatment meet EPA standards
for drinking water (that is, less than
500 CFU/mL of heterotrophic water
bacteria)?
❍ Are the products and protocols recommended by your dental unit manufacturer used to maintain water quality?
❍ Are recommendations for monitoring
water quality followed? (Obtain and
follow monitoring schedules recommended by the dental unit manufacturer and/or the maker of the waterline
treatment device/chemical.)
❍ For devices that are connected to the
dental water system and enter the patient’s mouth, are water and air discharged for at least 20-30 seconds after
use on each patient? (Such devices in-
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clude handpieces, ultrasonic scalers,
and air/water syringes.)
❍ If the dental unit is equipped with antiretraction mechanisms, are the unit
manufacturer’s recommendations for
periodic maintenance followed?
❍ Are staff aware of procedures to follow
in the event of a boil-water advisory?
(See the OSAP Practice Tip, p. 12.)

Dental Handpieces, Other Devices
Attached to Air Lines and Waterlines
❍ Are handpieces and other intraoral instruments that can be removed from
the air and waterlines of dental units
cleaned and then heat-sterilized between patients?
❍ Are manufacturer’s instructions for
cleaning, lubrication, and sterilization
of other such intraoral instruments followed every time the instruments are
processed for reuse? (Failure to follow
manufacturer instructions can void
equipment warranties.)

Do not advise patients to close their
lips tightly around the tip of the saliva
ejector to evacuate oral fluids. It can
cause oral fluids to retract.

Dental Radiography
❍ Are gloves worn by dental workers
when exposing radiographs and handling contaminated film packets?
❍ Is other PPE (such as protective eyewear, mask, and gown) also worn if
spattering of body fluids is likely?
❍ Are heat-tolerant or disposable filmholders, positioners, and other intraoral devices used whenever possible?
❍ Are heat-tolerant radiographic accessories cleaned and then heat-sterilized?
❍ If any heat-sensitive semicritical devices are used, are they (at minimum)
cleaned and high-level disinfected accontinued on page 8

http://www.osap.org
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OSAP Chart & Checklist
OSAP Check-Up: 2003 CDC Guidelines
cording to the device and germicide
manufacturer’s instructions?
❍ Are exposed radiographs films transported and handled aseptically to prevent contamination of developing
equipment?

Avoid using carpeting and cloth
upholstery in operatories, labs,
and instrument processing areas.
Digital radiography
If your practice setting uses a digital x-ray
system with intraoral sensors:
❍ Are equipment manufacturer instructions for cleaning, disinfection, and/or
sterilization of digital radiology sensors
and for protection of associated computer hardware followed?
❍ Are FDA-cleared barriers used on sensors to protect them from contamination during use on a patient?
❍ After use on a patient, are sensors
cleaned and then either heat-sterilized or immersed in a liquid sterilant/high-level disinfectant for the
contact time recommended by the
manufacturer?
If sensors cannot tolerate heat or liquid
chemical immersion:
❍ Are FDA-cleared barriers used on sensors to protect them from contamination during use on a patient?
❍ Are barriers removed and sensors
cleaned and then disinfected using an
EPA-registered hospital disinfectant
with a tuberculocidal claim?

Aseptic Technique
for Parenteral Medications
❍ Are IV bags, tubings, and connections
used for one patient only and disposed
of appropriately?
❍ Is medication from any syringe administered to only one patient?
❍ Are single-dose vials of parenteral medications used whenever possible?

8
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❍ Is any medication remaining in a single-use vial discarded with the vial after
use on one patient (rather than saved
for later use)?
If multidose vials are used:
❍ Is the access diaphragm cleansed with
70% alcohol before inserting a device
into the vial?
❍ Are only sterile devices used to access
multiple-dose vials?
❍ Except by the sterile device, is contact
with the access diaphragm avoided?
❍ Are needles and syringes used to access
a multidose vial always sterile? (Never
reuse a syringe even if the needle is
changed.)
❍ Are multidose vials stored away from
the immediate patient treatment area
to prevent inadvertent contamination
by spray or spatter?
❍ Are multidose vials immediately discarded if their sterility is compromised?

Single-Use (Disposable) Devices
❍ Are single-use devices used for one patient only and then properly discarded?

Oral Surgical Procedures
❍ Is surgical hand antisepsis performed
before gloving by all dental workers
participating in an oral surgical procedure? (Surgical hand antisepsis involves using either (a) an antimicrobial soap and water or (b) a plain soap
and water handwash followed by alcohol-based hand rub with persistent
activity.)
❍ Are sterile surgeon’s gloves worn when
performing oral surgical procedures?
❍ Is sterile saline or sterile water used as a
coolant/irrigant during oral surgical
procedures?
❍ Are sterile irrigating fluids delivered
using devices specifically designed for
that purpose, for example, a bulb or
sterile irrigating syringe, single-use disposable products, or sterile water delivery systems with disposable or sterilizable tubing?

Infection Control In Practice

Biopsy Specimens
❍ Are biopsy specimens placed in a sturdy, leakproof container for transport?
❑ Is the container labeled with the
biohazard symbol?
❍ If the outside of a biopsy specimen
container becomes visibly contaminated, is it either cleaned and disinfected
or placed in an impervious bag labeled
with the biohazard symbol?

Dental Laboratory
❍ Is PPE worn when handling items that
have not been decontaminated?
❍ Is specific information on disinfection
(for example, solution used and duration) included when laboratory cases
are sent from the dental facility to an
off-site lab and back?
❍ Unless the sender indicates that they
have been disinfected, are all dental
prostheses and prosthodontic materials
(such as impressions, bite registrations,
occlusal rims, and extracted teeth)
cleaned, disinfected using an EPA-registered hospital disinfectant with tuberculocidal activity, and rinsed?
❍ Have material manufacturers been
consulted on the stability of specific
impression materials relative to disinfection procedures?
❍ Are heat-tolerant items used in the
mouth (such as metal impression trays
and face-bow forks) clean and heatsterilized after use on a patient?
❍ Are manufacturer instructions followed for cleaning and sterilizing or
disinfecting items that do not normally contact the patient but become contaminated during laboratory procedures (for example, burs, polishing
points, rag wheels, articulators, case
pans, and lathes)?
❍ If manufacturer instructions are not
available, are items processed according
to the degree of contamination?
❑ Are heat-tolerant items cleaned and
heat-sterilized, or are they cleaned
and then disinfected using an EPAregistered hospital disinfectant an
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The new CDC guidelines are here.

Are you ready?

HIV and HBV claim and/or a tuberculocidal claim?

Introducing
From Policy to Practice:
OSAP’s Guide to the
Guidelines

Tuberculosis and Dentistry
❍ Does your practice setting have a written TB infection-control plan?
❍ Are all dental team members trained to
know the signs and symptoms of TB as
well as how it is transmitted?
❍ Is a baseline tuberculin skin test performed for all dental workers who
might have contact with persons with
suspected or confirmed active TB?
❍ Is each patient assessed for history or
symptoms of TB? Are findings documented on the medical history form?
If a patient with active or suspected TB arrives for treatment:
❍ Is the patient evaluated away from
other patients and dental workers?
❍ When not being evaluated, is the patient asked to wear a surgical mask and
instructed to cover his or her mouth
and nose when coughing or sneezing?
❍ Is elective dental treatment deferred
until the patient is noninfectious?
❍ Are patients in need of urgent dental
care referred to a previously identified facility with TB engineering controls and
a respiratory protection program?
For DHCP who may have active TB:
❍ Are personnel with a deep, productive
cough lasting longer than three weeks
referred for medical evaluation? This is
especially important when other signs
or symptoms consistent with active TB
are present (for example, weight loss,
night sweats, fatigue, bloody sputum,
anorexia, and fever).
❍ Are such DHCP instructed not to return to work until a physician determines that the worker does not have
TB or is no longer infectious?
❍ Has a community risk-assessment been
performed for your practice setting?

Evaluating Your Infection Control
Program

As its title suggests, From Policy to Practice:
OSAP’s Guide to the Guidelines takes new
infection control recommendations from
the Centers for Disease Control and
Prevention (CDC) and helps you — the
dental worker — put them into practice.
OSAP has created a 170-page, all-inclusive workbook to walk users through
the new and expanded 2003 infection control guidelines. Each chapter
contains practical, how-to instructions, charts and checklists, pictures and captions, answers to common questions, and guidance for making sound clinical
judgments. Suggested retail price, $69.95. 10 hours of CE credit available.

A L OOK I N S I DE:
• Job Categories identify who within
your practice needs to learn and
apply each chapter.

• Common Questions and Answers
outlines areas where clarification or
clinical judgment may be needed.

• Examining the Issues explains why
each set of practices and
procedures is important.

•Exercises in Understanding brings
recommended procedures
right into your practice setting.

• A comprehensive Glossary and list
of Terms You Should Know define
important words and phrases you
will come across in each chapter.

• Recommended Reading and
Resources points you toward related
info in the scientific literature and on
the World Wide Web.

• Step by Step instructions explain how
to perform common procedures
in practice.

• Self-Tests at the end of each chapter
make sure you’re familiar with the
material before moving on.

Contact an OSAP member dealer today

❍ Is a plan for evaluating the practice setting’s infection control program in
place?
OSAP
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Calendar
JANUARY 2004
SUNDAY
To help practices
stay on track,
OSAP provides this
calendar listing
typical schedules for
periodic maintenance, recordkeeping, and infection
control activities.
This schedule is
intended only to
serve as a guide.
Proper practices,
procedures, and
maintenance
schedules can vary
according to the
kinds of products
used, the practice
type, and patient
volume. Always
follow the device
or equipment
manufacturer’s
instructions for
maintenance and
infection control.
For a monthly dental
office calendar you
can customize to
best meet the needs
and schedules in
your practice, visit
osap.org/calendars/
index.htm. (Adobe

MONDAY

TUESDAY

WEDNESDAY THURSDAY
1

Annual: schedule fire suppression company to inspect
and document fire extinguisher condition;
check that annual training requirements are up to date

FRIDAY
2

SATURDAY
3

Monthly: update chemical inventory;
discard expired supplies, drugs
Weekly: waterline maintenance
NEW YEAR’S DAY

4

5

6

7

Weekly:
clean evacuation traps

11

12

13

Monthly: read water
test results; retreat
lines if necessary
Weekly:
clean evacuation traps

18

19

14
Monthly:
foil test
ultrasonic cleaners

20
Weekly:
clean evacuation traps

21
Monthly:
check fire extinguisher
operating pressure

8

9

Monthly: Waterline
monitoring
Weekly: waterline
maintenance

Weekly:
spore test sterilizers

15

16

Weekly: waterline
maintenance

22
Weekly: waterline
maintenance

10

17

Weekly:
spore test sterilizers

23

24

Weekly:
spore test sterilizers

MARTIN LUTHER KING DAY

25

26

27

28

29
Weekly: waterline
maintenance

Weekly:
clean evacuation traps

30

31

Weekly:
spore test sterilizers

OSAP-FEDERAL SERVICES INFECTION CONTROL & SAFETY COURSE

FEBRUARY 2004
SUNDAY
1

MONDAY
2

TUESDAY
3

WEDNESDAY THURSDAY
4

8

9

10

Acrobat Reader required.)

15

16

11
Monthly:
foil test
ultrasonic cleaners

Weekly:
clean evacuation traps

17

Monthly: read water
test results; retreat lines if necessary
Weekly: clean evacuation traps

5
Weekly: waterline
maintenance

Monthly: update chemical inventory;
discard expired supplies, drugs
Weekly: clean evacuation traps

18
Monthly:
check fire extinguisher
operating pressure

12
Monthly: Waterline
monitoring
Weekly: waterline
maintenance

19
Weekly: waterline
maintenance

FRIDAY
6

SATURDAY
7

Weekly:
spore test sterilizers

13

14

Weekly:
spore test sterilizers

20

21

Weekly:
spore test sterilizers

PRESIDENTS DAY

22

23
Weekly:
clean evacuation traps

24

25

26
Weekly: waterline
maintenance

27

28

Weekly:
spore test sterilizers

29
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Continuing Education

CE Unit 1/04

f you wish to obtain one (1) hour of continuing-education (CE) credit, complete the following test and fax or mail it to the
OSAP Central Office for grading. Please include a check or credit card to cover handling charges. Pending satisfactory results (at least
seven out of ten), you will be issued a letter for one (1) CE credit hour through the Academy of General Dentistry and the Dental Assisting National Board. AGD Approved National Sponsor, FAGD/MAGD credit, 10/23/93 to 12/31/05. OSAP also is an ADA CERP
Recognized Provider.

I

1.

True or False: It is okay to administer medication from one syringe to multiple patients as long as the needle is changed.
a. True
b. False

2.

Highspeed handpieces should be processed using:
a. a liquid chemical sterilant
c. an autoclave or chemical vapor sterilizer
b. ethylene oxide
d. a tuberculocidal hospital disinfectant

3.

The 2003 CDC infection control guideline for dentisty recommends the use of ________________ to protect against exposures to blood and all other body fluids (except sweat, which is not infectious).
a. universal precautions
b. standard precautions
c. healthcare worker precautions
d. both a and b

4.

When dental worker hands are dirty or are visibly soiled with blood or other body fluids, the worker must:
a. don gloves
b. use waterless antimicrobial hand rub
c. thoroughly wash and dry hands
d. all of the above

5.

To maintain surface asepsis, clinical contact surfaces should be:
a. cleaned and disinfected between patients
c. both a and b
b. covered with an appropriate protective barrier
d. either a or b

6.

When heat processing, use (a) ______________________ with each instrument pack containing an implantable device:
a. biological indicator
b. chemical indicator
c. mechanical indicators
d. all of the above

7.

True or False: Flash sterilization should not be used for routine instrument processing
a. True
b. False

8.

What schedule is recommended for spore testing heat sterilizers in dentistry?
a. weekly
b. monthly
c. quarterly
d. semi-annually

9.

When performing or assisting on oral surgical procedures, you should wear:
a. sterile surgeon’s gloves
b. mask and eyewear
c. a protective garment

10.

During a boil-water advisory, it is acceptable to:
a. use bottled water for patient rinsing
b. use an alcohol-based hand rub on soiled hands

d. all of the above

c. use tap water for handwashing if you use an antimicrobial soap
d. put new filters on dental unit waterlines

Mail or Fax completed test to receive (1) hour of continuing-education credit, or visit www.osap.org/training/online/ to test online.

Your Name: _____________________________________

OSAP Member Name:________________________________
(if different)

Address: ____________________________________________________________________________________________
street

❍ VISA

❍ MASTERCARD

city/state

❍ CHECK ENCLOSED

Name on Card: ___________________________________
Expiration Date: _______________________

Fee:

zip code

country

❍ OSAP MEMBER, $5
$10 ❍ OSAP SUBSCRIBER, $15

Card Number: _____________________________________

Signature: ___________________________________________________

MAIL TO: OSAP CE • P.O. Box 6297 • Annapolis, MD 21401 • USA

FAX TO: 410.571.0028
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towelette to clean the hands.
To treat public water so it is safe for
hand hygiene or for diluting disinfectants
(if necessary), bring water to a rolling boil
for at least 1 minute and cool thoroughly
before use.
When the boil-water advisory is lifted,
follow your local water utility’s recommendations for flushing all waterlines served by
the public water system and disinfect your
dental unit waterlines according to the
manufacturer’s instructions.
OSAP

DDS

Shannon Mills, DDS,
is a former OSAP
Chairman and Editor
of Infection Control
In Practice. Statements expressed are
his own and do not
reflect the official
policy of the U.S.
Government.

Mills,

for dental facilities,” Dr. Mills asserts. “To
make sure that practices and clinics can
still deliver care during these public health
advisories, the CDC has developed a set of
guidelines that dental workers can follow.”
In the event of a boil-water advisory:
❍ Do not use water from the public
water supply to treat patients. “This includes water plumbed through the
dental unit, ultrasonic scaler, or other
equipment that uses public water,” he
explains. Of course, if your water
source has been isolated from the municipal water system — for example, in
a separate water reservoir or other
water treatment device that has been
cleared for marketing by the FDA —
this restriction doesn’t apply.
❍ Avoid using water from faucets for patient rinsing and handwashing. Instead, have patients rinse with bottled
water. For hand hygiene, use alcoholbased hand rubs if hands are not visibly
soiled. If they are, use bottled water
and soap or an antiseptic-containing

Shannon

hen water treatment processes fail
or are interrupted, or if natural disasters or other circumstances compromise the
water distribution network, public drinking water can become contaminated.
“Most notable in recent years was the outbreak of cryptosporidiosis in Milwaukee,
Wisconsin, where the municipal water system was contaminated with the parasite
Cryptosporidium parvum,” notes Shannon
Mills, DDS, deputy director of the Joint
Clinical Readiness Advisory Board. More
than 400,000 persons became ill during the
Milwaukee epidemic. Outbreaks involving
Cryptosporidium and other waterborne organisms also have occurred in New York,
Ontario, Washington, and other areas.
Issued by the public health department
when local or regional water is deemed unsafe to drink, a boil-water advisory is a notice to the public to boil tap water before
drinking it. “Because dentistry relies so
heavily on water — it’s used for handwashing, patient rinsing, as a coolant ... —
boil-water advisories are serious business

W

Doing dentistry under a boil-water advisory

Do you have a practice tip you’d like to share with other OSAP members and subscribers? Send your suggestions for enhancing dental infection control and
safety in practice to editor@osap.org. Be sure to include contact information, a photo, and a brief bio. Thanks!
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