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CHAPTER 1

INFECTION CONTROL PROGRAM

1-1.
PURPOSE.  To provide information and guidelines to all FORSCOM personnel regarding the 555th  Forward Surgical Teams’ Infection Control Program. To describe the role of the entire organization in the surveillance, prevention, and control of nosocomial infections.

1-2.
SCOPE.  The responsibility for the surveillance, prevention, and control of nosocomial infections is hospital-wide.  The Infection Control Program applies to all personnel assigned to or operating within 555th FST.

1-3.
GENERAL. (OVERVIEW OF PROGRAM).


a.
The goal of the surveillance, prevention and control of infection function is to identify   and reduce the risks of acquiring and transmitting infections among patients, employees, and visitors. 


b.
Nosocomial infections are among the 10 leading causes of deaths in the United States and account for annual additional spending for health care in excess of 2 billion dollars.  All hospitals run the risk of nosocomial infections and they may affect patients, and health care workers and others who come in contact with patients.


c.
Surveillance, prevention and control of infection covers a broad range of processes and activities that are coordinated and carried out by the team.


d.
The Infection Control Program includes the health and protection of FST as well as patients. Occupational Health provides employees with pre-placement exams and annual screening procedures.  All new employees in-process through immunization to check and update, TB skin testing, Rubella, Varicella, and Hepatitis B antibody testing.  

1-4.
THE INFECTION CONTROL SURVEILLANCE PLAN is based on sound epidemiologic principles and research on nosocomial infections.  The plan considers several factors: the hospital’s geographic location, patient volume, patient population served, the clinical focus and number of employees.

1-5.
SURVEILLANCE for nosocomial infections is primarily priority-directed and targeted and include those infections considered to be epidemiologically important.  Those infections may include Class 1 and 2 Surgical Site Infections, endometritis occurring post C-Section, ventilator associated pneumonia and bacteremia related to central lines, nosocomial infections occurring in newborns and in patients in the Critical Care Unit and Neonatal Intensive Care Unit.  Other types of surveillance conducted to include problem oriented and outbreak are described in detail in the Infection Control Surveillance Plan. 

1-6.  PERFORMANCE IMPROVEMENT.   The Infection Control Program is linked to the organizational-wide process for assessing and improving organizational performance by:


a.
Tracking and identifying clinical problems and providing information to clinicians that helps determine opportunities for improvement of patient care.


b.
Assessing ways to improve prevention and control processes to reduce nosocomial infection rates to the lowest possible levels. 


c.
Incorporation of principles of continuous quality improvement.


d.
Evaluation of special and common cause variations to reduce infection rates and eliminate variation.


e.
Evaluation of outcomes and processes, to include program evaluation, and annual review of goals and objectives.      

1-7.  SUPPORT OF INFCTION CONTROL PROGRAM.  In order for the program to function effectively and efficiently, it is necessary for all personnel to support the program. 
1-8.  RESPONSIBILITIES FOR SUPPORT.

1.
Commander, 555th FST, will:

a. Ensure the compliance of their staff with Infection Control Program to include the reporting of nosocomial infections detected during outpatient visits.

b. Ensure the orientation of all newly assigned personnel regarding their responsibilities in the infection control program, i.e., personal hygiene with emphasis on appropriate handwashing, aseptic and sterile techniques, employee health requirements, standard precautions, isolation procedures, personal protective equipment (PPE) and knowledge of SOP.

c. Coordinate with the Occupational Health Section for employee health surveillance to include inprocessing of new personnel for immunization check and up‑date, TB skin testing, Rubella, Varicella, and Hepatitis B antibody testing.  Report employee illness or trends to Infection Control.

d. Assist Infection Control personnel in developing and enforcing the Infection Control SOP and submit this for review to the Surveillance, Prevention and Control of Infection Committee every two years.

e. Ensure that personnel have appropriate personal protective equipment available as indicated for job and that PPE is replaced when defective.


2.
Infection Control Nurse will:

a. Serve as manager of the Infection Control Program.

b. Serve as a consultant on procedures, policies, and procurement of items relative to infection control.

c. Assist with personnel orientation and in-service programs.

d. Review all SOPs relative to infection control at least every 2 years.

3.    To support the Infection Control Program, all levels of personnel will:

a. In‑process through the immunizations upon arrival at the 555th FST for initial employee health screening and be evaluated annually.

b. Obtain prompt medical evaluation and treatment as required for all potentially communicable conditions such as rashes, skin lesions, diarrhea, fever, and vomiting in order to protect themselves and others.

c. Be responsible for handwashing; the single most effective measure for the prevention of infection and cross‑contamination.  All personnel providing direct patient care, having any physical contact with patients, their equipment, or any contaminated surfaces must wash hands frequently and IAW Infection Control Procedure on "Handwashing".

d. Be responsible for complying with provisions of the Bloodborne Pathogen Standard, i.e. assuming that the blood/body fluids of all patients are potentially infectious. Personnel are responsible for adherence to Standard Precautions, to protect themselves from exposure to blood/body fluids, excretions, secretions, and contaminated equipment. Personnel are also responsible to use personnel protective equipment (PPE), i.e. masks, gowns, gloves, or safety goggles, whenever exposures are anticipated.

e. Ensure that all needlestick, sharp instrument injuries, and mucous membrane exposures to blood or body fluids are reported and medical evaluation is sought.  


4.
Infection Control personnel are available for consultation and assistance with infection control techniques, procedures, and problems.

1-9.  REFERENCES

a.
Comprehensive Accreditation Manual for Hospitals, current

b. APIC, Infection Control  and Applied Epidemiology: Principles and Practice and the

APIC Text of Infection Control and Epidemiology - 2000
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CHAPTER 2

ASEPTIC TECHNIQUE

2‑1.
PURPOSE.  To provide a standard guide for establishing a sterile field and adhering to aseptic techniques.

2‑2.
APPLICABILITY.  All personnel involved in practicing aseptic techniques.

2‑3.
GENERAL.  Asepsis is the absence of disease‑producing organisms.  Aseptic techniques are those practices that help to reduce the transmission of pathogenic organisms from one person or place to another.  Aseptic techniques are necessary to prevent contamination of wounds, to isolate the site to be worked on from the rest of the body, to create a field for sterile procedures, and to protect staff, patients, and visitors from the needless risk of infection.

2‑4.
PROCEDURE.

a. Keep each patient's area clean and separate from other patients' areas and articles.

b. 
Keep all contaminated material (soiled linen, dirty dressings, excretions) away from patient's and one's own body.  Always wash hands after coming in contact with such items.

c. Wash hands and don sterile gloves using sterile technique prior to any contact with sterile items.  Keep hands in sight and above waist level. (refer to SOP on Handwashing Technique)

d. Gown as required by procedure.

e. Handle sterile equipment only with sterile gloves or other sterile equipment, such forceps or clamps.

f. Establish a sterile field when doing procedures (e.g. spinal taps, suturing of lacerations, dressing changes, wound irrigations) which require asepsis.  All trays and sets should have an inner wrapper, sterile towel, or drape which can be used for this purpose; if not, use disposable sterile towels.

g. 
Prepare the sterile field immediately prior to use.  An unattended sterile field and long exposure to air increases the possibility of contamination.

h. 
Keep the sterile field and sterile supplies in view at all times to prevent accidental contamination from an outside source.  DO NOT turn your back to a sterile field.

i. Keep sterile items separated from non‑sterile items.  Establish an area away from the sterile field for contaminated waste.

j. Both wrappers of a sterile item must be opened. Open furtherest corner of wrap first to avoid reaching over sterile item, as it is uncovered.  If the contents inside the wrapper are touched with an unsterile object, the item is no longer sterile.

k. 
The edges of the inside wrappers of sterile supplies are not sterile once a package has been opened.

l. Only the top of the sterile field is considered sterile.  DO NOT reach across the sterile field.  DO NOT pass an unsterile item across a sterile field.  Keep the area dry.  Moisture will contaminate the field.

m. Avoid excessive movement around a sterile field, as this increases air movement.

n. Stay at least one foot away from a sterile field unless appropriately dressed for the procedure.  This may include mask, hat, sterile gown, and/or gloves as required by the situation.

o. Dispose of all waste when the procedure is finished.  Place any sharps in "SHARPS" container.

p. Wash hands after removing gloves.

q. If there is any doubt as to the sterility of an item, DO NOT use.  The following are reasons for rejecting an item:

1) If it has fallen on the floor (even if still in the original, unopened packaging).

2) It is, or shows signs of having been wet or damp/wet.

3) If there are holes, tears, or any breaks in the wrapper, or if the seal on the packaging permits outside air into the package.)

4) If dated and the expiration date has passed.  Some commercially prepared sterile items and all hospital-sterilized items are sterile unless the integrity of the packaging has been compromised and therefore may not have an expiration date.  Some products have an expiration date related to product integrity, i.e., an enclosed medication may expire or some element of the product may degrade after the expiration date.

5) If either the external sterilization tape or the internal indicator has not changed to the appropriate color.

2‑5.
REFERENCES.                                         

a.
Alexander's Care of the Patient in Surgery, Meeker, EH.,  Rothrock, JC. Mosby‑Year Book, Inc., St. Louis, 1999, pp 98,128-130.

b.
AORN Standards and Recommended Practices for Perioperative Nursing 2000, 341-345.

c.
APIC Text of  Infection Control and Epidemiology. 2000.
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CHAPTER 3

HANDWASHING AND THE USE OF GLOVES
3‑1.
PURPOSE.  To provide a standard guide for proper handwashing for all hospital personnel coming in contact with patients.

3‑2.
APPLICABILITY.  This procedure applies to all personnel working in patient care, food service, as well as administrative areas.

3‑3.
GENERAL.  Handwashing is the single most important procedure for the prevention of infection and the control of cross‑infection between personnel and patients.  All personnel providing direct patient care, having any physical contact with patients or their equipment, or working in food service (see NCD SOP) areas shall always practice handwashing frequently.  This includes but is not limited to:

a. At start of duty.

b. Between contacts with different patients.

c. Before and after any physical contact with patient's equipment or patient's personal articles that are likely to be contaminated with virulent microorganisms or hospital pathogens, such as an object or device contaminated with secretions or excretions, urinary catheter systems, endotracheal tubes, etc.

d. Before and after any procedure with patients and the collection of specimens (urine or blood) and dressing changes.

e. After the removal of gloves; when any contact with blood, body fluids, secretions, excretions, contaminated items, or performing invasive procedures have occurred.

f. Whenever hands become dirty.

g. After personal use of the toilet.

h. Prior to and after eating.

i. Whenever one has coughed, sneezed, or blown his nose.

j. At end of duty.

3-4. DEFINITIONS.

a. Routine Handwashing: Handwashing using a liquid soap, lasting 10‑15 seconds, and accomplished on a routine basis including, but not limited to, the following:

1) Between patient contacts.

2) After use of toilet.

3) After blowing nose.

4) Prior to and after each emptying of foley bags.

b. Invasive Procedure Preparation:  A 30‑second handwash (outside of the operating room) using Betadine or Hibiclens, including the fingers, between the fingers, hands, wrists to mid‑forearm to be accomplished prior to any invasive procedure to include, but not limited to the following:

1) Catheterization.

2) Tracheostomy care.

3) I.V. therapy and invasive line insertion.

4) Dressing changes/wound irrigations.

5) Catheter irrigation.

3-5. HANDWASHING PROCEDURE.
a. It is always preferable to wash hands under warm running water using soap from a dispenser.

b. An antimicrobial soap is available for routine handwashing as well for invasive procedures.

c. A hand lotion is available for use with the antimicrobial soap.  The lotion does not inactivate the antimicrobial properties of the soap.

1) Bar soaps are not used for personnel handwashing.

2) Self-contained  cartridges of soap are used for refills, to prevent contamination of soap.  Refillable soap containers are not used.

d. Wet hands and apply a sufficient amount of soap to obtain a good lather.  The shortest acceptable duration of handwashing is 10‑15 seconds but one‑half to one minute is preferred.  These times apply to between patient contacts.

e. 
Be careful to wash fingernails and between fingers.

f. 
Rinse thoroughly and dry hands with individual paper towels.

g. Turn off faucet using a clean, dry paper towel.

h. 
Invasive procedure preparation outside of the operating room with a duration of at least 30 seconds is to be carried out prior to any procedures such as dressing changes, catheterizations, tracheostomy manipulation, and vascular access procedures.

i. 
It is important to keep hands clean and pliable.  Chapped or rough skin is difficult to keep free of contamination.  Use of lotion, if needed, is suggested.  Use lotion from dispenser provided.  Shared hand lotion containers tend to become contaminated and hand lotions are an excellent media for bacterial growth.

3‑6.
HAND HYGIENE WITH WATERLESS HAND CLEANER.

a. A waterless hand cleaner (alcohol based only) may be used appropriately in the following instances providing there is no gross or visible contamination on the hands, i.e. blood, feces and pus, and no access to running water:

1) Between linen changes.

2) Following oral or rectal temperature procedures.

3) Between patients on doctor's rounds.
4) On ambulance runs.
5) As an adjunct to handwashing in settings in which  personnel have very frequent contact with a number of different patients and limited time for traditional handwashing.

b. Waterless hand cleansers are not to be used instead of handwashing.

c. 
Personnel using waterless hand cleansers are to wash their hands as soon as possible after the above procedures.

3‑7.
USE OF GLOVES.

a. Wearing of gloves DOES NOT negate the need for handwashing.
b. Studies have demonstrated that during use, gloves may fail to prevent organisms from migrating through to skin surfaces.

c. Latex free gloves are available in all clinical areas for routine use for personnel who have latex allergies or providing care for patients with latex allergies.

d. Gloves will NOT be washed.  This also causes them to fail and allows migration of organisms to the skin.

e. Don a pair of gloves just before starting a task or procedure and remove immediately upon completion of the task or procedure.

3‑8.
APPROVED HAND/SKIN ANTISEPTICS.  The following items are listed by their basic ingredients due to the fact that variations  i.e., brand names may change from time to time.


a.
Alcohol


b.
Chlorohexadine (Hibiclens/Dynahex) 4% (Note: for surgical skin preparation ONLY) 

c.
Iodophor - (Povidine-Iodine, Betadine)

d.
Triclosan (Bacti‑Stat, PrevaCare)

3-9.
AGENTS.  Routine use of Hexachlorophene (Phisohex) is not recommended due to its potential toxicity and antimicrobial action against gram positive organisms only.  Phisohex is used for Staphylococcus outbreaks only and with the approval of the Surveillance, Prevention and Control of Infection Committee for special requests in writing for certain situations, i.e., allergies to other approved agents.

3‑10.
REFERENCES.

a.
APIC Guideline for Handwashing and Hand Antisepsis in Health Care Setting, 1995; 23: 251 – 269.

b.
Prevention and Control of Nosocomial Infections.  3rd Edition.  Wenzel, Richard P. Williams and Wilkins, Baltimore, 1997
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CHAPTER 4


URINARY CATHETERIZATION AND DAILY CARE

4‑1.
PURPOSE.  To provide standard procedural guidelines for the insertion of urinary catheters, provision of catheter care, and the prevention of urinary tract infections (UTIs).

4‑2.
APPLICABILITY.  This guide is applicable to all personnel performing catheterization and catheter care to include neonatal, pediatric, and geriatric patients.

4‑3.
PROCEDURES.

a. Insertion of urethral catheters:

1) Wash hands, assemble equipment.  Use handwashing technique for invasive procedure outlined in the Infection Control Procedure Guide, Chapter 4.  Aseptic technique must be followed throughout procedure.

2) Identify and explain the procedure to decrease the patient's and/or parents' anxiety level.  Pediatric or uncooperative patients may require another person to assist in insertion techniques.

3) Check to see if the patient has an allergy to iodine.  If so, use Hibiclens instead of Betadine or Povidine solution.

4) Place equipment on overbed table or other level surface where contamination is not likely to take place.  Do not use the bed as a table.

5) Draw bedside curtain to protect the patient's privacy.

6) Place in supine position to drape patient carefully.

a. Male:  Legs relaxed.

b. Female:  Spread legs wide, with heels next to buttocks.

7) Place chux under patient and wash groin area well with warm water and Betadine (or Hibiclens).

8) Remove chux, as a wet bed is a possible source of contamination.

9) Open catheterization tray with appropriate catheter size for age using sterile technique and create large sterile field.

10) Remove waterproof underpad from tray and place it under patient's hips.  TOUCH ONLY ARTICLE NEEDED.  DO NOT TOUCH SIDES OF TRAY.

11) Put on sterile gloves provided in tray, taking care to NOT contaminate gloves.

12) Remove fenestrated drape, and apply over groin area to protect the sterile field.

13) Male:  Penis protrudes out of the opening of the fenestrated drape.

14) Pour Povidone‑iodine or Hibiclens solution over cotton balls and discard container.

15) Lubricate first two inches of catheter with sterile lubricant to facilitate easier, less painful catheter insertion.

16) Use plastic forceps and cotton balls and assure that only one hand touches the penis or labia (this hand is now contaminated).

17) Male ‑ retract foreskin if present.  Cleanse the meatus and glans of the penis using a circular motion, starting with meatus and working outward.  Do not go back to the center once the area has been cleaned.  Continue preparation down shaft of penis.

a. Female ‑ Spread labia, cleanse midline and then sides of vulva with downward stroke toward, but not to the anus.  Locate meatus and cleanse well using downward stroke only.

b. Discard each cotton ball after one circular motion (male) or one stroke (female).  After one use, cotton ball is considered contaminated.

18) Insert lubricated tip of catheter into meatus using a slow, even stroke.

a. Tell patient when insertion is about to take place to prepare patient for slight discomfort of entry.

b. Male:  Hold penis at a slight angle towards toes to decrease the angle between penis and bladder.

19) If straight catheterization is desired, advance until urine is flowing.  After the cessation of flow, withdraw catheter with one slow pull in order to provide more comfort than many small pulls.

a. Maintain sterility of catheter's distal end.

b. To insure total evacuation of bladder, make a fist with a hand and firmly press directly over the bladder toward the pubic bone with a kneading motion.

c. Remove excess lubricant and preparation solution.

20) For retention catheterization, advance until urine flow begins.  If an obstruction is met that will not give way to a slight increase in insertion pressure, withdraw catheter and notify the doctor.  Strictures or an enlarged prostate will present themselves as an obstruction.  Excessive pressure can tear the urethra.

21) After urine flow begins, advance the catheter up to the valve stem and inflate the catheter balloon by attaching the pre‑filled syringe to balloon valve and instilling fluid slowly.   The extra few inches will ensure the balloon is in the bladder when it is inflated, thus avoiding urethral rupture.  REMEMBER:  Clamp for 5 minutes after draining 1000cc urine to prevent bladder spasm.

22) Draw catheter back until balloon meets the bladder wall and slight resistance is felt.  Replace foreskin over glans to prevent constriction of glans.

23) Secure catheter with tape.

a. Male:  To abdomen to ensure that the catheter follows the normal curvature of the urethra, reducing the possibility of urethral erosion.

b. Female; To the mid to upper portion of the thigh, anterior surface to minimize to‑and‑fro motion of the catheter and decrease urethral irritation.

24) Always hang drainage bag at bedside below groin level to allow gravity drainage.  Do not allow urine to flow from bag or tube back into bladder as the flow of urine may be contaminated and can cause a UTI.

25) Chart time, catheter size, amount of urine characteristics, i.e. color, sediment, hematuria, etc. in the nurses' notes.

a. Daily catheter care:

i. Catheter care consists of washing the perineal area around the meatus once a day with mild soap and water.  Do not pull on the catheter.

ii. The patient may perform this procedure, if able, and with proper instructions.
b. Irrigation:

i. Intermittent bladder irrigation is only performed upon the order of a physician and requires the use of aseptic technique and sterile solutions.

ii. Continuous bladder irrigation requires the maintenance of a closed irrigation system at all times.
c. Specimen collection:

i. Urine for culture.

1. Cleanse aspirating port of drainage system with an alcohol swab.

2. Aspirate urine from the port using a small gauge needle, e.g. 23g, and a 5cc syringe.

3. DO NOT disconnect catheter from drainage tubing.

4. Place urine in sterile specimen container and transport to lab ASAP.

5. Urine that is left sitting for greater than one hour may have a false positive culture result.

ii. Urine for routine specimens or collection over time.

1. Empty urine from bag prior to collection.

2. Allow the desired amount of urine to accumulate in the bag, or the required amount of time to pass.

3. Collect specimen from drainage spout at bottom of bag.

4. DO NOT collect urine for culture from the drainage bag since this urine may already be contaminated.

5. Obtain a mid‑stream clean catch urine culture, if possible on patients 24 hours after removal of any type of catheter to include one time catheterization.

d. ALWAYS keep the urine collection bag below the level of the bladder.  DO NOT place urine collection bag on the patient’s bed or litter.

e. All excess drainage tubing should be kept on the bed in order to provide proper drainage and prevent reflux of stagnant urine.  Tubing must be kept straight and not kinked.

4‑4.
SUPRAPUBIC CATHETER CARE.

a. Equipment:

i. Closed drainage system, including Foley catheter tubing and bag.

ii. Catheter clamp or preferably 3-way stopcock

iii. Dry sterile dressing and tape if ordered

b. Preparation:

i. Check physician's orders.

ii. Explain purpose of catheter.

iii. Describe procedure for monitoring and clamping suprapubic catheter.

iv. Wash hands.

v. Provide privacy.

c. Procedure:

i. Observe catheter for patency.

1. First 24 hours:  check the catheter every hour to detect possible obstruction.  Urine output should be in excess of 30 ml/hour.

2. Second day:  check the catheter every 8 hours.

3. Third day:  check the catheter when the catheter is unclamped.

ii. Maintain a closed drainage system.  However, the system may be opened for purposes of irrigation or obtaining urine sample.

iii. Observe for signs and symptoms of urinary tract infection (color, odor, presence of sediment).

iv. Keep the dressing dry around site of insertion.   Apply a new dressing every morning and as necessary at other times.

v. Monitor clamping protocol when the physician orders a clamp trial.  Use this protocol or clamp according to physician's orders.

1. Explain the clamping procedure and ask patient to help you monitor the clamping.

2. Instruct patient to notify you if fullness is felt in the bladder during clamping.

3. Clamp the catheter.

4. Empty the drainage bag.  Record urine output on I&O bedside record.

5. Leave clamped until patient feels fullness in bladder.  Ask patient to void normally.

6. Measure the urine and record output on I&O bedside chart.

7. Immediately after patient voids, unclamp catheter and leave unclamped for 5 minutes, collecting the residual urine.

8. Measure the residual urine following unclamping of the catheter and record output on I&O bedside record.

9. Reclamp catheter.

10. Send a urine specimen to laboratory after the first clamping.  Rationale:  To check for the presence of microorganisms.

11. Continue clamping protocol (For the first few days of the clamping procedure, the catheter may be open to drainage from bedtime until 6 in the morning).

12. When the patient's residual urine output is less than 50 ml on two successive checks, notify the physician for removal of the catheter.

13. Apply a Band-Aid or small 2x2 dressing over the insertion site (if ordered by physician).

14. Dispose of the catheter.If the patient is discharged from the hospital with the catheter, provide the following teaching for home care:

a. Instruct the patient to drink one glass of fluid every hour while awake.

b. Instruct patient to follow clamping procedure when awake or as instructed by physician.

c. Instruct the patient to leave the catheter open to the drainage system at night.  (Drainage system must be urinary tubing and bedside bag.  Leg bag will fill too rapidly while patient is asleep increasing the risk of bladder overdistention). 

d. Tell patient to notify physician if dysuria occurs when voiding or if urine becomes cloudy, odorous, or full of sediment.
15. Charting:

a. Time catheter clamped.

b. Length of time clamped.

c. Patient's ability to void spontaneously.

d. Patient's feelings of fullness.

e. Time specimen sent to laboratory.

f. Color, amount, and odor of urine obtained, both voided and from catheter.

g. Volume of residual urine.

h. Presence or absence of urinary incontinence.

4‑5.
GENERAL.

a. Pay careful attention to the culture reports on patients with foley catheters.  If patient exhibits any combination of the following, report to physician prior to patient's discharge.

i. Elevated temperature.

ii. Elevated WBC.

iii. Dysuria.

iv. Incontinence.

v. Colony count greater than 100,000 colonies on the culture.

vi. Colony count for pediatric patients are usually less than 100,000 colonies.

b. Each patient with an indwelling urinary catheter must have his/her own clean emptying container, e.g., disposable urinal.  Do not empty the catheter bags with a common container used between patients, to prevent cross‑contamination.

c. Wear gloves when handling urinary catheters and/or drainage bags.  Always wash hands after removing gloves.

d. Culturing of foley catheter tips is NOT RECOMMENDED.  The catheter tip can become contaminated and provides no diagnostic value.

4‑6.
GUIDELINES.  Guidelines for insertion of catheters on pediatric and geriatric patients are the same as outlined except where noted.

4‑7.
PROCEDURE FOR CATHETERIZATION OF THE NEONATE.

a. Equipment:

i. Sterile gloves

ii. Betadine swabs

iii. Towels for draping

iv. Lubricant (sterile surgilube)

v. No. 5 feeding tube.

b. Insertion

i. Male infant:

1. Restrain infant supine in frog‑leg position.

2. Perform 2 minute scrub.

3. Stabilize shaft of penis in non‑dominant hand, gently retracting prepuce to expose meatus.

4. Using free hand for rest of procedure, cleanse glans three (3) times with antiseptic solution.  Allow to dry.

5. Drape sterile towel across infant's legs.

6. Place wide end of feeding tube into specimen cup.

7. Lubricate the other end of the feeding tube.

8. Move specimen cup and catheter onto drape between  infant's legs.

9. Gently insert catheter through meatus until urine is  seen in the tube.

10. Do not insert more than 10‑15 cm.

11. Apply caudal traction on penile shaft to eliminate kinking of urethra.

12. If resistance is met at external sphincter, hold catheter in place without pressure.

13. Generally, spasm will relax after several minutes, allowing easy passage of catheter, if not, suspect obstruction.

14. If there is phimosis and meatus cannot be visualized, insert catheter through preputial ring in slightly inferior direction.  If there is any question about catheter placement, abandon procedure.

15. If adequate volume, use first 2‑3 cc for UA and second specimen for culture.

16. If catheter is to remain indwelling, connect catheter to a closed sterile system for urine collection, and tape securely to inner thigh.

17. If catheter is used for "in‑out" purposes, gently withdraw catheter when urine flow ceases.

18. Rinse betadine solution off neonate’s skin.
ii. Female infant:
1. Follow steps 1, 2, and 3 above for male infant.

2. Retract labia minora gently with non‑dominant hand

3. Use sterile gauze sponges, or have an assistant retract labia with 2 cotton‑tipped applicators.

4. Use free hand to cleanse area between labia minora three (3) times with antiseptic solution.  Allow to dry.

5. Follow steps e through i as listed above for male infant.

6. Visualize meatus.

a. The most obvious structure is the vaginal introitus.  Urethral meatus lies immediately anterior.

b. Gentle, downward pressure with cotton applicator placed in introitus may expose the meatus better.

7. Insert catheter until urine appears in tube.  Not more than 10 cc in term infant.

8. Follow steps k thru m of male technique.

c. Precautions 

i. Use strict aseptic technique.

ii. Use adequate illumination.

iii. Do not force catheter.  If it does not pass easily, try a smaller catheter.

iv. Insert only as far as necessary to obtain urine.

v. Do not separate labia minora too widely, may tear the fourchette.

vi. Recheck anatomical location of catheter if urine is not obtained in female infants.

4‑8.
CRITERIA FOR MONITORING.

a. Catheter bag below level of bladder.

b. Tubing straight, not kinked.

c. Bag attached to bed, not side rail.

d. Bag is not on floor.

e. System is closed.

f. 
Clean single use container available at bedside to empty bag.

g. Documentation of catheter size, time inserted, and description of urine.

h. Nursing orders for daily foley care.

i. Doctor's order for foley written.

4‑9.
REFERENCES.


a.  Kenner, Lott &Flandermeyer, Comprehensive Neonatal Nursing, 1998.


b.  APIC Text of Infection Control and Epidemiology,  2000.

This side not used.

CHAPTER 5


PART I
INTRAVASCULAR ACCESS

5‑1.
PURPOSE.  To provide guidelines for the insertion and maintenance of various types of intravascular access devices used.  Guidelines include those for the insertion and maintenance of peripheral intravascular devices, fluids, and delivery systems; central venous lines, total parenteral nutrition, peripherally inserted central catheters, and hemodynamic monitoring.  Guidelines are applicable to adult and pediatric patients. 

5‑2.
APPLICABLITY.  These guidelines are applicable to all personnel providing care to patients with any type of vascular access.

5‑3.
INDEX.

a. Part II - Peripheral and Intermittent Intravenous Therapy.

b. Part III - Central Lines.

c. Part IV - Intravascular Pressure Monitoring.

PART II
PERIPHERAL AND INTERMITTENT INTRAVENOUS THERAPY
5-4.
PURPOSE.  To provide guidance for the insertion and maintenance of peripheral intravascular devices, fluids, delivery systems, and the procedure to be followed in the event of a suspected infection.

5-5. PROCEDURE.  

1) IV Insertion

a. Equipment

i. IV solution

ii. IV tubing set, primary (with Buretrol for pediatric patients)

iii. Use of the needleless IV System is the recommended standard.  The procedures for utilizing both IV systems are described in this policy.  The procedures of the traditional IV system are underlined whereas the corresponding procedure in the needleless system is not.

iv. Steel needle or plastic catheter  (NOTE:  Steel needles, e.g., butterfly or scalp vein, are recommended over plastic catheters as they appear to cause less phlebitis.  Plastic catheters should be used when a secure route for vascular access is imperative or when administered drugs may cause severe tissue damage if they infiltrate).

v. Iodophor or alcohol for skin prep.

vi. Tourniquet.

vii. Tape.

viii. IV stand.

ix. Waste container.

x. Sterile dressing (semi‑permeable plastic membrane).

xi. Chux (blue pad).

xii. Gloves.

xiii. Infusion pump. 

xiv. Procedure.

c. Wash hands with antimicrobial soap for at least 30 seconds.

d. Visually inspect IV container for cloudiness or particulate matter.  Check glass bottles for cracks; squeeze plastic bags for air leaks.  DO NOT USE IF STERILITY IS SUSPECT.

e. Connect tubing to solution container using aseptic technique.  Glass bottles require vented tubing; plastic bags require non‑vented tubing.   (NOTE:  Use of extension tubing, especially 3‑way stopcocks is DISCOURAGED.  Frequent manipulation and open stopcocks provide microorganisms direct access to the blood stream.  If 3‑way stopcocks are used, the cap covering the unused port should be a Luer‑Lok cap or taped in place).

f. Fill entire length of tubing with solution and close tubing clamp.  Use Buretrol for Peds and place not more than 2 hours of fluid+10‑20 cc safe margin at one time.

g. Select venipuncture site in an upper extremity.  (NOTE:  The risk of infection with lower extremity cannulation is extremely high.  Cannulae inserted into lower extremities should be removed as soon as venous access in an upper extremity is  established).  For infants, venipuncture site is usually a scalp vein. (Infants/small children will usually require 2 people to start IV).

h. DO NOT SHAVE insertion site.  Remove excess hair by clipping with scissors.

i. Place chux under extremity to protect bed linen.

j. Apply tourniquet and palpate blood vessel (a tourniquet that is too tight will not allow the vein to distend).

k. Cleanse site with prep solution, using friction from center to periphery in a 2" diameter spiral.

i. PREFERRED PREP:  Cleanse site with iodophor, e.g., Betadine.  Allow to dry.  DO NOT remove with alcohol.  The antimicrobial action depends in part on the continued release of free iodine.

ii. ALTERNATE PREP:  Cleanse site vigorously with 70% isopropyl alcohol for AT LEAST ONE MINUTE and allow to air dry (alcohol contact time is the kill factor).

l. After the venipuncture site has been prepped, DO NOT palpate the insertion site unless wearing a sterile glove.

m. Put on gloves.

n. Holding the skin taut, insert the needle/catheter along‑side the vein, bevel up, about 1/2 inch from the site of vein puncture.  Carefully puncture the vein and thread the needle into it.  Observe for blood return.  If blood return is present, continue with procedure.  (NOTE: If no blood return is obtained, manipulate the needle carefully to gain entry into vein.  If unsuccessful, withdraw the needle, obtain new needle, prep skin again, and make another attempt.  DO NOT MAKE REPEATED ATTEMPTS USING THE SAME NEEDLE).

o. If using plastic catheter, withdraw the needle.  (NOTE:  Once the needle has been withdrawn, do not reinsert it into the catheter as it may sever the catheter and cause it to "float" through the circulatory system).

p. Connect filled tubing to needle/catheter hub, release tourniquet, open tubing clamp and adjust flow to appropriate rate of infusion.

q. Secure needle/catheter with small piece of tape (chevron style).  DO NOT place tape directly over venipuncture site unless the tape is sterile.

r. Apply sterile dressing.  Two methods are acceptable.

i. Apply dry, sterile 2x2 gauze pad.  Secure with tape.   Avoid bulky dressing (for adults).  Bulky dressing or arm‑board may be used for pediatric IVs in a peripheral vein for stabilization of the site.

ii. Apply semi‑permeable transparent dressing following manufacturer's guidelines.

s. Anchor tubing securely to patient's extremity.

t. Record date, time of insertion, gauge of needle and initials of person performing venipuncture on a piece of tape and attach to IV dressing.  Record same information in the clinical record.

u. Label IV tubing with appropriate colored label for day, and record date, time, initials on the label.

v. Instruct patient to report signs and symptoms of phlebitis infection or infiltration (pain, burning, redness, swelling, numbness, or fluid/blood seepage).

w. Remove all excess/used supplies and equipment from the patent's room.  Dispose of needles and syringes into plastic sharps container, trash into the wastebasket.

x. Place infusion pump on all IVs on pediatric patients with alarm ON.

y. Any IV inserted under emergency circumstances where sterile technique may have been compromised, should be considered contaminated and must be removed as soon as possible or at least within 24 hours of insertion.

2)
IV Maintenance

a. Inspect IV insertion sites for evidence of phlebitis, pain, infiltration, leakage, or blockage at least daily and every time a new IV solution container is hung.  If the patient has unexplained fever, pain, or tenderness at the site, remove dressing (if gauze) and visually inspect the site.

b. If IV is a scalp vein or was a difficult placement, check site every hour, otherwise check IV site and amount infused every 2 hours.(PEDS)

c. Change the IV tubing and dressing at the same time the IV site is rotated:  EVERY 72 HOURS.  Change dressing every 24 hours if gauze dressing used or if the dressing becomes damp, loosened or soiled, or when inspection of the site is necessary.  Start the IV at another site BEFORE the old one is removed.  (NOTE:  This procedure should be accomplished as one maneuver to reduce the amount of manipulation of the system).

d. When sites cannot be changed every 72 hours, a physician’s order is required.

(1) Meticulous site care is performed every 72 hours, or more often if indicated.  Palpate site at least once per shift to check for pain.

(2) For pediatrics, unwrap IV completely and check for signs of infiltration or constriction every shift.

(3) Document in the clinical records the reason(s) for not rotating the site, appearance of the site, and the presence or absence of pain DAILY.

e. 500 ml container or smaller (250 ml for pediatric patients) should be used for “to keep open” (TKO) or “keep vein open” (KVO) infusions.

f. Fluid containers must be clearly labeled with patient's name, added medications, and time stripped for easy monitoring of fluid volume infused.

g. Fluid containers must be changed at least every 24 hours.

3) Site Care
a. Remove dressing.

b.   Remove old iodophor with alcohol.

c. Cleanse site thoroughly with iodophor solution.  (NOTE:  Alcohol may be used for iodophor‑sensitive individuals).

d. Allow to dry.  DO NOT remove iodophor with alcohol.

e. Redress with sterile dressing. USE ONLY STERILE TAPE TO COVER IV SITE UNDER DRESSING.  (NOTE:  Site care is to be performed when cannulae are left in longer than 72 hours or when dressing becomes wet or soiled).

f. Record date of dressing change, date of insertion, gauge of device, and initials on piece of tape; attach to dressing.  Record dressing change in the clinical record with observation of site appearance.

4) Administration of IV Piggyback Medications
a. All piggyback medications will be mixed in the pharmacy.

b. In emergency situations, they may be mixed on the unit.

c. Confirm medication order and identify the patient.  Hang medication and clear the tubing of air bubbles and clamp tubing off.

d. Connect the piggyback tubing to the primary line using aseptic technique.

e. Clean the in‑line/interlink injection site connector on the primary tubing with an  alcohol sponge and air dry for at least 30 seconds before inserting the piggyback set needle into the in‑line connector/insert interlink cannula through center of septum.  Engage locking device as applicable. 

f. Lower the primary infusion container to a level lower than the piggyback container, to allow piggyback medication to infuse.

g. Set flow rate for proper infusion period.  Set infusion pump (peds) for proper rate.

h. After infusion of the medication, clamp the piggyback tubing, raise the primary container to its original height and leave the piggyback tubing connected to the primary tubing.  If the piggyback tubing is disconnected from the primary set, the needle/interlink cannula of the piggyback set is considered contaminated and must  be replaced.

i. When ready to administer the next dose, remove the empty bag and replace it with the new one.  Proceed as in (f) and (g) above.

j. When administering more than one medication, and the medications are compatible, follow the procedure outlined in (h) above.

k. When administering incompatible medications, lower the piggyback set WITH THE EMPTY MEDICATION CONTAINER ATTACHED and open the clamp on the secondary set.  Fluid will flow through the tubing into the previously empty medication container and proceed with steps e‑g above.  (NOTE:  Piggyback tubing is changed every 72 hours, the same as primary tubing).

5)
Heparin Locks/Intermittent Access Devices (IAD).
a. Prior to insertion of heparin lock/intermittent access device, clean rubber diaphram/end of interlink injection site with iodophor/alcohol, flush lock with saline and leave saline syringe inserted in the rubber diaphragm/administer normal saline into the interlink injection site.  Prepare enough saline to flush septum after insertion to assure patency.

b. To insert a heparin lock/intermittent access device, perform prep and venipuncture as outlined in paragraph 6-5a, pages 69 - 72, for IVs.
c. To convert an existing indwelling catheter to a heparin lock/ intermittent access device, clean catheter‑tubing injection site with iodophor or alcohol.   Aseptically replace administration tubing with an "Injection cap/Interlink injection site."  Clean injection cap/interlink injection site with iodophor/alcohol, then flush catheter with  2-3cc saline solution while watching patency.

d. Heparin lock sites/intermittent access devices in adults are changed every 72 hours.  Site care is the same as for IVs.

e. Administration of Intermittent Infusions

(1) Cleanse injection port of intermittent infusion device ("Heparin lock")/("Intermittent access device") with alcohol and allow to air dry for at least 30 seconds prior to each entry).

(2) Using a small gauge needle/interlink syringe cannula attached to a syringe containing sterile normal saline solution for injection, enter the injection port and aspirate slightly.  Observe for blood return.  If blood return is noted, inject 2‑3 cc normal saline solution for adults and 0.8cc for pediatrics to assure patency of the device and to clear the device of residual heparin. Withdraw needle and discard into sharps container.  (NOTE:  If no blood return is obtained, or if resistance is met when aspirating or injecting, withdraw needle, remove cannula and establish venous access at another site).

(3) Cleanse port as in e (1) above, and insert needle attached to  filled piggyback tubing/attach interlink lever or threaded lock cannula to piggyback tubing.

(4) Infuse medication as ordered.

(5) At completion of infusion, withdraw needle/disconnect interlink cannula and separate it from the tubing.  Replace the used needle with a sterile, capped needle/interlink cannula with a sterile capped interlink system, and leave tubing connected to IV container. Dispose of used needle in sharps container.

(6) Adults:  Flush heparin lock with 2‑3 cc sterile normal saline solution.  Pediatrics: Flush with 2cc normal saline followed by 2cc of Heparin flush (10 units/cc). Neonates: up to 2 months.  Flush with 1cc preservative-free normal saline, followed by 1/2cc Heparin flush (1 unit/cc)  (Note: Recent studies indicate that a 0.9% solution of normal saline is as effective as heparin flush in maintaining patency of peripheral IV’s.)

(7) Immediately prior to next infusion, replace needle with ANOTHER new sterile needle.  Attach new medication infusion bag, full tubing and proceed as above.  (NOTE:  The use of a small gauge needle decreases damage to the latex port and reduces the chance of leakage).

(8) Intermittent infusions used as secondary administration sets, i.e., IV piggybacks are changed every 72 hours. 

(9) Intermittent infusions used as primary administration sets, are changed every 24hours, i.e., those infusions connected to heparin locks with no continuous IV fluids running.   


6)
IV Infusion Pumps and Controllers
a. One piece administration sets are recommended.  Follow the manufacturer’s guidelines for set‑up and line flushing procedure.

b. IMPORTANT:  Check under site dressing for swelling frequently.  Use of a pump increases the risk of extensive infiltration if a needle or catheter becomes dislodged.

c. All surfaces of the pump must be thoroughly cleaned when soiled, and between patients, using a disinfectant‑detergent or product recommended by the manufacturer.  These infusion devices are easily contaminated with blood, secretions, and bacteria from hands.

7)
If IV‑associated Sepsis is suspected
a. Prior to insertion of heparin lock/intermittent access device, clean rubber diaphram/end of interlink injection site with iodophor/alcohol, flush lock with saline and leave saline syringe inserted in the rubber diaphragm/administer normal saline into the interlink injection site.  Prepare enough saline to flush septum after insertion to assure patency.

b. To insert a heparin lock/intermittent access device, perform prep and venipuncture as outlined in paragraph 6-5a, pages 69 - 72, for IVs.
c. To convert an existing indwelling catheter to a heparin lock/ intermittent access device, clean catheter‑tubing injection site with iodophor or alcohol.   Aseptically replace administration tubing with an "Injection cap/Interlink injection site."  Clean injection cap/interlink injection site with iodophor/alcohol, then flush catheter with  2-3cc saline solution while watching patency.

d. Heparin lock sites/intermittent access devices in adults are changed every 72 hours.  Site care is the same as for IVs.

e. A blood culture should be drawn from the opposite arm after carefully prepping the venipuncture site with iodophor.

f. CRITERIA FOR MONITORING

i. Peripheral IV site not over 72 hours old. (Exception in Peds)

ii. IV tubing not over 72 hours old.

iii. Both site and tubing labeled with date and time of change.

iv. Transparent dressing not over 72 hours old.

v. Nursing orders reflect care of site.
vi. Observation of IV site documented in patient record at least Q shift.
PART III
CENTRAL INTRAVASCULAR LINE INSERTION

(VENOUS AND ARTERIAL)

5‑6.
PROCEDURE.  This procedure applies to all personnel involved in performing or assisting with the insertion of a central intravascular line.

a.
Equipment:  (Some of the below may be in a prepackaged kit)

IV Solution (per doctor's order)
5cc and 10cc syringe

IV tubing
Sterile gloves

14G or 16G intracatheter/Cordis
Chux

4‑0 Nylon suture
Sterile 4x4s

IV Filter (.22 micron) (for TPN)
Folded sheet

Scissors
2" tape

Antimicrobial Soap
Masks

4x4 semi‑permeable dressing 
Infusion controller

Sterile gowns

b.
Explain procedure to patient and provide support.

c.
Set up and organize equipment.  The IV delivery system is maintained as a sterile closed unit to reduce infection.  All connections must be taped if a leur lock is unavailable.

d.
Prepare the patient:



(1)  Remove the clothing from the shoulder or area.



(2)  Remove the bed pillow.



(3)  Place linen protectors under the head and shoulders.



(4)  Clip with scissors any excess hair from the anterior thorax on the side to be used 



for catheter insertion.  DO NOT SHAVE!

e.
Patient positioning:



(1)  For a subclavian line insertion, roll a folded sheet and place it length or crosswise



of the upper spine for hyperextension.  Hyperextension facilitates insertion of the



 needle below the clavicle and into the subclavian vein.



(2)  For other sites place the patient in the required position.

f.
Wash hands for at least two minutes with antimicrobial soap.

g.
Prepare the prep solution of Betadine.  If patient is allergic to iodine, use Hibiclens.

h.
Establish a sterile field IAW Chapter 3 and open sterile supplies.

i.
Open both sets of sterile gloves with aseptic technique.   Put on sterile gloves, gown,


 and mask.  This is an aseptic procedure.

j.
Advise the patient regarding the coldness of the solution.  Using solution of choice to


 prep the skin, start from the planned insertion site at the center and using a circular


 motion, scrub a broad area around the puncture site.  (Physician)

k.
Discard gloves and re‑glove using sterile gloves.  (Physician)

l.
Drape the area with sterile drapes.  (Physician)

m.
For a subclavian line, place the bed in Trendelenburg position if patient can tolerate.


Trendelenburg position increases the venous pressure in the upper thorax thus



 facilitating needle insertion.  The increased pressure also decreases the possibility of


 air embolism.

n.
Inject local anesthesia (physician).  Attach a 5cc syringe to the intracath needle.  Use


continuous aspiration on the syringe to provide a flashback of blood.  When the vein


is entered, advance the catheter to the desired position.

o.
Secure the catheter/Cordis to the skin.  (Physician).   Suturing to the skin reduces


contamination caused by repeated catheter motion in and out at the insertion site.  In 


addition, sutures will secure the catheter if the area becomes moist.

p.
Using gauze dressing:



(1)  Apply one split sterile gauze under and around  catheter and needle cover.  Apply 



the second sterile gauze folded over the first.  When dressing is later removed, the 


top gauze will stick to the tape, and no tension will be put on the catheter.



(2)  Secure the dressing on all sides with a layer of  paper or silk tape, including the 



taped tubing connection.  Paper or silk tape is used as it is usually less irritating to 


the skin.

q.
Using semi‑permeable transparent dressing:



(1)  Apply to include insertion site and all exposed portions of the catheter.



(2)  Do not use ointment under transparent dressing as the ointment will prevent 



adequate adherence to the skin.



(3)  If the transparent dressing cannot be applied to form an occlusive dressing, a 



gauze dressing must be used instead.

r.
Tape a loop of tubing on top of the dressing to prevent any unnecessary tension on the 


catheter.  Do not put tape on the plastic sleeve.

s.
Label the dressing with your initials, date, and time.

t.
Bring the patient up to his most comfortable position in bed and observe further for 


any complications.

u.
A chest x‑ray must be ordered to locate the exact position of the catheter tip before 


hyperalimentation fluids are administered.  (If hyperalimentation fluids are 



administered while the catheter is in a smaller blood vessel such as the jugular or 


mammary vein, severe phlebitis may be produced).  Possible complications are 


hydrothorax, pneumothorax, hemothorax and subclavian artery or vein lacerations.

v.
Reassure the patient and reevaluate his tolerance of the procedure.

w.
The recommended duration of a central line is 72 to 96 hours. However, under some 


circumstances, a patient's clinical condition may necessitate a central line remaining in 

a site for a longer period.  This is acceptable if proper documentation by the physician 


is in the Doctor's Progress Note (SF 509) regarding the circumstances, clinical need 


and the condition of the central line site is accomplished on a daily basis.  At the 


earliest sign of sepsis, the central line site should be changed in conjunction with other 

therapeutic measures.  Changing or removal of a central line is a physician's decision.

5-7.
CENTRAL LINE DRESSING AND TUBING CHANGE.  The dressing over the central line is to be changed with IV tubing change every 48-72 hours, and whenever the catheter is changed.  When there is drainage and/or sign of infection at the site, the dressing is changed every 24 hours.  Aseptic technique is used in handling the IV  tubing and dressing in order to maintain a sterile system.

a.
 Assemble equipment:

Chux
Betadine/Hibiclens or Povidine - 

Mask
Iodine Swabs

IV solution
Sterile scissors

IV tubing
2" tape

IV filter(.22 Micron, if required)
Sterile gloves - 2 pairs

Sterile 4x4s  ‑2 packs
4x4 semi‑permeable dressing


b.
Prepare the patient:



(1)  Position the patient in bed with the head flat or as low as comfortable.



(2)  Remove clothing from the shoulder.



(3)  Place a protector underneath the shoulder.

c.
Wash hands using a 2‑minute wash with an antimicrobial soap 

d.
With a new container of IV solution, assemble IV tubing (and filter) (if required) with 


aseptic technique, being sure to maintain sterility of system with protective ends in 


place on tubing.

e.
Put on mask.

f.
Using an aseptic technique (see Chapter 3), remove the old dressing from the shoulder 


carefully to prevent tension or accidental removal of the catheter.  Observe for leaking 


connections, kinks in the catheter and any change in the catheter site or puffiness of 


fluid infiltration.  Do not touch the catheter site without benefit of sterile gloves.

g.
Change IV tubing:



(1)  
Remove tape from the tubing connection at the catheter hub and loosen to prepare



for tubing change.



(2)  
Remove the used tubing from the catheter hub; quickly and aseptically insert the 



new tubing.  Have the patient perform a Valsalva maneuver to prevent air entering 


the catheter.



(3)  
Unclamp the tubing and regulate the IV flow rate.

h.
Cleanse the catheter site:



(1)  
Aseptically open a package of 4x4 sterile gauze pads, and pour Betadine gauze, or 


use Providine-iodine swabs.



(2)  
With sterile gloves, cleanse from the catheter site out in a circular manner to 



reduce contamination.  Never return to the center with the same gauze.  Use each 



gauze pad individually.  Remove gloves.

i.
Apply sterile dressing:



(1)  
Aseptically open the sterile scissors and the last package of sterile gauze.




(2)  
Put on the second pair of sterile gloves.  The first pair of gloves is contaminated 



in cleansing the site.  Maximum sterility is desired for dressing application.



(3)  
Using sterile scissors, cut one gauze pad half way to center and fit around the 



catheter.





(4)  
Place the second gauze over the first gauze.  When the dressing is later removed, 



the top gauze will stick to the tape and no tension will be put on the catheter.  



Gauze dressings must be changed every 24 hours.



(5)  
Remove gloves.



(6)  
Secure the gauze dressing to skin with paper or silk tape.  The dressing does not 



need to be very large.  To allow for increase in the patient's activity, try to keep 



the tape off the neck and arm.  However, the gauze should be sealed on all edges 



to make the dressing occlusive.

j.
Label dressing with name, date, and time.

k.
Tape a loop of tubing on top of the dressing to prevent any unnecessary tension on the 


catheter.  If the IV tubing is pulled on inadvertently, direct tension on the catheter is 


prevented.

l.
Extra protection from contamination for patients who have draining sites (tracheostomy 


surgery or wound) near the catheter site may be obtained by using a sterile adhesive 


plastic sheet.

m.
Bring the patient to his most comfortable position.   Check and regulate the flow rate 


before leaving the patient.

n.
Document in nurse's notes, dressing change and appearance of the site.

PART IV

INTRAVASCULAR PRESSURE‑MONITORING SYSTEMS

5-9.
PURPOSE.  To provide guidelines for the prevention of infections related to intravascular pressure‑monitoring systems.

5-10.
APPLICABILITY.  These guidelines are applicable to all personnel involved in the care of patients with intravascular pressure‑monitoring systems.  These guidelines include monitoring 

the following systems: Peripheral artery, pulmonary wedge (through Swan‑Ganz catheters) intrauterine and intracranial catheters.

5-11.
GENERAL.


a.
An electronic, direct pressure‑monitoring system consists of a fluid‑filled cannula 


(catheter) with one end designed to be placed in the intravascular space (or body 


cavity) for which the fluid pressure is to be measured and with the other end designed 


to be connected to an electronic pressure transducer.  The transducer converts fluid 


pressure into electronic signals that can be displayed on a monitor.

b.
To assure accurate pressure measurement, the system must periodically be calibrated 


and the cannula and tubing must be kept free of blood clots and other obstructions that 

prevent free transmission of pressure waves.

c.
Cannula and tubing must be flushed to prevent blood clots from forming at the tip of 


the cannula.


d.
A continuous flush system, using a device to deliver a constant flow of several 



milliliters per hour, allows a closed system.

5-12.
Care of Pressure Monitoring Systems (General Infection Control Guidelines).

a.
Keep all components of the pressure monitoring circuit (including calibration devices


and flush solutions) sterile.


b.
Minimize the number of manipulations and entrees into the monitoring system.  Use a 


closed flush system (continuous flush to maintain the patency of the pressure 

monitoring catheters.  Treat stop cocks as a sterile field if used and cover them with a 


cap or syringe when not in use).

c.
Wipe rubber diaphragm with antiseptic (i.e. 70% alcohol) prior to accessing the


 pressure monitoring system.

d.
Do not administer dextrose containing solutions or Parenteral nutrition fluids through


the pressure monitoring circuit.

e.
Do not routinely use pressure monitoring devices to obtain blood samples that do not


require arterial blood.


f.
Sterilize and disinfect reusable transducers IAW manufacturer’s instructions. 


g.
Bacteremia, the most frequent complication, can occur from either contamination of 


fluid and monitoring components external to the skin or from infection of the cannula 


insertion site.

h.
Disposable domes incorporate a thin membrane to separate the fluid space in contact 


with the vascular system from any microorganisms that contaminate the transducer 


head.

5-13.
PROCEDURE.

a.
Indications for use:  Use invasive pressure monitoring used only in clinical situations 


in which information gathered by this technique can clearly influence decisions in 


patient management.

b.
Assemble:



(1)  Pressure‑monitoring systems must be assembled in the simplest arrangement 



possible.  Keep sterile items, including disposable domes and lines, in their sterile 



wrapping until needed.  Do not assemble these items and the transducer hours or 



days before the time of actual need even if this is to prepare for a possible 




emergency.  Most important, never fill system with flush solution and store (since 


even a few microorganisms inadvertently introduced into the solution at the time 



of assembly can rapidly multiply during storage).



(2)  In disposable domes and transducers, leave the space between the transducer head 



and dome membrane dry or, if fluid is required, fill the space with normal saline 



or bacteriostatic water; do not use glucose‑containing solutions since they are 



known to support the growth of many microorganisms.

c.
Flush Solutions:  Flush solutions, i.e., those whose main purpose is to maintain 


patency of the cannula and which infuse very slowly or are given as intermittent 


boluses, should not contain glucose for the reasons stated above.

d.
Handwashing:



(1)  Hospital personnel are to wash their hands before inserting a pressure‑monitoring 



cannula or manipulating a pressure‑monitoring system, such as to draw a blood 



specimen.








(2)  Wear sterile gloves for insertion of central cannulas for pressure monitoring (e.g., 



pulmonary artery and central venous cannulas) and for peripheral cannulas 



requiring a cutdown.

e.
Insertion and maintenance of intravascular pressure‑monitoring systems are similar to


 those recommended for central and intravenous cannulas.



(1)  Scrub the site chosen for cannula insertion with an antiseptic prior to insertion of 



the cannula IAW with procedure on central lines listed in Part III of this chapter.



(2)  Insert central and cutdown cannulas with aseptic technique and sterile equipment.  


Gloves and drapes are required to achieve this objective.



(3)  Secure the cannula to stabilize it at the insertion site.



(4)  Apply a sterile dressing to cover the insertion site.  The dressing, and not tape, 



should cover the wound unless the tape is sterile.



(5)  Record the date of insertion in a place where it can be easily found (the date may 



be recorded in the medical record and, if feasible, on the dressing or tape).



(6)  Evaluate patients with intravascular devices at least daily for evidence of 




cannula‑related complications.  This evaluation includes gentle palpation of the 



insertion site through the intact dressing.  If the patient has an unexplained fever 



or there is pain or tenderness at the insertion site, the remove dressing and inspect 



the site.

f.
Calibration:  During calibration of a pressure‑monitoring system, do not allow to 


contact to occur between the sterile fluid column in the cannula and tubing and 


nonsterile solutions or equipment.

g.
Obtaining Specimens:



(1)  Ideally, pressure‑monitoring systems are maintained as closed systems.  




Stopcocks, if used, must be covered.



(2)  Use arterial pressure‑monitoring systems primarily to monitor blood pressure and 



to obtain specimens for arterial blood‑gas analysis.  Routine blood specimens, if 



they are to be drawn from the arterial line, are drawn at the same time as those for 


blood‑gas analysis, if possible, to keep the number of manipulations to a 




minimum.



(3)  Ensure that all specimens be obtained aseptically. 


h.
Replacing intravascular monitoring systems in patients requiring prolonged 



monitoring:



(1)  Change the container of flush solution every 96 hours.



(2)  Central cannulas for pressure‑monitoring that are inserted through a peripheral 



vein should be removed in 48‑72 hours.  These cannulas may occasionally have to 


be used for longer than 48‑72 hours if another insertion site cannot be found.  The 


proper frequency for changing pressure‑monitoring cannulas inserted through a 



subclavian or jugular approach is not known.



(3)  Intravascular pressure‑monitoring systems should be removed when they are no 



longer medically indicated and promptly discontinued or placed at another site if 



the initial site becomes infected or if the monitoring system is suspected as the 



source of clinical sepsis or bacteremia.




i.
Processing transducers before reuse:



(1)  Disposable components of the pressure‑monitoring system are not to be 




resterilized and reused.



(2)  After use clean reusable transducers and send to CMS for sterilization.
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CHAPTER 6

TRACHEOSTOMY CARE

6‑1.
PURPOSE.  To provide standard guidelines for tracheostomy/local wound care utilizing sterile technique.

6‑2.
APPLICABILITY.  This procedure is applicable to all personnel providing tracheostomy care.

6‑3.
RESPONSIBILITY.

a.
The physician is responsible for tracheostomy (faceplate, outer cannula and trach ties) 


until the first tracheostomy change and tracheostomy is considered established. 

b.
The Head Nurse or Charge Nurse is responsible for personnel supervision and 



adherence to this procedure.

6‑4.
GENERAL GUIDELINES.

a.
Tracheostomy care is always performed using sterile technique.

b.
Sterile gloves are worn for all manipulations of the site.  Mask and safety glasses are 


also worn. (Standard Precautions).
c.
Personnel will observe strict handwashing before and after handling the tracheostomy.

6‑5.
PROCEDURE.

a.
Assemble equipment.  Ventilated patients or patients with respiratory embarrassment 


will have a bag‑mask resuscitator at the bedside.

Equipment:

(1)  Commercial kit ‑ which contains:

Waterproof drape

Towel

Tracheostomy dressing

4x4 gauze sponges

Twill tape



Pipe cleaners



Cotton tip applicators



Cleaning brush



3 compartment tray

(2)  Hydrogen Peroxide

(3)  Sterile water

(4)  Two pair sterile gloves, one pair examination gloves

(5)  Equipment for suctioning


b.
Wash hands for at least 30 seconds with an antimicrobial soap.

c.
Approach, identify, and explain procedure to the patient to decrease patient's anxiety 


level.

d.
Assist patient to position of comfort that exposes tracheostomy and surrounding skin.

e.
Open commercial kit using aseptic technique.  Use towels in kit to drape patient to 


protect linen.

f.
Pre‑oxygenate patient and suction the airway as necessary.  On children, limit 



suctioning to 3 aspirations in one period.


g.
Remove soiled dressing using examination gloves.  Discard gloves and dressing in 


trash receptacle.

h.
Pour hydrogen peroxide and sterile water into separate compartments of tray.

i.
To clean stoma:

(1)  Dampen sterile applicators in hydrogen peroxide.

(2)  Swab secretions from area around tracheostomy.

(3)  Begin at stomal edge and move in a direction away  from the stoma.

(4)  Remove hydrogen peroxide with sterile normal saline.

(5)  Assess stoma site for infection, erosion, and skin breakdown.

(6)  Place precut gauze sponge under tube flanges around stoma.

  j.
Perform the following steps if patient has a double‑walled tracheostomy tube:

(1)  Remove inner cannula and immerse in hydrogen  peroxide.

(2)  Suction outer cannula, if necessary.

(3)  Using tracheostomy adapter, reconnect  ventilator or oxygen source to outer 



cannula.

 

(4)  Put on sterile gloves.

(5)  Use cleaning brush and pipe cleaner to clean inner cannula.

(6)  Rinse inner cannula in sterile water.

(7)  Use sterile applicators soaked in hydrogen peroxide and water to clean exposed 



outer cannula.

(8)  Reinsert inner cannula into tracheostomy, making certain that locking mechanism 



is engaged, and reconnect ventilator or oxygen source.

k.
Change tracheostomy ties if soiled; apply and secure ties before removing old ones.  


NOTE: For children, elderly, or confused patients, two people should change ties, 


especially if patient is uncooperative.  Ties should fit snugly against skin, but should 


be loose enough to allow 1‑2 fingers to be slipped beneath them.  A tracheostomy tube 

that is untied, no matter how briefly, is in danger of being coughed or pulled out.  Ties 


that are too tight cause patient discomfort; ties that are too loose allow the cannula to 


slide too freely within the trachea and can cause mucosal damage.

l.
Apply new tracheostomy dressing using aseptic technique.

m.  Tracheostomy care is performed every 4‑8 hours, or as per physician's order, for 


patients with new tracheostomies, copious secretions or a tracheostomy wound 



infection.  Patients with minimal secretions and a well‑healed tracheostomy incision 


should have tracheostomy care every 24 hours.

6‑6.
ADDITIONAL CONSIDERATIONS/CARE.

a.
Assess for proper cuff inflation, leaks, and rupture.

b.
Suction airway as needed, noting color, odor, consistency, and amount of secretions.  


Always suction prior to cuff deflation.

c.
Place a skin barrier such as a transparent dressing or Stoma adhesive skin protector 


around the stoma should skin breakdown occur.

d.
Limit movement of the tracheostomy tube to avoid irritation.

e.
Tie tapes at the side of the neck and change position of the knot at each tape change.

f.
Obtain specimen for sputum culture if patient develops fever, or tracheal secretions are 

green, yellow, etc. and have a foul smell.

g.
Perform oral care at least every 8 hours or more often if needed.

h.
Keep obturator and extra tracheostomy tube of the same size as being used by the 


patient at the bedside.

i.
Tracheostomy dressings should be made of a non‑shredding gauze pad.  Do not cut 


gauze in an attempt to make a tracheostomy dressing, as fraying of the gauze may lead 

to aspiration of loose strings.

j.
Provide patient with an alternative means of communication.

k.
Children with tracheostomies require:

 

(1)  Continuous nursing attendance.

(2)  Regularly monitored vital signs.

(3)  Assessment of patency of tube.

(4)  Close observation for signs of respiratory distress and complications.

6‑7.
DOCUMENTATION.

a.
Tracheostomy care, cuff management, and stoma assessment.

b.
Suctioning frequency and results.

c.
Color, odor, consistency, and amount of secretions.

d.
Patient's tolerance of procedures.

6‑8.
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CHAPTER 7

Part I
SUCTIONING

7‑1.
PURPOSE.  To provide standard procedures for suctioning techniques.  Techniques include oral, endotracheal, tracheobronchial and nasotracheal for adults and children. (see Part II for procedures for infants and small children).

7‑2.  APPLICABILITY.  This procedure is applicable to all personnel providing oral and tracheal suctioning.

7‑3.
GENERAL GUIDELINES.

a.
All tracheal suctioning is performed aseptically.  Use sterile catheters with sterile 


saline for flushing catheters.


b.
Always use a sterile catheter for entry into the trachea and change after each use.  
c.
Wash hands before and after each suctioning procedure.  Wear sterile gloves and wear 


safety glasses and mask, as there is the possibility of splattering with secretions.

d.
If large bottles of saline are used, date and time when opened and discard after 24 


hours.  When not in use, bottle is to remain capped.

e.
Use small, sterile container to hold saline for suctioning and discard container and 


saline after each suctioning procedure is completed.


f.
Change suction collection canisters and tubing between patients.  When not in use, the 

collection tubing will be suspended so as to prevent environmental contamination.



g.
Suction collection devices will be discarded into regulated medical waste containers. 


Any re-usable collection devices will be emptied carefully into hoppers/sanitary sinks 


(not handwashing sinks).  Personnel emptying containers will wear appropriate PPE as 

indicated by the amount and the situation, i.e., gown, gloves, face shields, etc. One 


ounce of chlorinated absorbent beads can be used to solidify the contents of large 


volume containers to prevent leakage.  Discard into regulated medical waste container.


h.
Permanently sealed containers will not be opened, but placed directly into



regulated medical waste containers.


g.
If portable suction is used, check exhaust filter suction apparatus to minimize 



aerosolization of microorganisms.  Ensure that it is dry, intact, and not discolored.

7‑4.
PROCEDURE.  This procedure describes suctioning for a patient with a tracheostomy or endotracheal tube.  Oral and nasal/pharyngeal suctioning is done in the same manner.

a.
Assemble equipment.  Equipment:

(1)  Functional Suction Source.

(2)  Commercial Suctioning Kits containing:

2 Sterile gloves

      Sterile Suction Catheters, (sizes 12‑14 for children ages 4‑12 depending on size)
transparent, multiple holes

Sterile water or saline in single use cup

(3)  Sterile Saline, 2‑5cc to instill into trachea.

b.
Wash hands.

c.
Approach, identify, and explain procedure to patient to decrease patient's anxiety 


level.

d.
Since suctioning can cause trauma to the trachea and cause discomfort, the patient's 


need for suctioning should be assessed prior to initiating tracheobronchial suctioning.

e.
Prepare patient by raising head of bed to high or semi‑Fowlers position, unless 



contraindicated by the patient's orders or condition.

f.
Turn on suction.

g.
Pre‑oxygenate patient with a supplemental oxygen source (via mask, ambu bag or 


mechanical ventilator) that will provide 80‑100 percent oxygen for one full minute or 


at least five deep breaths prior to suctioning.  Arterial oxygen tensions are decreased 


due to suctioning, thus decreasing oxygen blood levels.  Consult with physician for 


specific amount of oxygen if patient has COPD or Pickwickian Syndrome.

h.
Test suction source for proper functioning and setting.  Use no more than 120mm Hg 


for an adult, 80‑100 for a child, and 60‑80 for an infant.

i.
Connect suction catheter to suction tubing.  Maintain sterility of catheter.

j.
Put on sterile gloves and use "clean hand/dirty hand" technique to suction.  Handle 


suction catheter with "clean hand" only.

k.
Remove any devices that are connected to tracheostomy or endotracheal tube with 


"dirty hand".

l.
Insert sterile catheter as far as possible with minimum amount of pressure used and 


without suction on insertion.

m.
Suction only on withdrawal of catheter using a circular motion and continuous suction.  

Do not apply suction or suction patient for longer than 10‑12 seconds.

n.
Several "passes" may be made with the same catheter for a single orifice (trach, E.T. 


tube, mouth, or nose).  Separate sterile catheters are to be used when suctioning 


multiple orifices.

o.
Use sterile saline in a cup to clear suction tubing or secretions, and discard after one 


time only.

p.
If patient's secretions are minimal or thick, maintaining sterility, irrigate the trachea 


with a 2‑5 cc of sterile normal saline.  To obtain a specimen, suction with a sterile 


suction catheter with a mucous specimen trap between suction catheter and suction 


source tubing.

q.
Post‑oxygenate for 3‑5 respirations immediately following procedure.

r.
Auscultate lungs after suctioning and chart findings; amount, color and consistency.

s.
Empty suction source bottles every 8 hours and as necessary.

7‑5.
REFERENCES.
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Part II

SUCTIONING FOR INFANTS & SMALL CHILDREN

7‑6.
PURPOSE.  To provide guidelines for suctioning techniques; endotracheal, oropharyngeal (to include both bulb and delee), nasopharyngeal, and tracheal.

7‑7.
SCOPE.  This SOP applies to all personnel performing endotracheal suctioning on infants and small children.

7‑8.
GENERAL GUIDELINES (see paragraph 9‑3 at the beginning of this chapter).

7‑9.
PROCEDURE (Endotracheal).

a.
Assemble Equipment:

(1)  Sterile gloves

(2)  Sterile suction catheters (according to the size of the endotracheal tube, as 




applicable).

Size 5‑6 suction catheters for 3.0‑3.5mm ET (premature)

Size 6‑8 suction catheters for 3.5‑4.0mm ET (NB‑6mos)

Size 8‑10 suction catheters for 4.0‑4.5mm ET (18mos)

Size 10 suction catheters for 5.0‑5.5mm ET (24mos)

Size 10‑12 suction catheters for 5.5‑6mm ET (2‑4 yrs)

(3)  Sterile saline/water

(4)  Suction apparatus‑negative pressure source

(5)  Ambu bag/mask/oxygen/manometer

b.
Position cardiac monitor and pulse oximeter for easy visibility.  Insure all equipment 


available and assembled.  Auscultate breath sounds bilaterally.

c.
Turn on suction apparatus and set between 60 and 80mm Hg pressure.

d.
Wash hands.

e.
Open suction catheter and attach to suction tubing.

f.
Leave tip of catheter in package until ready to suction.

g.
Open sterile gloves.

h.
Hyperventilate patient with 4‑8 breaths at the same oxygen concentrations prior to 


suctioning.  (***Increase the Fi02 if clinically indicated using the pulse oximeter).

i.
Reconnect to ventilator and hyperinflate between each suctioning pass or hand bag 


with ambu bag at percentage infant is ordered.

j.
Instill 0.25‑0.5 of normal saline into endotracheal tube and reconnect patient to 


ventilator.  (Amount of saline instilled varies with size of patient, how instillation is 


tolerated and the amount/thickness of secretions.

k.
Glove both hands.  Keep one hand sterile at all times.

l.
Remove sterile catheter from the package, using the sterile gloves, and ensure that 


catheter remains sterile.

m.
Disconnect patient from ventilator, using the non‑dominant gloved hand.  NOTE ‑ this 

hand is no longer sterile.

n.
Suctioning:

(1)  Moisten tip of suction catheter with sterile water. (Suction pressure is less than 



80mm Hg).

(2)  Thread suction catheter GENTLY down tube prescribed length. (Do not insert 



catheter as far as it will go or until cough reflex occurs).  Thread catheter 



without applying any suction.  Once catheter is in place, pull catheter back 1‑1.5 



cm to prevent suctioning bronchial mucosa.

(3)  Apply suction (with the unsterile hand) as the catheter is removed (with the sterile 



hand).

(4)  Rotate catheter while withdrawing.  Disconnect from ventilator for a maximum of 



10 seconds for each suction pass of the catheter.  (NOTE:  Utilize two persons to 



suction on unstable infants and infants on Pavulon to minimize time off the 



ventilator).

(5)  Reconnect patient to the ventilator for several breaths between each pass of 



suctioning, or hand bag with ambu bag to hyperinflate the lungs.

(6)  Perform suctioning with the head midline as the suctioning is used only to clear 



ETT airway and not bronchial tree; Perform only as necessary to maintain a clear 



and patent  airway.

(7)  Auscultate breath sounds to ensure that tube has not become mal‑postioned into 



mainstem bronchus or esophagus and to note effectiveness of suctioning as well 



as tolerance of suctioning.

(8)  Notify physician immediately of any of the following signs of extubation: 




unilateral or absent breath sounds.  Bag with mask until reintubation.

(9)  Document in nursing notes: color, amount and consistency of the secretions and 



how procedure tolerated.

(10)  Check the ventilator or oxyhood settings to ensure oxygen concentration has 



  been reset to proper setting prior to suctioning.  Utilize the pulse oximeter to 



  decrease oxygen to original settings. 

(11)  Suction as ordered by the physician.

7‑10.
PROCEDURE.  (Oral‑pharyngeal Suctioning)

a.
Bulb syringe

(1)  Maintain control of the infant's head throughout the procedure.

(2)  Compress the infant's cheeks if the infant does not spontaneously open his mouth.

(3)  Compress the bulb portion of the bulb syringe.

(4)  Insert end of bulb syringe into sides of mouth.

(5)  Release pressure on bulb and evacuate mucous from syringe by compressing bulb.

(6)  Repeat procedure as necessary.

b.
DeLee suctioning

(1)  Maintain control of infant's head throughout the procedure.

(2)  Place the catheter end of the DeLee into the infant's mouth; the other end of the 



DeLee should be hooked to portable or wall suction.  NEVER delee suction using 



mouth due to the possibility of mucous membrane exposure.

(3)  Rotate catheter between index finger and thumb and suction as the catheter is 



withdrawn.

(4)  Repeat the procedure as necessary allowing a recovery period for the infant if 



needed.

(5)  NOTE:  Bradycardia can result from vagal stimulation caused by deep 




oropharyngeal suctioning or hypoxia.





c.
Catheter Using Wall or Portable Suction

(1)  Maintain control of the infant's head throughout the procedure.

(2)  Connect the appropriate size whistle tip catheter to the suction source.

(3)  Insert catheter into mouth

(4)  Suction as the catheter is withdrawn and rotate the catheter.

(5)  Repeat procedure as necessary remembering that bradycardia may be caused by 



vagal stimulation or hypoxia.

(6)  Allow period of recovery between suctioning.

d.
Naso‑pharyngeal.  The procedures outlined above can be repeated for naso pharyngeal 

suctioning after normal saline nose drops are instilled in one nostril at a time to 


lubricate the nasal passage.

e.
Tracheal ‑ see guidelines for endotracheal suctioning.

7‑11.
REFERENCES.

a.
Harvard Medical School, Manual of Neonatal Care. Little Brown & Co., USA, 1998

b.
Merenstein & Gardner, Handbook of Neonatal Intensive Care, 3rd Edition1993.

      
c.
Kenner, Lott &Flandermeyer, Comprehensive Neonatal Nursing, 1998.
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CHAPTER 8

COLLECTION AND HANDLING OF LABORATORY CULTURES

8‑1.
PURPOSE.  To establish procedures for collection and handling of clinical specimens obtained for microbiological examination.

8‑2.
APPLICABILITY.  This procedure guide applies to all personnel assigned or attached to the FST.

8‑3.
RESPONSIBILITIES.  Cultures will be obtained when ordered by a physician.  Any registered nurse may, without an order, culture if an infection is suspected.  Hands will be washed in accordance with Chapter 4, of this guide, before and after collecting specimens.

8‑4.
GENERAL.


a.
Most bacteria fall into one of two general categories; aerobic and anaerobic bacteria.



(1)  Aerobic bacteria require free oxygen for their survival and multiplication.



(2)  Anaerobic bacteria thrive in warm moist body environments where little or no free 


oxygen exists.


b.
Collection, care and delivery of specimens to the laboratory constitute a very 



important aspect of patient care.  A patient's treatment depends upon laboratory results 

and a poorly collected or transported specimen will not provide clinically relevant 


results.

8‑5.
PROCEDURE.


a.
Specimen management and transportation procedures are:



(1)  Generally, specimens are collected prior to the initiation of antimicrobial therapy.



(2)  Specimens submitted to the laboratory more than one hour following collection 



may be irreversibly compromised and may  need to be re-collected.  For 




specimens delayed for long periods of time (over 4 hours) notify supervisor of 



Microbiology or Shift Leader:



(a)  
Repeat culture if antibiotic therapy has not been initiated.



(b)  
Give notification to Microbiology staff of the delay, so that this information 



maybe used in the interpretation of the culture.



(3)  Swab specimens are to be placed immediately into transport media and the ampule 


in the culturette must be crushed.



(4)  Specimens are not to be collected and transported in preservative or antimicrobial 



solutions.



(5)  Specimens for anaerobic culture must be submitted in a Port‑a‑Cult and 




transported to the laboratory immediately.



(6)  Aspirates, body fluids and tissues are preferred over swabs.  Specimens received 



on swabs/culturettes will be cultured only.


b.
Specimens of any type must be collected and handled with aseptic technique.  Sources 


of contamination include the patient’s skin, personnel's hands, bed linen, unsterile 


instruments, etc.


c.
Use only sterile specimen containers (except for stool specimens).


d.
Specimen containers must have tight‑fitting lids or caps to prevent contamination of 


the specimen and/or the container.  Any contamination on the outside of container 


must be cleaned, and the container placed inside a closed specimen transport bag.


e.
Time and temperature are two very important influences on the growth of 



microorganisms in any type of specimen.  Immediate transportation to the 



microbiology laboratory is necessary.


f.
Use a separate slip for each culture request.  Always give the microbiology laboratory 


all the data it will need.  The culture requisition slip should contain:



(1)  patient's name



(2)  family member prefix, sponsor social security number and/or hospital number



(3)  requesting UCA code



(4)  antibiotic therapy (if already begun)



(5)  requesting physician's name



(6)  source of specimen (SPECIFIC SITE)*



(7)  date and time of specimen collection



(8)  clinical diagnosis                                    



(9)  date of birth and sex of patient      



(10) tests requested



* SPECIFIC SITE of culture must be noted to assure proper handling of the specimen.


g.
Label the specimen container itself with the patient’s name, SSAN, and source of 


specimen.  DO NOT label the lid or cover of the container.

8‑6.
PROCEDURE.  SPECIFIC TYPES OF CULTURES.


a.
Blood Culture:



(1)  Blood cultures are collected whenever there is a reason to suspect clinically 



significant bacteremia.  Blood cultures are collected prior to initiation of antibiotic 


therapy.  If one is looking for the cause of unexplained shock, or suspects 




bacterial endocarditis, three blood samples taken from five minutes to a half hour 



apart are drawn before antibiotic therapy is begun.



(2) The physician will order the number of "sets" of blood cultures to be drawn.  One 



"set” consists of one aerobic bottle and one anaerobic bottle.



(3)  A separate venipuncture is required for each set of blood cultures submitted.  DO 



NOT inoculate more than one set of bottles with blood obtained from a single 



venipuncture.



(4)  Adhere strictly to the following procedures to avoid contaminated blood cultures:



(a)  Wash hands thoroughly.



(b)  Check bottles for outdates.



(c)  Identify vein, disinfect skin with povidone‑iodine using a circular motion starting 



at the puncture site.  Allow to dry.



(d)  If patient is Iodine sensitive disinfect skin with alcohol swabs for one minute. 



Apply in a circular motion starting at the puncture site.  Allow to dry.



(e)  
Prepare the top of the bottle with isopropyl alcohol.  DO NOT "prep" top of bottle 


with povidone‑iodine.



(f)  
Label each bottle before drawing the sample.



(g)  
Perform venipuncture (IAW Infection Control Procedure Guide [ICPG] Chapter



 5, page 5-3) and obtain blood specimen.



(h)  IT IS NOT NECESSARY TO CHANGE NEEDLES to inoculate blood culture 



bottles, as long as needle does not become contaminated.



(i)  Do not expel air from the syringe and needle.  If air is in syringe, take that into 



account in estimate volume withdraw.



(j)  Aseptically inject blood in the anaerobic bottle and  then inject blood into the 



aerobic bottle.  Use 5-10 ml blood to each Bact-Alert bottle with adult patients 



and 0.5-4 ml blood to the low volume Ped-Bact Alert.



(k)  DO NOT touch solution in the bottle with needle.



(l)  Mix blood and media well to avoid clotting.



(m)  Ensure that each bottle is correctly labeled with bacteriology slip  and name on 



bottle and transport immediately to the microbiology laboratory.



(n)  DO NOT refrigerate bottles.  Temperature sensitive organisms will be affected.



(o)  Discard needles and syringes used for injecting blood into the bottles into 




"SHARPS" container.


b.
Viral Cultures:  Special media and techniques are required for viral cultures; a viral 


culturette is available.   Physicians not familiar with viral culture procedure should  


consult with the Chief, Microbiology Laboratory before ordering these tests.


c.
AFB Cultures:  Cultures from patients with or  suspected of having Tuberculosis 


MUST be handled with “Standard Precautions”.  Lab personnel will open all 



specimens under hood.


d.
Procedures for handling of cultures for the pediatric  patient are essentially the same as 

for the adult.  For  collection procedures see ICPG Chapter 19 "Drawing Blood From 


the  Pediatric Patient", as well as unit SOPs in the Pediatric Clinic,  Ward, and 



Transition Nursery.


e.
Procedures for obtaining cultures from other sites are outlined in the following Table I. 


f.
Specific procedures for collection of other types of specimens, turn‑around‑times, 


normal flora, administrative  information, etc., refer to Laboratory Submission 



Manual.

8‑7.
REFERENCES.


a.
APIC Text of  Infection Control and Epidemiology:, 2000. 

b.
Bloodborne Pathogen Standard, Rules and Regulations:  Federal Register; 6 December 1991.


c.
DACH Laboratory Specimen Submission, 2000.


d.
Guidelines for Preventing Transmission of Tuberculosis in Health Care Settings, Federal Register; October 1993. 


e.
Occupational Exposure to Bloodborne Pathogens; Needlesticks and Other Sharps Injuries; Final Rule, January 18, 2001.

TABLE 8-1

COLLECTION OF SPECIMENS FOR MICROBIOLOGICAL CULTURE

	SITE  OR SPECIMEN
	PREPARATION
	TYPE,  NUMBER, OR VOLUME
	CONTAINER OR TRANSPORT DEVICE
	TECHNIQUE
	COMMENTS

	BLOOD

(peripheral)

AFB FUNGUS
	Cleanse skin with 70% alcohol followed by 2% tincture of iodine (an iodophor may be substituted).

Same as above


	Adults 5-10ml; Pediatric 0.5-4 ml, 3 specimens at least 1 hour apart in 24 hours for bacterial endocarditis; 4-6 in a 48 hour period may be necessary for intermittent bacteremias

Adult 10 ml
	Bact. Alert Aerobic bottle (gray top)

Bact.Alert Anaerobic bottle (purple top)

Pedi-Bact.Alert Aerobic bottle (blue top)

Wampole Isolator Tube*
	Sterile venipuncture into syringe or directly into collection tune; catheters and cannulas should not be used.

Sterile, inject into Wampole Isolator Tube
	Incubate immediately.  Do not refrigerate.

Use a form 554 for AFB submission

	BODY FLUIDS

(other than CSF)

Ascites

Joint Cavity

Pericardial

Pleural

Cerebrospinal fluid (CSF)

CSF (Wellcogen Directogen)
	Surgical Skin 

preparation and sterile instruments

Use sterile technique, prepare skin as for blood culture, drape with sterile linen, collect fluid for bacteriology first
	Fluid is preferable to swabs

0.5 ml

0.5 ml

0.5-3 ml for bacteria, 2 ml for fungi and mycobacteria

1ml, clear CSF
	Sterile tube or container, capped syringe

Sterile screwtop tube, leakproof
	Sterile aspiration with syringe; ascites fluid may be quite proteinaceous or clot

Sterile lumbar puncture by physician Ventricular or suboccipital tap.  Will collect 3-4 tubes (cell count and biochemical analysis)
	To lab within 1 hour.  Do not add fluids which may precipitate protein and interfere with cell count

Send to lab immediately.  Do not refrigerate.  Gram stain done routinely.  India Ink will be performed upon request.

	CATHETERS

Vascular cannulae, CVP lines, umbilical or IV catheters
	Cleanse skin, cut with sterile scissors
	for 50-75mm catheter, one segment 50mm long; for 200-600 mm catheter, two segments 50mm long (one form skin surface, one from within ssel)
	Sterile tube or container
	Cut aseptically just inside skin interface
	

	SITE  OR SPECIMEN 
	PREPARATION

	TYPE,  NUMBER, OR VOLUME 
	CONTAINER OR TRANSPORT DEVICE
	TECHNIQUE

	COMMENTS

	EAR

Middle

Eternal
	Cleanse external canal with mild antiseptic

Same
	Most often swab; if available fluid preferred

Swab, scrape, or fluid aspiration
	Sterile tube; transport media for swabs; cupped syringe capped

Same
	Collect through sterile funnel from ear drum or beyond

Take specimen from active area, preferably including fresh secretions from deeper areas
	Indicated for otitis media

	EYE

Internal

External

Chlamydia (Gen-Probe)
	Surgery

Swab should be taken before topical anesthetics.  Corneal scrapings often require topical anesthetics. Cleanse around eye with mild antiseptics; use sterile cotton and saline to remove cosmetic and ointment.

Use sterile dacron swab to clean area
	Specimen must be of sufficient size to recover small number of organisms; culturette or aspirate fluid

Moisten swab used in most cases.  For viral and chlamydial infections, corneal scrapings may also be necessary.
	Sterile tube

Moist sterile swabs e.g., Culturettes  Alcohol cleansed glass slides for scrapings (make 2) sterile tube for scrapings(e.g., fungi)

Gen-Probe collection kit
	Surgical technique; label left (OS) or right (OD) eye

Pass moistened swab over lower conjunctive.  Avoid eyelashes and lid margin contaminated for scrapings, use platinum spatula

Swab lower then upper conjunctive 2-3 times
	As quantity is small and specimen is hard to get, rapid transport and care in handling are critical.

Scrapings should be done by an ophthalmologist.

Use urethral/ conjunctive swab. Snap off at score line. Store at room temp



	SITE  OR SPECIMEN 
	PREPARATION

	TYPE,  NUMBER, OR VOLUME
	CONTAINER OR TRANSPORT DEVICE
	TECHNIQUE

	COMMENTS

	GENITAL TRACT

FEMALE

Strep

Cervix

Urethra
	Use speculum premoistened with water - no lubricant.  

Wipe clean of vaginal secretion and mucus

Wipe dry with gauze
	Insert swab into cervical os; take 2 swabs

Swab urethral secretions or discharge
	Culturette only for Beta Strep

Jembec plate inoculated, at bedside for GC only.  Do not refrigerate.

Culturette or aspirate only (all organisms

Swab transport media (Jembec for GC)
	Compress cervix with speculum.  Use rotating  motion with swab.  Obtain exudate from endocervical glands

Collect 1h or more after voiding.  Collect discharge 
	

	URINE

Clean catch (midstream)

Infant or small children

Catheterized (or ileal loop)

Bladder urine (suprapubic or cystoscopic)
	Instruct patient.  Cleanse perineal area.  Hospitalized females may require assistance of nursing personnel.

Clean as above

Clamp drainage tubing.  Cleanse tubing with alcohol.

Cleanse skin prior to aspiration.  Indicated in patients with clinical evidence of UTI in whom colony counts in clean catch urines are low (indeterminate); neonates, young infants, suspected anaerobic infection.
	Collect 10-20 ml of midflow.  Two consecutive urines may be needed for females

1 ml for bacteria, more for fungi and mycobacteria

1 ml urine minimum

1 ml urine minimum
	Sterile screw-capped container

Sterile bag

Sterile container

Sterile container (see anaerobic cultures)


	Clean genital area.  Void 20-25 ml, then collect without stopping the stream

Place sterile bag over labia or penis.  After 30 min. check for urine- if none, reclean and attach new bag.

Aspirate through port with syringe 10-20 ml.  Special devices for obtaining uncontaminated ileal loop cultures

Collected by physician by needle aspiration or cystoscopy
	Early morning specimens best.  Must be plated within 2 hours.  May be refrigerated up to 24 hours.

Suprapubic aspiration may be necessary

Suprapubic aspiration may be necessary

Same as above



	SITE  OR SPECIMEN 
	PREPARATION

	TYPE,  NUMBER, OR VOLUME


	CONTAINER OR TRANSPORT DEVICE
	TECHNIQUE

	COMMENTS


	INTESTINAL

Feces C. Difficile

Stool for enteric pathogens

Ova and parasites
	Freshly passed stool

Fresh stool (acute cases)

Fresh stool.  May require saline purge.  Active cases may have only trophozoitic forms which die quickly outside the body.  Send to lab immediately or use a preservative
	0.5 gm stool

At least 1g.  Three specimens (rectal swab may be used for certain pathogens)

3 specimens desirable 2-10 days apart
	Sterile container with tight cover.  Very liquid stools in a plastic or glass container.

Para-Pak Fecal Collection Kit 6550-01-082-9975
	If collected in sterile bedpan, do not contaminate with urine, residual soap or disinfectants.

Instructions for preserving the specimen are in the Kit.
	Sterile container

To lab within 1 h; if delayed, use buffered glycerol-transport medium. Do not refrigerate



	RECTAL SWAB

GASTRIC LAVAGE 

(for tuberculosis)

ROTAVIRUS/ADENOVIRUS
	........................

..........................

Freshly passed stool
	3 specimen

Usually 3 specimens

0.5 - 1.0 ml
	Culturette

Sterile container
	Pass swab beyond anal sphincter, carefully rotate (or of lesions of the wall by sigmoidoscopy)

.........................
	Not useful for carriers.  Not acceptable for ova and parasites

Use should be restricted to children <7 years old and adults who cannot produce sputum.  If tap water is used, smears should not be done because acid-fast tap water organisms may be present producing false-positive results.  If lavage is used, sterile water may reduce potential false positive smears.

Sterile container




	SITE  OR SPECIMEN
	PREPARATION

	TYPE,  NUMBER, OR VOLUME


	CONTAINER OR TRANSPORT DEVICE
	TECHNIQUE

	COMMENTS


	RESPIRATORY TRACT

Throat/pharynx

Isolates

Nasopharynx

Bronchoscopy

Expectorated**

sputum (AFB)

Tracheal Aspirate

Transtracheal Aspirate

RSV
	...........................

............................

...........................

May require induction by nebulizer, hydration, physiotherapy, or postural drainage; may require patient to brush teeth and rise before specimen is taken

Aseptic technique

Cleanse skin then anesthetize


	Swab

Flexible nasopharyngeal 

Brushings, transbronchial biopsies, secretions

Sputum (not saliva)

Sputum

3-5 ml

Nasopharyngeal washes or aspirates >1 ml
	Swab with transport media

Flexible nasopharyngeal swab with transport media

Sterile container

Deep cough sputum

Sterile container

Sterile container (see anaerobic cultures)


	Swab areas of exudation, membrane formation or inflammation.

Pass through into nasopharynx, rotate and remove.

Aspirated through inner chamber of bronchoscope.  Collected by physician.

Best taken under supervision to help induce deep cough.  Teach cough control to tuberculosis patients.

Use sterile suction catheter to aspirate from tracheotomy or endotracheal tubes

Performed by physician.  Needle inserted into trachea, small sterile catheter is passed and exudate


	Group A Strep only.  Must notify lab if other requested, (e.g., GC, pertussis)

Most useful for B. Pertussis.  Media available from lab.

Some contamination with oropharyngeal organisms during instrument passage.

Screen by Gram stains prior to culture.  May be refrigerated.  Use particulate or HEPA filter respirator for personnel

May be refrigerated

Process immediately.  Should be given high priority in transport and process

Calcium alginate swabs cannot be used




	SITE  OR SPECIMEN
	PREPARA-TION
	TYPE,  NUMBER, OR VOLUME
	CONTAINER OR TRANSPORT DEVICE
	TECHNIQUE
	COMMENTS

	SKIN

Superficial Wound

Extensive burn or decubitis

***Deep wound

*** Deep closed abscess

***Cellulitis


	Cleanse with antiseptic to remove debris (superficial organisms); sterile water or sterile saline will not interfere with culture results.  Dry with sterile gauze.

Cleanse wound surface with antiseptic

Cleanse surrounding skin with antiseptic

Cleanse with antiseptic

Cleanse with antiseptic


	Pus, biopsy

For quantitative or culture, need 3-4 mm dermal punch (1g of tissue)

Pus, fluid >/= 1ml if possible

1ml if possible

Pus, fluid
	Aspirate or culturette sterile container

Sterile container

Capped syringe or squab with transport media

Capped syringe or anaerobic container

Syringe
	Swab or culturette deep or active areas, not lesion surface.

Punch biopsy preferred

Aspirate directly into syringe

Aspirate directly

into syringe

Aspirate directly into syringe; if no fluid, instill sterile saline and aspirate saline
	Not acceptable for anaerobic cultures.

...........................

...........................

See anaerobic cultures

............................



	ANAEROBIC CULTURE

Body fluids, secretions, pus (nasal  sinus, abscess etc.)

Respiratory tract

Tissue

H. pylori
	Cleanse skin

Transtracheal aspiration, pleural or empyema fluid only

Surgery
	1ml, if possible

1ml, if possible

1-3cm, if possible

7ml  tiger top tube
	Capped syringe, porta-vial, or porta tube

Porta-tube

Anaerobic container (porta-tube)
	Aspirate without air, leave needle on, cover with plastic sleeve or with rubber stopper.

Collected by a physician

Put in gassed-out tube.  Hold upright.
	Do not refrigerate

To lab immediately

........................

Do not add fluid.




* Vacuum transport obtained in Microbiology.

** For Mycobacterium-- 3 early morning, fresh specimens from deep cough (5-10 ml) SEND TO LAB IMMEDIATELY.  DO NOT REFRIGERATE.

***Skin preparation for all specimens obtained by needle or syringe aspiration should be as follows:  Cleanse with 70% alcohol, followed by iodophor or tincture or iodine (at least 1 minute)

This side not used.

CHAPTER 9

CARE OF RESPIRATORY THERAPY EQUIPMENT

9‑1.
PURPOSE.  To establish infection control guidelines for the use and maintenance of respiratory therapy equipment.

9‑2.
GENERAL.

a.
Respiratory therapy (RT) equipment, because of the use of nebulized liquids, 



apparatus in which fluids collect, and direct contact with the upper respiratory system, 


can potentially become reservoir for organisms capable of contributing to nosocomial 


respiratory tract infection.

b.
Respiratory therapy equipment and related procedures are performed using aseptic 


technique and appropriate decontamination and reprocessing procedures to prevent 


nosocomial infections.

c.
All personnel using RT equipment must practice good handwashing and wear 



appropriate barrier apparel, i.e., gloves, mask, and eye protection, to protect 



themselves from exposure to potential pathogens.

9‑3.
POLICY.

a.
Intermittent Positive Pressure breathing  (IPPB) and Hand‑Held Nebulizers.

(1)  Provide each patient with an individual setup.

(2)  Disposal circuit tubings are for single patient use only and are not reused on any 



other patient.

(3)  Respiratory Therapy personnel change and date circuit tubing every 72 hours.  

(4)  Add sterile medications or solutions only at time of use.                   

(5)  Empty nebulizer after each treatment.  Place the setup in a clear plastic bag and 



store at the patient's bedside.

b. Mechanical Ventilatory Equipment.

(1) Nonheated wire ventilator circuits and humidifier circuits are changed every 72

hours by RT personnel.



(2)  Heated wire circuits and humidifier circuits are changed every 72 hours by RT 



personnel.

(3)  Empty fluid collection  (condensate) within tubing into a sink or suitable 




container.

(4)  Do not permit condensate from tubing to flow back into the humidifier.

c.
Disposable Humidifiers. 
(1)  Provide each patient will have an individual setup.

(2)  Respiratory Therapy personnel change and date humidifier tubing every 72 hours.

(3)  Store setup at the patient's bedside.

       

(4)  Do not permit liquid condensate in the tubing between the nebulizer and the 



patient to drain back into the nebulizer.


d.
Oxygen Therapy.

 

(1)  All equipment used for the administration of oxygen is disposable.

(2)  In areas where the turnover of patients is frequent, such as Post-Anesthesia 



Recovery, Ambulatory Procedures Unit, Labor and Delivery, Recovery, and the 



Emergency Room, oxygen humidifiers can be used up to 7 days. They are dated 



when put into use.  Masks, cannulas, and tubing are changed between each 



patient.

(3)  All masks and nasal cannulas are made of disposable plastic and are changed 72 



hours or as necessary by ward personnel.

(4)  All other areas will change the sterile prefilled disposable humidifiers when the 



patient is discharged or as indicated by the water level. 

e.
Aerosol Therapy (Heated and Cold Aerosols).

(1)  Respiratory Therapy personnel change nebulizer and tubing setup every 72 hours.



(2)  Handle all inside surfaces of the nebulizer in a sterile manner.

(3)  Put only sterile solutions into the nebulizer.

(4)  Do not permit liquid condensate in the tubing between the nebulizer and the 



patient to drain back into the nebulizer.

(5)  Wipe with disinfectant/detergent, any equipment such as a flowmeter, heating 



elements, air compressors, etc., that can not be immersed in water after each use.

f.
Miscellaneous Equipment.

(1)  Non‑disposable manual resuscitators (ambu bags) are for single‑ patient use only.  



Bags used for patients on ventilators, etc., are changed between patients and are 



cleaned at the bedside for soilage.

(2)  Disposable ambu bags are replaced every third day or more often as needed.

(3)  Adapters for oxygen analyzers are for single patient use only.

(4)  The Wright Respirometer utilizes one‑way nonrebreathing valves.  The 




mouthpieces are disposed of after single patient use.

(5)  The Inspiratory Force Meter is equipped with a disposable adapter for 




single‑patient use only.

9‑4.
REFERENCES.

a.
Guidelines for the Selection and Use of Disinfectants. APIC Guidelines for Infection Control Practice, 1998.

b.
CDC Guidelines for the Prevention of Nosocomial Pneumonia, 1996

c.
“Cleaning, Disinfection and Sterilization” APIC Guidelines for Infection Control Practice, 1996.
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CHAPTER 10

CIDEX

10-1.
GUIDELINES FOR THE SAFE USE OF CIDEX

10-2.
PURPOSE:  To provide guidelines on the safe use of Cidex that include education and training, use of personal protective equipment, and engineering and administrative controls.  To provide guidance for quality assurance testing to ensure that the proper concentration to Cidex is maintained to achieve high level disinfection.    


10-3.
GENERAL:  



(1)  Cidex is a high level disinfectant, that is utilized for disinfection of semi-critical 



items. 



(2)  Semi-critical items are those that will come in contact with mucous membranes 



and not enter tissue or the vascular system.  These items must be free of all 



organisms with the exception of high levels of bacterial spores.



(3)  Items requiring high level disinfection are those that can not be safely sterilized 



due to heat sensitivity or those of which the turnover rate for use is so rapid, that it 


is impractical to do so.  Such items may include various types of scopes, vaginal 



probes, etc.  


c.
SCOPE:   This procedure is applicable to all staff.


d.
EDUCATION AND TRAINING



(1)  Personnel, prior to exposure (use) to CIDEX will be trained according to the 



Hazard Communication Standard:



(a)  Newcomers’ Orientation provides a general overview of the mandatory OSHA 



Hazard Communication Program.



(b)  Worksite specific training will be provided by the NCOIC or Supervisor and will 



consist of training on the Material Safety Data Sheet for Cidex.   The hazards of 



the product will be explained as well as the proper work practices including 



Personal Protective Equipment, disposal and spill clean up.



(c)  Annual HazCom training is provided in BMAT.



(2)    The Material Safety Data Sheet will be available to the employees at all times 



during the work shift.


e.
PERSONAL PROTECTIVE EQUIPMENT



(1)  Personnel using Cidex will wear gloves made of butyl rubber, nitrile, or neoprene, 


and chemical splash goggles.



(2)  Personnel responsible for mixing Cidex will be placed in the respiratory program.  


An initial and annual medical evaluation through Occupational Health will be 



required of designated personnel.  Additionally, annual respiratory training and fit 


testing is required and will be provided by the MEDDAC Safety Office.  




Procedures may be found in MEDDAC Reg 385-2 Safety and Environment of 



Care.

f.
ENGINEERING CONTROLS



(1)  Areas used for mixing, use, and disposal of Cidex will be evaluated and approved 



by the Industrial Hygiene Office.



(2)  Supervisors will be responsible for contacting the Industrial Hygiene office should 


any alterations, change of location or apparent change of ventilation occurs.  



Recommendations provided by the Industrial Hygiene Office will be implemented 


and compliance will be given top priority.

 

(a)  Emergency eye wash stations will be provided in locations of mixing and use of  



CIDEX.



(b)  Eye wash stations will be flushed weekly and documentation maintained.


g.
ADMINISTRATIVE CONTROLS



(1)  If Cidex is required to be transported a stable cart and substantial container will be 


utilized to prohibit leakage or spillage.  The container will be covered.



(2)  Secondary containers used for storage and use of Cidex will be labeled with the 



name of the product, any appropriate hazard warning labels and dated (mixing 



date).



(3)  Cidex Solution will be changed every 14 days or sooner when tests indicate that 



the solution is ineffective. 


h.
PROCEDURE:



(1)  CIDEX Solution will be QI tested for 2% concentration daily.



(2)  CIDEX solution will be discarded immediately anytime the solution concentration 


falls below 2%.



(3)  CIDEX Test Strips: Check expiration date prior to opening bottle.  When opened, 



document the date opened and expiration date (90 days from open date).



(4)  Conduct Quality Control Procedures when opening a new bottle of CIDEX 



Solution or Cidex Test Strips. 



(a)  Verify the labeled expiration date for the inactivated solution.



(b)  Label containers used to determine controls.



(c)  To determine Positive Control - Use CIDEX Solution full strength.



(d)  To determine Negative Control - Use one part CIDEX Solution mixed with one 



part water.



(e)  Dip three test strips in each of the freshly prepared solutions.



(f)  The three strips dipped into the full strength (positive) solution should exhibit a 



completely  yellow color on the indicating pad within 5 - 8 minutes.



(g)  The three strips dipped into the diluted (negative) solution should either remain 



completely white or exhibit an incomplete color change to yellow on the 




indicating pad within 5 - 8 minutes.



(h)  Discard the strips if the results obtained from using the controls indicate the test 



strip is not functioning properly. 



(i)  Document the Control Results in the CIDEX Quality Control Testing Log Book.

 

(5)  Procedure to follow when verifying the strength of the CIDEX Solution by using 



the CIDEX Test strips  daily:



(a)  Dip the indicating pad of the test strip into the container of the CIDEX Solution 



being tested for one second and remove.



(b)  Remove excess solution from the indicating pad by touching the long edge of the 



indicating pad to a paper towel.



(c)  Read the results of the color reaction present on the indicating pad between 5 to 8 



minutes after the test strip is removed from the solution.



(d)  The pad will be completely yellow to indicate an effective solution.  If any white 



remains on the indicating pad, the CIDEX Solution is ineffective and should be 



discarded immediately.



(e)  Document the results of CIDEX Solution in the Daily CIDEX Testing Log Book. 



(6)  All items disinfected in Cidex will be thoroughly cleaned to remove any organic 



material prior placing in Cidex. 



(7)  Items disinfected in Cidex will be thoroughly rinsed in sterile water prior to use.   

10‑4.
REFERENCES.


a.
Wenzel, Richard P.   Prevention and Control of Nosocomial Infections, Williams and Wilkins, 1997.


b.
“New Techniques for Sterilization”, APIC Text of Infection Control and Sterilization, 2000.

This side not used.

CHAPTER 11

CARE AND HANDLING OF LINEN

11‑1.
PURPOSE.  To establish standard procedures in handling of all linen, and to prevent linen from becoming a source of microbial contamination of the environment and personnel.

11‑2.
SCOPE.  This policy is applicable to all personnel utilizing linen within FST.

11‑3.
DEFINITIONS.

a.
Clean linen ‑ is all linen which has been processed by the laundry using approved 


methods and has been through the transfer/receiving process in an appropriate manner 


with care to minimize contamination by the environment and personnel.

b.
Soiled Linen ‑ is any linen that has been used by staff in patient care, or handled in 


such a manner that it can no longer be considered clean.

11‑4.
GENERAL GUIDELINES.


a.
Sorting of linen will not be done in patient care areas.


b.
All soiled linen is handled the same, including linen from isolation rooms.


c.
All soiled linen is handled as little as possible and with minimal agitation to prevent 


microbial contamination of the environment and personnel handing it.


d.
Personnel wearing gloves will handle Soiled linen.


e.
Linen will not be placed on the floor.


f.
O.R. green linen and other linen transported to the ward on patients will be deposited 


on the area receiving the patient and not carried back to the originating area.

11‑5.
RESPONSIBILITIES.  The OIC/NCOIC of using activity/area will:


a.
Ensure compliance with the care and handling of linen procedure as stated in 



paragraph 6.


b.
Ensure that there is minimum handling of all linen.

c.
Ensure that clean linen is stored in a protected environment (enclosed) away from 


direct care areas if at all possible.

d.
Ensure that needles, syringes, solid waste and other miscellaneous items are not mixed 

with linen to prevent personal injuries and hazards to linen handlers, and losses to the 


government.

11‑6.
PROCEDURE.  CARE AND HANDLING OF LINEN:

a.
Clean linen will:

(1)  Be handled as little as possible.

(2)  Be stored in an enclosed room or receptacle.

(3)  Be stored away from direct patient care areas.

(4)  Not be handled by patients.

(5)  Not to be used as a rag, cleaning item, curtain, drapery, tablecloth or in any other 



non‑patient care manner.

(6)  Always be transported in clean linen receptacles.

(7)  Not to be stockpiled by wards and clinics as contamination tends to occur unless 



linen is rotated frequently.

b.
Soiled linen will:

(1)  Be collected in laundry bags at the point of generation.

(2)  Be placed in soiled linen carts located in each unit, when the bag is two-thirds full.

(3)  Not be removed from the room/area unless the bag is securely closed/covered.

(4)  Not be maintained in the using activity longer than twenty‑four hours except on 



weekends, holidays, etc.

(5)  Not be sorted or counted by patient care personnel.

d.
Place all wet linen (soaked with blood or body fluids)  into a clear plastic trash bag (to 


prevent leakage) inside a laundry bag, mark as "wet linen" and place into soiled linen 


cart.

e.
Personnel will wash their hands prior to and following contact with all linen.

11-7.
EXCHANGE OF CUBICLE CURTAINS


a.    Curtains in the patient care areas are changed at least every six months or may be done 

sooner if visibly soiled.


b.    Managers must coordinate with Linen Management to facilitate the exchange of 


curtains.  

14-8.
REFERENCES.


a.
Occupational Exposure to Bloodborne Pathogens; Needlesticks and Other Sharps Injuries; Final Rule JAN 2001. 


b.
Wentzel, Richard. Prevention and Control of Nosocomial Infections,Williams and Wilkins., Baltimore 1997.


c.
Environmental Services “Linen Management” January 2000.
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CHAPTER 12

CARE OF ICE MACHINES AND REFRIGERATORS

12‑1.  PURPOSE.  To establish responsibilities and procedures for the care, maintenance and cleaning of refrigerators within the FST.

12‑2.  SCOPE.  This policy is applicable to all departments, activities, and services throughout the FST.

12‑3.
GUIDELINES.


a.
Clean all refrigerators used for patient foods and medication weekly.


b.
Post cleaning schedule on all refrigerators.


c.
Check and record temperatures daily.


d.
Maintain temperatures between 35(- 45(F.


e.
Whenever temperatures fall outside of this range, readjust thermostat, and check again 

in 1-2 hours.


h.
Notify Facilities Management Branch if temperature fails to return to proper range 


after re-adjustment.  

12‑5.
PROCEDURES.


a.
Refrigerators.



(1)  General.  Inadequate refrigeration of foods may permit growth of microorganisms



(bacterial and fungal) resulting in food poisoning/gastroenteritis in patients and 



employees.   Inadequate refrigeration of drugs, biologicals, blood and blood 



products may alter potency and/or chemical composition or allow  proliferation of 


microbial contaminants.



(2)  Clean all refrigerators used for drugs, specimens, or patient foods on a weekly 



basis with Cavicide solution (see cleaning matrix, Chapter #16). 



(3)  Defrost on a weekly basis.  Frost‑free freezers/refrigerators do not require




defrosting.  They only need to be cleaned in accordance with paragraph (2) above.



(4)  All refrigerators are to have a thermometer located inside. The temperature range 



on food and specimen refrigerators between 35-45 degrees F.  The temperature 



range on medication refrigerators is 35-40 degrees F. Check and record on a 



daily basis. 

.



(5)  If the refrigerator temperature falls outside of the required range, re-set the




temperature gauge and check again in an hour.  Notify facilities if temperature 



does do return to acceptable range.



(6)  Keep records reflecting the date, daily temperature, date of cleaning,




initials of  person and the time either on the refrigerator or in a conspicuous 



nearby position.



(7)  Identify each refrigerator as to its specific use, i.e., specimens, food, or




medications.



(8)  DO NOT store specimens, food, and/or medications together in the same




refrigerator. 


b.
Staff Refrigerators 



(1)  Refrigerators used exclusively for staff food do not require daily temperature  



checks.



(2)  Managers are responsible to see that staff refrigerators remain in a sanitary state.



(3)  Clean and defrost at least monthly or more often as needed to remove spills and 



keep sanitary.



(4)  Check temperature after each defrosting to ensure that temperature returns to 



acceptable range 35(- 45(F.


c.
Ice Storage Chests



(1)  Remove all extraneous equipment and items from around or on the ice storage 



chests.



(2)  Limit access to ice-storage chest, if possible.

  

(3)  Clean ice storage chests on a monthly basis.



(4)  Prior to cleaning, disconnect unit, remove and discard all ice.



(5)  Allow unit to warm to room temperature.



(6)  Clean with a detergent solution (Manu-Klenz).



(7)  Use clean materials (cloths) to scrub all surfaces.

 

(8)  Pay particular attention to door tracks, guides, and gaskets



(9)  After cleaning, rinse all surfaces of the ice storage chest with fresh tap water and 



wipe dry with clean materials.



(10)  Rinse again with a 10- to 100-ppm chlorine solution (1 to 8 ml. Of sodium 



  hypochlorite solution (bleach) per gallon of water).



(11)  Allow all surfaces to dry before returning the unit to service. 


d.
Ice Scoops



(1)  Ice scoops  must be smooth and kept on a chain short enough so the scoop can not 



touch the floor.



(2)  Keep scoops on an uncovered stainless steel, impervious plastic or fiberglass tray 



when not in use.



(3)  Clean scoop and tray daily with soap and water or in a dishwasher. 

12‑6.
REFERENCES.


a.
CDC Advisory “Sanitary Care and Maintenance of Ice-Storage Chests and Ice Making Machines in Health Care Facilities” April 1998.


b.
APIC Text for Infection Control and Epidemiology, 2000.
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CHAPTER 13


Part I


CLEANING AND DISINFECTION

13-1.
PURPOSE.  To establish procedures for cleaning and disinfecting equipment in all patient care areas. 

13‑2.
APPLICABILITY.  This policy is applicable to all personnel. 

13‑3.
GENERAL.

a.
Safe usage, disposal and/or cleaning of equipment and supplies, as well as 



handwashing, can prevent cross contamination.

b.
Personnel carrying out cleaning and disinfection procedures are to use "Standard 


Precautions.”






c.
Use only those cleaning agents authorized for use in this facility.

d.
All agents are mixed and used IAW manufacturer's instructions.  Items for cleaning 


the skin such as Betadine, Hibiclens, etc., are not appropriate to clean instruments and 


environmental surfaces (see cleaning matrix; Table 16-1).

e.
All disinfectants are classified and used according to the level of disinfection required 


for the particular item (inanimate objects or surfaces) (see Tables 15-1 to 15-3 for 


cleaning matrix).

f.
The classification of disinfectants and their specific uses in this facility are as follows:

(1)  High level disinfectants – Glutaraldehyde (Cidex)/Ortho-phthaldehyde (Cidex 



OPA) ‑  used for items that can not be sterilized but will come in contact with 



mucous membranes and not enter tissue or vascular system.  These items must be 



free of all organisms with the exception of high numbers of bacterial spores.  



Gloves and respiratory protection must be worn IAW manufacturers’ instructions. 


Instruments must be rinsed copiously with STERILE water.  Such items may 



include respiratory therapy equipment, flexible endoscopes, and other similar 



instruments.


(2)  Intermediate to low level disinfectants ‑ Quaternary Ammonia (Cavicide); 




Phenolic (Wex‑Cide) ‑ used for items that touch  intact skin and sterility is not 



critical.  Items may include  bedpans, blood pressure cuffs, crutches, etc.  




Intermediate to low level disinfectants are also used for cleaning of environmental 


surfaces such as floors, exam tables, etc.

    

(3)
Items that enter sterile tissue or the vascular system must be sterile and is 




achieved by sterilization.   These items present a high risk of infection if they are 



contaminated with any microorganisms.  These include items such as implants, 



scalpels, needles, and other surgical instruments, etc.

13‑4.
PROCEDURE.

a.
Cleaning:

(1)  Cleaning is to be done on a routine basis. 

(2)  Additional cleaning is to be done at any time a need is demonstrated, e.g. spill, 



stain, dust. 

(3)  Agent is selected according to previous paragraphs 16‑3 f.(1) ‑(2) of this chapter 

and IAW cleaning matrix, Table 16-2.

(4)  Cloths used for cleaning must be either disposable or able to be processed by the 
laundry.  Absolutely no sponges will be used.

(5)  The following list indicating frequency and area cleaning is a minimum 




equirement.

(a) Daily ‑ treatment areas, utility areas, medication areas, patient care areas,  floors.

(b) Weekly ‑ refrigerators, medicine cabinets, and storage areas CMS.

(c)  Walls in patient care areas (other than OR) are cleaned when visibly soiled. 

b.
Terminal cleaning of patient care areas upon the patient's discharge or transfer and  


includes the following: 

(1)  Agent ‑ Cavicide (or currently approved Quaternary Ammonium compound)

(2)  Equipment cleaned:

(a)  Bed

(b)  Overbed table ‑ interior and exterior


c.
The surgical areas, Operating Rooms are cleaned with Cavicide


d.
Disinfection:



(1)  Reusable supplies such as instrument sets that are subject to steam, gas or 




chemical sterilization will be transported to CSH CMS daily, if possible.



(2)  Remove overt dirt, blood, mucous, etc. before taking equipment to CMS.  Note:  



All items must be cleaned prior to disinfection.  



(3)  Personnel transporting instruments to CMS must place instruments in bags.



(4)  All disposable items will be discarded after single‑patient use.  Bedpans, urinals 



and other containers with liquid or semisolid waste will be emptied in a toilet.



(5)  Items of reusable equipment, which cannot be returned to CMS for terminal 



sterilization prior to reuse, must be disinfected using a Quaternary ammonium 



compound in the using area immediately following the procedure.



(6)  These items include but are not limited to the following:



(a)  Exam/treatment table



(b) Any surface which becomes contaminated during a procedure



(c)   IV carts, poles



(d)  Crash carts



(e)   Dressing carts



(f)  Litters



(g)  IV pumps

(7)  Agent used for disinfection will be selected subject to the level of disinfection 



required.                

(8)  Blood spilled in any area must be cleaned immediately.  Clean area with Cavicide 



after removal.  For large areas of blood spills, flood with disinfectant, remove, 


and then reclean area with Cavicide. Personnel cleaning spills will wear gloves. 



Gowns are required if soiling of the clothing is likely.     

(9)  Items sent to Medical Maintenance for repair must be cleaned and disinfected 



prior to being sent.  All overt dirt, blood, mucous, etc., must be removed. Any 



items with overt dirt, blood, soil, etc., will not be accepted, but returned to the 



user for cleaning.      

(10)  Any item that cannot be disinfected, i.e., due to construction, electronic parts, 



etc., must be labeled with a "Biohazard" sticker and the area that remains 




contaminated must be identified.

13‑5.
CLEANING.  Refer to the tables (15-1 to 15-3 cleaning matrix) for cleaning equipment or patient care items not discussed in the previous paragraphs.  



Table 16-1

PRODUCTS USED FOR SKIN ANTISEPSIS 

 

	                                 Product

       Item                   (Footnote)
	Betadine

Solution

(F)
	Hibiclens

2%

(N)
	Betadine Scrub

(F)
	Hibiclens

4%

(Q)

	1.    Counter Tops
	No
	No
	No
	No

	2.    Drinking Fountains
	No
	No
	No
	No

	3.    Floors & Walls
	No
	No
	No
	No

	4.    Furniture
	No
	No
	No
	No

	5.    Ice Machines
	No
	No
	No
	No

	6.    Plastic Seat & Mattress

       Coves
	No
	No
	No
	No

	7.    Refrigerators (Inside & Out)
	No
	No
	No
	No

	8.    Shelving
	No
	No
	No
	No

	9.    Sinks
	No
	No
	No
	No

	10.  Toilets & Urinals
	No
	No
	No
	No

	11.  Hand Wash, Antiseptic
	No
	Yes
	Yes
	No

	12.  Hand Wash, Routine
	No
	No
	No
	No

	13.  Skin Site Prep
	Yes
	Yes
	Yes
	Yes

	14.  Blood Pressure Cuffs
	No
	No
	No
	No

	15.  Glass Containers (D, K, M)
	No
	No
	No
	No

	16.  Hard Plastics (D, K, M)
	No
	No
	No
	No

	17.  Hinged Instruments (D, M)
	No
	No
	No
	No

	18.  Lensed Instruments (H, M)
	No
	No
	No
	No

	19.  Metal Basins & Other Items

       (D, M)
	No
	No
	No
	No

	20.  Restraints
	No
	No
	No
	No

	21.  Rubber & Latex
	No
	No
	No
	No

	22.  Soft Plastic (M)
	No
	No
	No
	No

	23.  Stethoscopes
	No
	No
	No
	No

	24.  Thermometers (I, M)
	No
	No
	No
	No

	25.  Safety Glasses/Goggles
	No
	No
	No
	No

	26.  Toys
	No
	No
	No
	No

	27.  Beds/Exam Tables
	No
	No
	No
	No


FOOTNOTES:

A.
Allow toair dry.

B.
Soak for 30 minutes to disinfect; 10 hours to cold sterilize.

C.
Disinfects only; to CMS to sterilize.

D.
May be autoclaved to sterilize.

E.
All patient‑contact items must be thoroughly rinsed with sterile water.

F.
May stain items or skin.

G.
May dissolve or disintegrate item.

H.
May gas sterilize.

I.
Do no mix oral and rectal thermometers at any stage of handling, processing, or storage.

J.
Not for disinfecting or antisepsis.

K.
Does not include needles or syringes.

L.
Last choice item ‑ use other choices when available.

M.
Thoroughly clean all blood, tissue, mucous, debris, etc. from instruments

and items prior to soaking in disinfectant.

N.
WASH YOUR HANDS!  When in doubt, wash.

O.
Rinse thoroughly.                                                    

P.
Not recommended for items that will come in contact with newborns.

Q.
Skin prep only, concentration too high for handwashing.


Table 16-2

PRODUCTS USED FOR CLEANING AND DISINFECTION


	                                 Product

       Item                   (Footnote)
	Cavicide

(Not used

in OperatingRooms &

Delivery Rooms 
	CIDEX

2%

or 

CIDEX OPA

B, E
	Manu-Klen

C
	Wex-Cide

Phenolic used in Operating

Rooms & Delivery

Rooms 

(P)

	1.    Counter Tops
	Yes
	No
	No
	Yes

	2.    Drinking Fountains
	Yes
	No
	No
	No

	3.    Floors & Walls
	Yes
	No
	No
	Yes

	4.    Furniture (other than

       upholstery)
	Yes
	No
	No
	Yes

	5.    Ice Machines (see Chapter 15-5 page 168)
	No
	No
	Yes
	No

	6.    Plastic Seat & Mattress

       Covers
	Yes
	No
	No
	No

	7.    Refrigerators (Inside & Out)
	Yes
	No
	No
	No

	8.    Shelving
	Yes
	No
	No
	Yes

	9.    Sinks
	Yes
	No
	No
	Yes

	10.  Toilets & Urinals
	Yes
	No
	No
	Yes

	11.  Hand Wash, Antiseptic
	No
	No
	No
	No

	12.  Hand Wash, Routine
	No
	No
	No
	No

	13.  Skin Site Prep
	No
	No
	No
	No

	14.  Blood Pressure Cuffs
	Yes
	No
	Yes
	No

	15.  Glass Containers (D, K, M)
	Yes
	Yes
	Yes
	No

	16.  Hard Plastics (D, K, M)
	Yes
	Yes
	No
	No

	17.  Hinged Instruments (D, M)
	No
	No
	Yes
	No

	18.  Lensed Instruments (H, M)
	No
	Yes
	Yes
	No

	19.  Metal Basins & Other Items

       (D, M)
	No
	No
	Yes
	No

	20.  Restraints
	Yes
	No
	Yes
	No

	21.  Rubber & Latex
	Yes
	No
	Yes
	No

	22.  Soft Plastic (M)
	Yes
	No (G)
	Yes
	No

	23.  Stethoscopes
	Yes
	No
	No
	No

	24.  Thermometers (I, M)
	No
	No
	No
	No

	25.  Safety Glasses/Goggles
	No
	No
	No
	No

	26.  Toys
	Yes (O)
	No
	No
	No

	27.  Beds/Exam Tables
	Yes
	No
	No
	Yes


ATTENTION:

1. Dilute all solutions IAW manufacturer's instructions.

2. All disinfectants in spray bottles must have a copy of manufactures' label (Obtain from Infection Control).

3. All solutions decanted from original container are dated with date of decanting and expire in 30 days.

4. The use of Phisohex is restricted and is approved for use only through the Surveillance, Prevention and Control of Infection Committee.

5. The use of Bleach is restricted to the Laboratory, the sanitation of bin type ice machines IAW CDC guidelines and other specific areas approved by the Surveillance, Prevention and Control of Infection Committee.
6. General All Purpose Cleaner is for use in administrative areas only and to clean boards and desks, etc.  General All Purpose Cleaner can also be used to clean scuff marks from x-ray tables. 


Table 16-3

PRODUCTS USED FOR CLEANING AND DISINFECTION


	                                 Product

       Item                   (Footnote)
	Alcohol

70-95%
	Prevacare

Anti-microbial

Handwash 
	Bacti-Stat

(for those personnel allergic to Prevacare)
	Vesta-Syde

	1.    Counter Tops
	No
	No
	No
	No

	2.    Drinking Fountains
	No
	No
	No
	No

	3.    Floors & Walls
	No
	No
	No
	No

	4.    Furniture
	No
	No
	No
	No

	5.    Ice Machines
	No
	No
	No
	No

	6.    Plastic Seat & Mattress

       Coves
	No
	No
	No
	No

	7.    Refrigerators (Inside & Out)
	No
	No
	No
	No

	8.    Shelving
	No
	No
	No
	No

	9.    Sinks
	No
	No
	No
	No

	10.  Toilets & Urinals
	No
	No
	No
	No

	11.  Hand Wash, Antiseptic
	Yes (L)
	No
	Yes
	No

	12.  Hand Wash, Routine
	No
	Yes
	Yes
	No

	13.  Skin Site Prep
	Yes (A)
	No
	No
	No

	14.  Blood Pressure Cuffs
	No
	No
	No
	No

	15.  Glass Containers (D, K, M)
	No
	No
	No
	No

	16.  Hard Plastics (D, K, M)
	No
	No
	No
	No

	17.  Hinged Instruments (D, M)
	No
	No
	No
	Yes

	18.  Lensed Instruments (H, M)
	No
	No
	No
	No

	19.  Metal Basins & Other Items

       (D, M)
	No
	No
	No
	Yes

	20.  Restraints
	No
	No
	No
	No

	21.  Rubber & Latex
	No
	No
	No
	No

	22.  Soft Plastic (M)
	No
	No
	No
	No

	23.  Stethoscopes
	Yes
	No
	No
	No

	24.  Thermometers (I, M)
	Yes
	No
	No
	No

	25.  Safety Glasses/Goggles
	Yes (G)
	No
	No
	No

	26.  Toys
	No
	No
	No
	No

	27.  Beds/Exam Tables
	No
	No
	No
	No


Cavicide ‑‑ M.D.S. Index # UMHOOMX1024                               

Alcohol 70% ‑‑ Order from Pharmacy on Bulk Drug Order Form

Bacti‑Stat ‑‑ M.D.S. Index # UM6508013020939                       

Betadine Solution ‑‑ M.D.S. Index # 6505007540374                           

Betadine Scrub ‑‑ Order from Pharmacy on Bulk Drug Order Form

Cidex ‑‑ M.D.S. Index # UMH4K1652250                             

Hibiclens 4% ‑‑ M.D.S. Index # 562470                        

Manu‑Klenz ‑‑ M.D.S. Index # 1673P2                               

Vesta‑Syde ‑‑ Catalogue # UM7930013608968 

Part II

USE AND CARE OF GLASS OR ELECTRONIC THERMOMETERS

13-6.
GENERAL.  Glass thermometers will be used only when an electronic thermometer is not available, or if a physician specifically orders their use.  Return all malfunctioning electronic thermometers to Medical Maintenance for exchange. Probe covers for the electronic units will be procured from Logistics, Medical Distribution Service.

13-7.
GUIDELINES.


a.
Personnel will wash their hands before taking a patient's temperature (either oral, 


rectal, or axillary) and after taking a rectal temperature.  Hands are also to be washed 


if personnel have had contact with patient's oral mucosa or axillary skin. (NOTE: For 


contact with oral mucosa, gloves are to be worn).

b.
Equipment for taking oral, rectal, and axillary temperatures must be handled 



separately at each step from patient use through cleaning, disinfection or sterilization, 


or storage of clean equipment.

c.
Use only water-soluble lubricants when taking rectal temperatures with reusable 


thermometers to simplify cleaning of the equipment.

13-8.
PROCEDURES.

a.
Electronic Thermometers:

(1)  Remove the electronic thermometer from the charger. 

(2)  Grasp the probe at the base end.  Withdraw the probe from the storage well and 



insert it into a disposable probe cover. Press down to secure the probe cover in 



position.

(3)  Carefully slide probe under the patient's tongue, if oral probe is used.  If rectal 



probe is used, lubricate and gently insert probe tip into anus carefully.

(4)  Keep eyes on position of the probe.  An audible signal will indicate when correct 



temperature is taken.

(5)  Remove probe.  Discard probe cover in waste receptacle by pushing release button 


at base of probe.

(6)  Read and record temperature.  Return probe to storage well.  This will 




automatically erase the temperature recorded and will turn off the thermometer.

(7)  The electronic thermometer should always be returned to charging base 




immediately when not in use.

(8)  Clean the electronic thermometer daily and, if contaminated, use cloth dampened 



with Cavicide solution.

(9)  Do not place thermometer on patient's bed.

b. Ear Probe Thermometers

(1) Use disposable ear probes as provided with ear thermometer.

(2) Follow manufacturer’s instructions.

(3) Dispose of used thermometer probes into trash.

(4) Clean base daily and/or as needed if soiled with Cavicide.

c.
Glass Thermometers:

(1)  Provide each patient with own thermometer; after each use rinse secretions from 



the thermometer, wipe with single‑use alcohol sponge.

(2)  After use, clean by washing with water.  

(3)  Soak in Cavicide solution to disinfect.

(4)  Rinse with cool tap water.

(5) Complete procedure by drying and wiping with 70-90% alcohol.

(6)  Remember to only use oral thermometers in mouth or axilla, and only rectal 



thermometers in anus.

Part III

CLEANING OF ELECTRICAL APPLIANCES

13-9.
GENERAL.  Electrical appliances have not been indicated in the transmission of disease in patient care areas, however, it is necessary that they are maintained and cleaned on a regular basis, as with all items in a hospital setting.

13-10.
RESPONSIBILITY.  The OIC/NCOIC or designated individual is responsible for maintaining electrical appliances in a sanitary state.

13-11.
PROCEDURE.  Microwave Ovens: 

(1)  
Microwave ovens are maintained IAW manufacturer's instructions.

(2)  
The interior of the oven is cleaned per manufacturer's instructions or mild soap 



and water, on a daily basis and as often as necessary to prevent accumulations of 



grease, food particles/residue.

(3) 
The exterior is cleaned daily per manufacturer's instructions, mild soap and water 



or Cavicide.

Part IV

CLEANING OF BLOOD PRESSURE CUFFS AND PRESSURE BAGS

13-12. PURPOSE.  To provide guidelines for cleaning of blood pressure cuffs and pressure bags.

13-13.  POLICY.  Blood pressure cuffs and re- usable pressure bags require cleaning when visibly soiled or used by a patient on isolation precautions. 

13-14.  PROCEDURES.  All blood pressure cuffs and pressure bags are washed in an approved disinfectant (such as Cavicide), rinsed thoroughly, and dried prior to re-use.  


a.
The greatest threat to the health care provider comes from the unidentified carrier of 


infectious disease.


b.
Gloves must be worn when washing blood pressure cuffs and pressure bags. soiling. 


c.
A protective, waterproof, covering should be worn to protect the duty uniform while 


washing the device(s). Eye protection must also be used if there is the possibility of  


splattering. 





d.
Do not use a brush to wash the devices.  Brushes aerosolize any bacteria that may be 


on the device.


e.
Rinse thoroughly and allow device to dry. 

 Part V

CLEANING, DISINFECTING, AND EXCHANGE OF RESUSCITATION EQUIPMENT

13-15.  PURPOSE.  To establish a standard operating procedure for the cleaning and disinfection of resuscitation equipment.

13-16.  APPLICABILITY.  This SOP applies to all personnel within the FST utilizing resuscitation equipment.

13-17.  RESPONSIBILITY.  The OIC/NCOIC are responsible for sectional compliance with this procedure.

13-18.  PROCEDURE.

a.
All respiratory (ambu bags) are disposable and intended for single patient use. 

b.
After using a defibrillator, remove the conductive gel from the paddles and clean with 


70% Isopropyl alcohol or a clean cloth.


c.
After using a portable suction unit, the using personnel will:

(1)  Discard the inner liner into regulated medical waste.

(2) Solidify contents (to prevent leakage) by pouring 1 oz of absorbent beads into 

container.

(3) Discard disposable tubing and connectors in regulated medical waste container.

(4)  Remove obvious contamination from the exterior of  the machine with a 




disinfectant such as Cavicide  and a disposable cloth.

 d.
After using laryngoscope blades:

(1)  Remove blades from laryngoscope.

(2)  Remove obvious contamination with soap and water.

(4) Soak blades in Cavicide, and send to CMS for sterilization. 

13-19.  REFERENCES.
a.
"Guidelines for the Selection and Use of Disinfectants".  APIC Guidelines for Infection Control Practice, 1998.

b.
CDC Guidelines for the Prevention of Nosocomial Pneumonia, 1994.

This side not used.

CHAPTER 14

Part I
EMPLOYEE HEALTH

14‑1.  PURPOSE.  To provide guidelines regarding work restrictions for infection control purposes, as well as outline the responsibilities and activities necessary for maintaining a healthy hospital staff.

14-2. APPLICABILITY.  All personnel assigned or attached to the 555th FST.

14‑3.  GENERAL.


a.
To avoid duplication of effort, the MEDDAC Employee Health Program is 



coordinated by the Occupational Health staff with input from the Community Health 


Nurse and the Infection Control Nurse.  The program is for all military and civilian 


personnel assigned or work at Darnall Army Community Hospital and is designed to 


promote the health of the employee and prevent the spread of infection and disease.

b.
All the various aspects of Infection Control (such as handwashing, isolation 



procedures, and aseptic techniques) protect not only the patients, but also the staff 


members.

c.
The individual staff member's personal well‑being should be considered first in 


determining the appropriateness of continuing to work.  An acutely ill individual often 

cannot make appropriate decisions concerning their work capability.  The staff 



member's supervisor must therefore become involved in the decision making process.

14‑4.  RESPONSIBILITIES.

a.
Supervisors (OIC, NCOIC, Head Nurse, Wardmaster) will:

(1)  Ensure all newly assigned staff members in‑process  through Occupational Health 



Section for assessment of  occupational health hazards and immunization status.  



MEDDAC  staff assigned to the Troop Medical Clinics will in‑process  through 



Occupational Health.

(2)  Ensure that personnel have annual immunization  review and TB skin testing 



(PPD) at Occupational Health.      

(3)  Accurately report occupational illnesses and injuries.    



(4)  Ensure protective clothing and equipment are available to staff members and 



appropriately utilized.

(5)  Ensure proper infection control measures are implemented for patients or staff 



members with communicable diseases or conditions.

b.
Individual staff members will:

(1)  Report all injuries, illness, and exposures to communicable diseases to supervisor 



in a timely manner.

(2)  Update immunizations and have a TB Skin Test (PPD, if appropriate) at least 



annually.

(3)  Use appropriate barrier techniques to protect self and patients as described in 



MEDDAC Regulation 40-9 Bloodborne Pathogen Standard.            

c.
The Infection Control Staff will check the Emergency Room (ER) roster for hospital 


employees who may been seen in the clinic, along with the diagnosis and disposition 


and send to Occupational Health, who will follow‑up as needed.

d.
Supervisors are to report any infectious diseases among employees to the Infection 


Control Nurse on FH MDA Form 651.   This information will be reported bi‑monthly 


to the Surveillance, Prevention and Control of Infection Committee.

e.
The Infection Control Nurse will notify Occupational Health on any illnesses that may 

show trends, i.e., from the same ward or other work sites.

14‑5.  PROCEDURE.

a.
All patient care personnel are enrolled in the Occupational Health screening program, 


that include screening for Rubeola, Rubella, TB, Varicella, Hepatitis B, Oral Polio 


Virus (OPV), and Tetanus-Diphtheria (Td).  Occupational Health staff also counsels 


individuals regarding occupational exposures, and the need for Standard Precautions 


by all personnel with potential for exposures to blood/body fluids, excretions, 



secretions, moist body surfaces and contaminated equipment.


b.
Personnel with the potential for exposure to blood/body fluids are counseled regarding 

the need for the Hepatitis B vaccine (as applicable).  DOD requires all employees with 

potential for exposure to blood/body fluids to have the Hepatitis B Vaccine

c.
Hospital staff members who develop or are exposed to a communicable disease, and 


feel well enough to work, should notify their supervisor and Infection Control Nurse 


to determine if continued performance of patient care is safe for the patients and other 


employees.

d.
Pregnant personnel who are exposed to a communicable disease, should report 



exposures as indicated in (c) above and  consult their Obstetrician.  Concern is not 


only for the employee but also for the fetus that may be at risk of developing a 



congenital infection or possibly an infection at the time of delivery.

e.
Recommendations for specific work restrictions for hospital staff members are 



outlined in Part II.  Recommendations for pregnant employee interactions with 



patients having communicable diseases associated with congenital or perinatal  


transmission and increased severity of illness during late pregnancy are outlined in 


Part III, at the end of the chapter.

f.
Food handlers and patient care personnel require a health status evaluation after any 


absence due to a communicable disease.  The supervisor should contact Occupational 


Health or Infection Control for recommendations specific to the case in question.

14‑6.  REFERENCES.

a.
Occupational Exposure to Bloodborne Pathogens:  Needlesticks and Other Sharps Injuries.  Final Rule, Jan 18, 2001.

b.
"Guidelines for Infection Control in Health-care Personnel",  CDC Guidelines on Infection Control, Centers for Disease Control,  Atlanta, GA, 30333, 1998.

Part II

SUMMARY OF WORK RESTRICTIONS FOR PERSONNEL WITH INFECTIOUS  DISEASE

14-7.  GUIDELINES.  These recommendations are general guidelines only.  Supervisors are encouraged to contact DACH Occupational Health Section, Preventive Medicine Activity, and/or the Infection Control Officer for recommendations specific to the case in question.

DISEASE/PROBLEM
RELIEVED
WORK
DURATION

FROM
RESTRICTION

PATIENT

CONTACT                                    

Conjunctivitis,
Yes
From patient
Until no eye

infectious

contact and patient’s          discharge 



environment

Cytomeglovirus
No
No restriction

Diarrhea,

Acute (Symptomatic)
Yes
From patient contact
Until  Symptom

With other symptoms

and patient’s environ-        free

                                                                                    ment and food 

                                                                                    handling

Convalescent

Salmonella 

No high risk
Stools X 3 free

Patients.  No 
of Salmonella

food preparation

Diarrhea,
No

Convalescent

Other pathogen


Enteroviral
No
    From care of infants,
Until symptom

infection
                            neonates and immuno-
free


                            compromised patients


                            and their environments

Group A Strepto‑ 
Yes                      From patient contact
Until 24 hours after

coccal disease
                            and  patient’s environ-  
adequate treatment


                            ment food handling             started        

Hepatitis A
Yes                      From patient contact, 
Until 7 days after 


                            patient’s environment   
onset of jaundice


                            and food handling

DISEASE/PROBLEM
RELIEVED       WORK
DURATION

FROM               RESTRICTION

PATIENT

CONTACT                                    

Hepatitis B


    Personnel with acute 
No                       No restrictions, Standard 


    or chronic hepatitis B                                            Precautions should always

    surface antigemia who                                           be observed

    do not perform exposure

    prone procedures)  

    Personnel with acute 

( see # 1 below)             Until Hepatitis B e anti-

    or chronic hepatitis B                                                                                     gen is negative    

    e surface antigemia who 

    perform exposure

    prone procedures)  

Hepatitis C

(see # 1 below)
Unknown period  

   

                                          of infectivity (may be

                                                                                                                              indefinitely)

Herpes simplex
No          
No restriction

    Genital           



    Hands
Yes
From patient contact
Until lesions

(Herpetic Whitlow)

and  contact with  
heal 

patient’s environment

    Orofacial
No
Evaluate need to re-
Until lesions

  

strict  from care of
heal 

                                                                                    high-risk patients

Human immunodeficiency

(see # 1 below)

virus

_______________________________________________________________________________

#1  Do not perform exposure-prone invasive procedures until counsel from an expert review panel has been sought; panel should review and recommend procedures the worker can perform, taking into account specific procedures as well as the skill and technique of the worker; standard precautions should always be observed.  

DISEASE/PROBLEM
RELIEVED
WORK
DURATION

FROM
RESTRICTION

PATIENT

CONTACT                                    

Measles

   Active
Yes
Exclude from duty
Until 7 days after 

                


rash appears 

Postexposure
Yes
      Exclude from duty
From 5th day after          (Susceptible)

                                               1st exposure through

21st day after last ex-posure and/or 4 days after rash appears

Meningococcal Infections
Yes
Exclude from duty
Until 24 hours after




start of effective




therapy

Mumps

Active
Yes
      Exclude from duty
Until 9 days after 

   


onset of parotitis

Postexposure
Yes
      Exclude from duty
From 12th day after     

(Susceptible)

                  
1st exposure through 




26th day after last ex-

posure or until 9 days

after onset of parotitis

Pediculosis
Yes
     Restrict from Patient
Until treated and 



     Contact
observed to be free




of adult and immature




lice

Pertussis

Active
Yes
Exclude from duty
From beginning of 

                              catarrhal stage                                          through  3rd  week

after  onset of parox-

                              ysms or until 5 days

                              after onset of effective

                              therapy 





DISEASE/PROBLEM
RELIEVED
WORK
DURATION

FROM
RESTRICTION

PATIENT


CONTACT                        
_______________________________________________________________________________

Pertussis 

Postexposure
No 
No restriction, prophy-

(Asymptomatic) 

laxis recommended

Postexposure
Yes
Exclude from duty
Until 5 days after 

(Symptomatic)    


start of effective anti-

  


microbial therapy

Rubella

Active
Yes
Exclude from duty
Until 5 days after 

                


rash appears 

Postexposure
Yes
Exclude from duty
From 7th day after 1st  

(Susceptible)


exposure through 21st 

                                                                                                                              day after last exposure

Scabies
Yes

Until cleared by




medical evaluation

Staphylococcus
Yes
From patient contact and
Until lesion

aureus (skin lesion)

patient’s environment and       heals 



food handling

Staphylococcus Aureus
No
No restrictions unless

(carrier state)

personnel are epidemiolo-

                                                                              gically linked to transmis-

                                                                              sion of organism

Tuberculosis

(active)
Yes
Exclude from duty
Until 3 sputum       


smears negative

PPD Converter
No 
No restrictions
acute

Varicella
Yes
Exclude from duty
Until all lesions dry

(Chickenpox) Active


and crusted

Varicella 

Postexposure
Yes
Exclude from duty
From 10th  through  

(Susceptible)      

          
21st day after exposure 


(28th day if VZIG                                                         given after last expo- 

                                                 sure

Zoster (Shingles)
No
Cover lesions; restrict  
Until all lesions 

Active (localized in 

 from care of high risk 
dry and crust

Healthy person)

 patients 


General or localized
Yes
Restrict from patient
Until all lesions dry 

Immunosuppressed person

contact
and crust 

Postexposure
Yes

From 10th day after 1st 

(Susceptible)


exposure through 21st (28th day if VZIG given) after last exposure or, if varicella occurs, until all lesions dry and crust           




Viral respiratory infections
No 
No high risk
Until acute symptoms     Acute febrile

patients (consider - 
resolve 

 

excluding from the 



care of high risk 



patients and  or 



contact with their 



environment during 



community outbreaks



of RSV and influenza

Part III

PREGNANT HEALTH-CARE PERSONNEL & OCCUPATIONAL EXPOSURE

TO COMMUNICABLE DISEASES

14- 8.  PURPOSE:  To provide guidelines on the management of occupational exposures of pregnant health care personnel to infectious agents, to identify the risks and methods for prevention.

14-9.   APPLICABILITY:  These guidelines are applicable to all personnel at Darnall Army Community Hospital.  

a.
Immunologic changes, such as decreased levels of helper T cells occur during pregnancy. 

However these changes permit fetal development without rejection but generally do not 

increase maternal susceptibility to infectious diseases. Occupational acquisition of 


infections is of special concern to female health-care personnel of childbearing age due to 

the effects of some diseases, particularly virus upon the developing fetus.


b.
In general, pregnant health care personnel do not have an increased risk for acquiring 


infections in the workplace. Female personnel of childbearing age are strongly encouraged 

to receive vaccine-preventable diseases immunizations before pregnancy.  The risk to 


pregnant personnel is also decreased by adhering to appropriate infection control 


practices, including standard precautions when caring for all patients. The risks to 


pregnant personnel and methods for prevention are summarized in the following table.


c.
Table

.

	
	Potential effect

on fetus
	Rate of Perinatal transmission
	Maternal Screening
	Prevention

	1. Cytomegalo-

Virus
	Hearing loss; congenital syndrome
	15% after primary maternal infection; symptomatic

5%
	Antibody provides some but complete protection against clinical disease, routine screening not recommended 
	Standard Precautions

	2. Hepatitis B
	Hepatitis; development of chronic infection in infant 
	HbeAg seropositive 90%

HbeAg negative 0-25%
	HbsAg routine screening recommended
	Vaccine and HBIG to infant

Standard Precautions

	3. Hepatitis C
	Hepatitis
	2%-5%
	Anti-HCV RNA in reference labs; routine screening not recommended
	Standard Precautions

	
	Potential effect

on fetus


	Rate of Perinatal

transmission
	Maternal Screening
	Prevention

	4.  Herpes  Simplex
	Mucocutaneous lesions; sepsis; encephalitis; congenital malformations (rare)
	Unlikely from nosocomial exposure; primary 33%-50%, recurrent 4%
	Antibody testing not useful; inspection for lesions at delivery
	Standard Precautions



	5.  Human    Immunode-  ficiency        virus 
	AIDS by 2-3 years
	8-30%
	Antibody by enzyme immunoassay, Western Blot
	Avoid high-risk behaviors; consider post exposure prophylaxis after high risk needle stick exposure; intrapartum and postnatal zidovudine for HIV seropositive mothers and their babies; Standard Precautions

	6. Influenza
	Inconsistent
	Rare
	None
	Vaccine (safe during pregnancy); droplet precautions

	7. Measles
	Prematurity; abortion
	Rare
	History; antibody
	Vaccine(1) airborne precaution

	
	Potential effect

on fetus


	Rate of Perinatal

transmission
	Maternal Screening
	Prevention

	8. Parvovirus

    B19
	Hydrops, stillbirth
	Rare 3%-9% maximum adverse outcome
	IgM and IgG antibody prepregnancy; antibody protective
	Droplet precautions

	9. Rubella
	Congenital Syndrome (2)
	45%-50 overall; 90% in 1st 12 weeks
	Antibody
	Vaccine (1), droplet precautions for acute infections; contact precautions for congenital rubella

	10. Tuberculosis
	Hepatomegaly, pulmonary, CNS
	Rare
	Skin Test
	Isoniazid, ethambutol for disease; airborne precautions

	11. Varicella-            zoster
	Malformations (skin, limb, CNS, eye); chickenpox
	Total 25%; congenital syndrome (0-4%)
	Antibody
	Vaccine (1) VZIG within 96 hours of exposure; airborne and contact precautions






PART IV  



 MANAGEMENT OF LATEX ALLERGY IN THE WORKPLACE

14-10.  PURPOSE: To provide guidelines to healthcare workers on protection from latex-sensitive products in the workplace, to identify signs and symptoms of both local and systemic reactions and to identify responsibilities for both the employer and the employee.

14-11.  APPLICABILITY:   This policy is applicable to all personnel.

14-12.  GENERAL: (LATEX HYPERSENSITIVITY)


a.
Since the introduction of universal precautions and other measures to protect the 


health care worker, the use of latex gloves have become commonplace in health care 


settings.   The increased use of latex gloves has been accompanied by increasing 


reports of allergic reactions to natural rubber latex among health care personnel.


b.
Most local reactions associated with latex glove use are not immunologically mediated 

and result from chemicals, accelerants, or antioxidants added to the gloves during 


manufacturing.   It may be clinically difficult to differentiate irritant reactions from 


allergic contact dermatitis.  Both may manifested by itching, dryness, erythema 


bleeding or scaling of the hands. 


c.
Only a subset of health care personnel reporting glove-associated skin irritated will 


have immunoglobulin E (IgE) antibodies specific for latex. Systemic reactions latex, 

including urticaria, are mediated by antilatex IgE antibiotics and may result direct skin 

contact or from exposure to airborne latex allergen absorbed to glove powder.


d.
Exposure to latex products may cause hypersensitivity responses, either locally or 


systemic (anaphylaxis).  The latex reaction may manifest as bronchospasm, cutaneous 


erythema and urticaria, anxiety, palpitations, chest tightness and pain, hypotension, 


facial and peripheral edema and shock.  This reaction can occur even with trivial 


exposure to latex and may result in cardiorespiratory arrest within minutes.  Topical 


sensitivity to latex may indicate increased risk of having a systemic anaphylaxis.


e.
Avoiding latex products remain the cornerstone of preventing sensitization (primary 


prevention) and reactions (secondary prevention) to natural rubber latex.

14-13.  PROCEDURE: PREVENTION STRATEGIES 


a.
Employee’s Responsibilities:



(1)  Recognize the symptoms of latex allergy: skin rashes; hives; flushing; itching; 



nasal, eye or sinus symptoms; asthma; and shock.



(2)  Avoid contact with latex gloves and other latex –containing products.  For 




activities that involve contact with infectious materials and body fluids, use:



(a)  non-latex (e.g., vinyl) products alone or in combination with latex gloves



(b)  powder-free latex gloves



(c)  powdered latex gloves washed to remove powder

  

(d)  “low protein” latex gloves 


NOTE:  Hypo-allergenic latex gloves do NOT reduce the risk of latex allergy; only 



the reaction to the chemical additives.


(3)  After removing latex gloves, wash hand with a mild soap and dry thoroughly.



(4)  Be aware that powder from latex gloves worn by  co-workers may be inhaled or 



settle on environmental surfaces, surgical gowns or other clothing. 



(5)  Be aware of other frequently used hospital products that contain latex, such as 



Band-Aids, blood pressure cuffs,  Foley catheters, ace wraps, IV access injection 



ports, OR caps, masks, and shoe covers, oxygen masks and cannulas, suction 



catheters, tape, electrodes, medication vials stoppers, disposable syringes. 




(NOTE- These are only a few of the every day use products that contain latex.)



(6)  Notify employer and healthcare providers  of  latex allergy.  A physician’s 




statement of latex allergy is required.



(7)  Wear a medical alert bracelet and follow physician’s instructions. 


b.
Employer’s Responsibilities:



(1)  Provide workers with non-latex gloves protection when there is a potential for 



contact with infectious materials, body fluids or food handling.



(2)  Ensure that workers use good housekeeping practices to remove latex-containing 



dust from the workplace, such as carpets, upholstery, and ventilation ducts.



(3)  Periodically screen high-risk workers for latex allergy symptoms.



(4)  Evaluate current prevention strategies whenever a worker is diagnosed     with 



latex allergy.



(5)  Provide workers with education programs and training materials about latex 



allergy.

14-14.  REFERENCES: 


a.
U.S. Department of Health an Human Services; Centers for Disease Control:  Preventing Allergic Reactions to Natural Rubber Latex in the Workplace.  No. 97-135;  August 1997.

 
b.
Guideline for Infection Control in Health Care Personnel, 1998. 

EMPLOYEE INFECTION CONTROL REPORT

TO:  Infection Control Nurse

FROM:  __________________________


AREA:  ________________

DATES OF ILLNESS:  ____________________

QTRS: YES _____ NO_____

TYPE OF INFECTION:

__________
Skin Infection (open draining wounds, scabies, staph skin lesion, etc.)

__________
Respiratory Tract Infection (strep throat, etc.)

__________
Virus (Chickenpox, herpes, measles, rubella, mumps, etc. & post exposure for susceptible personnel)

__________
Enteric Infection (hepatitis A, salmonella, shigella, acute symptomatic diarrhea, etc.)

__________
Other (Infectious conjunctivitis)

TREATMENT:
Antibiotics, other ________________________________________________



               ________________________________________________

INFECTION CONTROL COMMENTS:

FH MDA Form 651 (Rev)

1 January 1998

This side not used

CHAPTER 15

TRAFFIC CONTROL AND VISITOR POLICY

15‑1.  PURPOSE.  To provide guidelines concerning visitation of hospitalized patients and infection control precautions to assist in ensuring the health and safety of patients, visitors, and personnel.

15‑2.  SCOPE.  This policy is applicable to all personnel.

15‑3.  RESPONSIBILITIES.

a.
Ward Officers, Clinical Head Nurses, and other designated personnel are 




responsible for monitoring compliance with these guidelines. 


(1)  Operating Room (OR):



(a)  Visitors are not permitted in the Operating Room Suite, without prior 




       approval at the Chief Nurse, or Commander.     



(b)  Attire for above visitors is IAW OR internal SOP.

(2) The Commander or Chief Nurse will allow some limited visitation in The Recovery section based on individual patients' conditions, required patient care activities, and emergencies occurring in the unit.  Routinely, visitors will be limited to 2 visitors per patient for 30-minute intervals or at the discretion of the nursing staff.

 

 
(3)  Visitors are not permitted in ATLS, without prior approval at the Chief Nurse,



       or Commander.

This side not used.

CHAPTER 16

DRAWING BLOOD FROM THE PEDIATRIC PATIENT

16‑1.
PURPOSE.  To establish uniform policy and procedures for the all staff responsible for drawing blood from the pediatric patient.

16‑2.
SCOPE.  This policy applies to all individuals assigned.

16‑3.
GENERAL.

a.
Limited accessible sites in the pediatric patient may increase infection risk by repeated 

sticks at the same site.

b.
Avoid multiple punctures in the same site.

c.
Treat puncture sites as minor wounds.

d.
Aseptic technique and Standard Precautions are utilized in all procedures.

16‑4.
PROCEDURE.  Venipuncture

a.
Equipment required

(1)  Alcohol pad

(2)  2 x 2 gauze pad

(3)  22-25 gauge needle or butterfly

(4)  Appropriate size syringe (if using a butterfly)

(5)  18 gauge needle (if using a butterfly)

(6)  Tourniquet

(7)  Gloves of the appropriate size

(8)  Appropriate tubes for lab specimens (see Lab Manual)

(9)  Band-Aid

b.
Obtaining the blood

(1)  Wash hands

(2)  Find vein appropriate for the blood draw.  In children the most common venous 



sites are in the back of the hand, forearm, brachial plexus, feet, and scalp veins.

(3)  Apply tourniquet

(4)  Don gloves

(5)  Using the alcohol pad, wipe area clean in a circular motion and let dry

(6)  When using the straight needle method:

(a)  Immobilize the infants extremity

(b)  Visualize the insertion site

(c)  Insert needle until a flashback is noted in the hub

(d)  Using a pumping motion, let the blood drip into the tube or on the specimen paper 



required

(e)  Collect enough blood as outlined in the Lab Submission Manual

(f)  When collection is complete, remove the tourniquet and remove the needle, 



maintain pressure times one minute or until bleeding stops.

(g)  Apply Band-Aid

(h)  Label and send blood specimen to lab for appropriate specimen processing

(7)  When using the butterfly method:

(a)  Attach the syringe to the needle

(b)  Immobilize the infants extremity

(c)  Visualize the insertion site

(d)  Insert needle until a flashback is noted in the tubing

(e)  Gently pull back on the syringe (You may need to use pumping motion to 



keep blood flow going)

(f)  Collect enough blood as outlined in the Lab Submission Manual

 

(g)  When collection is complete, remove the tourniquet and remove the 



needle, maintain pressure times one minute or until bleeding stops.

(h)  Apply Band-Aid

(i)  Place blood in appropriate tubes using the 18 gauge needle, label and send 


      blood specimen to lab for appropriate specimen processing 

16‑5.  PROCEDURE.  Heel Stick Method


a.
Equipment required

(1)  Alcohol wipe

(2)  2x2 gauze

(3)  Lancet (2mm)

(4)  Appropriate collection tubes (See Lab Manual)

b.
Obtaining the blood specimen

(1)  Wash hands

(2)  Locate puncture site – warming the site for 5 – 10 minutes improves blood 



flow.

(3)  Rotate puncture sites‑ the lateral and medial aspects of the two heels.

(4)  Don gloves

(5)  Using the alcohol pad, wipe area clean in a circular motion and let dry

(6)  Immobilize the infant’s extremity

(7)  Visualize the insertion site

(8)  Utilizing the lancet, puncture the skin of the heel quickly in one continuous 


motion in a direction almost  perpendicular to the puncture site. (Avoid 



posterior curvature of heel.)

(9)  Gently pump calf and foot to allow drops to flow

(10)  When collection is complete, maintain pressure times one minute or  until 


  bleeding stops

(11)  Apply Band-Aid

(12)  Label and send blood specimen to lab for appropriate specimen 




  processing

16‑6.
PROCEDURE.  Blood Cultures

a.
Equipment required

(1)  Betadine skin prep pads

(2)  Alcohol pad

(3)  2 x 2 gauze pad

(4)  23-25 gauge butterfly or needle

(5)  Appropriate size syringe

(6)  18 gauge needle

(7)  Tourniquet

(8)  Pair of gloves of the appropriate size

(9)  Pedi-Bact Culture Bottle

(10)  Band-Aid


b.
Obtaining the blood specimen

(1)  Wash hands

(2)  Find vein appropriate for the blood draw.  In children the most common 



venous sites are in the back of the hand, forearm, brachial plexus, feet, and 


scalp veins

(3)  Attach the syringe to the needle

(4)  Don gloves

(5)  Immobilize the infant’s extremity

(6)  Visualize the insertion site

(7)  Using the Betadine skin pad, wipe area clean in a circular motion and let 



set for one minute

(8)  Using the alcohol pad, wipe area clean in a circular motion and let dry

(9)  Never palpate the area once it has been disinfected

(10)  Insert needle at approximately a 45 degree angle until a flashback is 



  noted in the tubing

(11)  Gently pull back on the syringe (You may need to use pumping motion to  


  keep blood flow going)

(12)  Collect at least 0.5-4ml for pediatric blood culture bottle

(13)  When collection is complete, remove the tourniquet and remove the 



  needle, maintain pressure times one minute or  until bleeding stops.



(14)  Apply Band-Aid

(15)  Place blood in appropriate tubes using the 18-gauge needle, label and 



  send blood specimen to lab for appropriate specimen processing

16‑7.
REFERENCES.


a.
APIC Text of Infection Control and Epidemiology, 2000, Mosby, St Louis MO


b.
Skale, Nedra.  Manual of Pediatric Nursing Procedures, J.B.Lippincott Company, Philadelphia, PA., 1992.
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CHAPTER 17

CARE AND STORAGE OF SUPPLIES

17‑1.
PURPOSE.  To provide guidelines on the proper care and storage of medical supplies used in patient care.  To provide guidance for storing supplies under environmental conditions that will safeguard their quality and meet the specific storage requirements directed for a particular supply item.

17‑2.
SCOPE.  This policy applies to all sections.

17-3.
POLICY.


a.
All hospital sterilized items no longer have expiration dates.


b.
These items may be used as long as the integrity of the package is not 



compromised by becoming torn, wet, damaged or otherwise suspected of being 

contaminated.


c.
Any commercially prepared item that contains an expiration date will expire at 


that date, i.e. Betadine swabs.

 
d.
Some items, such as blood tubes that are not considered sterile, have expiration 

dates.  The expiration date indicates that the item is no longer effective for its 


intended use, either due to expiration of the material in the tube or loss of 


vacuum, etc.  

17‑4.
PROCEDURES.

a.
Storage safeguard.

(1)  
All supplies will be stored to protect them from moisture and/or high 



humidity.

(2)  
Storage shelving will be at least 8-10 inches from the floor, at least 18 



inches from the ceiling, and at least two inches from outside walls.  The 



only exception is supplies stored in M.D.S. carts.  Packaged supplies are 



not stored on the floor.

(3)  Supplies will be stored in an area of decreased traffic flow and on 




designated shelving, cabinets, or covered containers that are cleaned and 



maintained in a dry condition.

(4)  Sterile supplies are to be handled gently and positioned so that packaged 



items are not crushed, bent, compressed, or punctured.

(5)  
Sterile supplies are stored on separate shelving from clean supplies.

b.
Supply boxes are often grossly soiled and are not to be opened or unpacked in 


a clean storage area.

c.
Disposable Items:

(1)  
Disposable equipment and supplies that are designated for a single patient 



use are to be used once and discarded.

(2)  
IAW recent FDA guidelines, hospitals reprocessing single use devices are 



required to use the same criteria as the original manufacturer.

(3)  
No single use devices are reprocessed at this facility.


d.
Hospital Sterilized Supplies



(1)  All hospital sterilized items are event related and calls for “user 




accountability” to assure that sterile supplies are properly stored and 



maintained. 



(2)   An indefinite shelf life is paced on each hospital-sterilized item.  No 



expiration date is present.



(3)  A sterilization load indicator is placed on each package for recall purposes 



only.

 

(4)  All items processed for sterilization are properly wrapped and processed in 


such a manner so as to provide an effective barrier to microorganisms.



(5)  The user must inspect all packages before the package is opened. If the 



package is torn, wet, has a broken seal or is otherwise damaged, it is not to 


be used. 

(6)   Before use, verify that the external indicator on each package has been 



exposed to sterilization.



(7)  Rotation of supplies is important to ensure that previously processed items 



are used before those more recently processed.



(8)  Since the loss of sterility is event-related and not time related, insure that 



items are stored in a manner that does not aid in the compromise of the 



packaging of the product. 



(9)  Items placed in plastic dust covers must be wiped off as necessary and dust 


cover removed before the item is used.



(10)  Any sterile item whose outer wrapper has been compromised, i.e., torn, 



  wet, etc. should not be used but returned to CMS. 



(11)  Commercially prepared sterile items will be considered sterile (unless the 


   integrity of the packaging has been compromised) until the 




   manufacturer's expiration date has been reached.

(12)  Commercially prepared single use items will not be resterilized

17-5.
REFERENCES. 

          a.
Association of Operating Room Nurses, Inc. National Standard, 2000, Edition Denver, CO.

 b.
Association for the Advancement of Medical Instrumentation (AAMI) National Standards and Recommended Practices for Sterilization, 1995, Arlington, VA.

          c.
APIC Text of Infection Control and Epidemiology, 2000. 


d.
Food and Drug Administration Guidelines, “Re-Use of Single Use Medical Devices”, April 2000.
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CHAPTER 18

MULTIPLE DOSE MEDICATION VIALS AND SOLUTION CONTAINERS

18‑1.
PURPOSE.  To provide guidelines for the use of multiple dose medication vials and containers of solutions.

18‑2.
APPLICABILITY.  All personnel. 

18‑3.
GUIDELINES ON THE USE OF MULTIPLE DOSE VIALS.


a.
Multiple dose medication vials do not require dating upon opening unless 


specifically indicated by the manufacturer.   


b.
Drugs should be checked monthly and prior to administration to ensure that 


outdated medications are not utilized.  


c.
Manufacturer’s guidelines for preparation, storage, and expiration should be 


followed.  


d.
Reconstitution and expiration information is included on the vial label when 


appropriate. 


e.
Multiple-dose vials must be discarded whenever suspected or visible 



contamination occurs.

18‑4.
PROCEDURE.


a.
Multiple-dose Medication Vials



(1)  Multiple vials need only be refrigerated when directed by the 




manufacturer.



(2)  Multiple dose vials are discarded when empty or the manufacturer's 



expiration date is reached.



(3)  The vials must be handled with aseptic technique.  This includes wiping 



the top of the vial with 70% Isopropyl alcohol and allowing it to dry.  



Visual inspection of the vial is to be done each time medication is 




withdrawn to determine that the latex stopper is intact and that no unusual 



particulate matter is in the vial.



(4)  Single dose containers are disposed of immediately after use.

b.
Solution Containers:

(1) Solutions decanted from the original container into another for convenience (such as Hibiclens into a peri‑bottle)  must be labeled with an expiration date thirty days from the date of decanting, since the possibility of contamination exists during the process of pouring the solution from one container to another.

                (2)   Irrigation bottles of sterile water and normal saline are the only exceptions 



since they do not contain preservatives.  These containers are dated and 



timed and expire 24 hours after opening.  Any solution remaining after the 


expiration time is discarded.

c.
Pharmaceuticals:

(1)  All pharmaceuticals are stored according to the individual drug 




requirements.  Follow the labeling instructions.

(2)  Immunizations that are transferred from their original containers into 



plastic syringes must be refrigerated until immediately prior to use and 



discarded in 24 hours.  Immunizations remaining in syringes and not 



refrigerated must be discarded at the end of the day.

(3)  The yellow fever immunization must be used within one hour after mixing, 


due to the lack of a preservative.

(4)  Return pharmaceuticals with expired use dates to the Pharmacy for 
disposal.

(5)  Eye medications in Ophthalmology and Ambulatory Procedures Unit 
(APU) used for diagnostic exams can be used through manufacturer’s 
expiration date, provided they are not contaminated during use.

(6)  Eye medications on patient units are intended for single patient use only.

18‑5.
REFERENCES.  Intravenous Nursing Standards of Practice, Intravenous Nurses Society, Cambridge, MA 2000.  




DEWEY R. COLLIER



CPT, AN



Chief of Nursing

The proponent of these policies is the Chief Nurse, 555th FST.  Users are invited to send comments and suggestions for improvement to:  Commander, DACH, ATTN:  Infecrion Control Nurse, Fort Hood, TX  76544-4752.
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