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3.8
INFECTION CONTROL PLAN:
3.8.1
Introduction, Hospital Organization & Policy for Infection Control:
In recent years, the control of hospital associated infections has been recognized as an important health care issue.  Antibiotic usage, sophisticated life support equipment, survival of patients with compromised host defenses, and increasing population mobility have all contributed to the changing character of nosocomial infections.  A hospital must fulfill its responsibility to its patients, staff, and community by insuring that proper safeguards are instituted to identify and prevent hospital-associated infections.  The object of this Infection Control Manual is to define policy and procedure regarding nosocomial infections at the Alaska Native Medical Center.  All aspects of hospital functions are included in the surveillance and prevention activities, including Nursing, Central Supply, Laboratory, Radiology, Physical Therapy, Employee Health, Nutrition and Food Services, Housekeeping, Maintenance, Pharmacy, and all Clinical Departments, and some ancillary departments.

The Infection Control Committee empowered by the Administrator, ANMC, to establish infection control policy has developed this manual.  Representatives of each hospital department, with direct patient contact, have assisted the committee in producing a manual which is useful, relevant, and effective at this hospital.

3.8.1.1
Infection Control Committee:

A. Membership:  A multi-disciplinary medical staff committee, the Infection Control Committee (ICC), is hereby established.  Members of the committee shall include representation from the medical staff, nursing, laboratory, pharmacy, surveillance, safety and environmental control services, dental, central supply, surgery and women’s health clinic.  Maintenance, health records,  Nutrition and Food Service, laundry and housekeeping, Quality Resources, and other ancillary staff are available on a consultative basis.

B. Meetings:  The committee shall meet every other month.  Documentation of the meetings and recommendations made shall be kept and submitted to administration. 

C. Responsibility:  The committee shall be responsible for recommending all aspects of hospital policy relating to infection control.  Administration is responsible for prompt review and implementation of recommended infection control policy formulated by the committee.

D. Review of Reported Infections: Through, the Infection Control Coordinator the Infection Control Committee shall be kept informed of infections within and outside the hospital of epidemiological significance.

E. Committee Chairperson: The Chairperson shall be appointed by Administration and be able to communicate and initiate proper responses to infection control.  The Chairperson shall have knowledge of infectious disease, bacteriology, and preventive medicine, and shall preferably be a physician.

3.8.1.2
Infection Control Coordinator Functions:

The Infection Control Coordinator is under the supervision of the chief operations officer, and serves as a staff member to the infection control committee, which is a standing committee of the medical staff executive committee.  The activities of the infection control committee shall be reported.

A. Coordinates Surveillance:

1.  Reviews microbiology laboratory results for isolations and origin of specimens, and receives preliminary reports from laboratory personnel.

2.  Reviews report from Central Nursing Office regarding suspected nosocomial infections, isolations, reportable diseases, and hazardous diseases.

3.  Solicits direct reports from nurses and physicians.

4.  Performs patient chart reviews with emphasis on high-risk areas, such as Intensive Care Units, OB/GYN, Nursery and Infant Pediatrics.

5.  Is familiar with local, state, and national health problems, such as influenza, hepatitis, rabies, TB, streptococcal infection through State and national epidemic reports.

6.  Participates in Hazard Surveillance Rounds as necessary.

B. Maintains Records:

1.  Keeps all reports of nosocomial infections and actions taken.

2.  Prepares bi-monthly report’s for the Infection Control Committee containing results of surveillance, control procedures instituted, and nosocomial infections identified.

3.  Maintains a copy of diseases reported to the State Health Department.

4.  Keeps listings of nosocomial isolates, their antibiotic sensitivities, and the antibiotic and biologics used in their treatment.

5.  Maintains records for development of baseline data that includes analysis of data by pathogen, site of infection, source of infection, nursing unit, and physician.

C. Keeps Staff Informed: When nosocomial infection hazard exists, the following shall be informed:

1.
Hospital administrator or Chief Operations officer 

2.
The Chief Physician Executive

3.
Physicians and nurses clinically involved with the situation.

4.
Chairperson of the Infection Control Committee.

5.
Director of Inpatient Units

6.  Other Departments as appropriate

Supervises Isolation Procedure: Guidelines shall be based on the latest revision of the CDC Guideline for Isolation Precautions in Hospitals, published by CDC, Atlanta, GA.

1.  Containment isolation instituted based on:

a) Physician's order.

b) Admitting diagnosis, tentative or probable.

c) Clinical evidence of potentially hazardous infection after consultation with attending physician or the Infection Control Coordinator and/or Chairperson of the Infection Control Committee.

d) Initiates proper Isolation Precautions.

e) Orders throat cultures, urine cultures, wound cultures as indicated.  Provider will cosign orders.  Provider will order invasive cultures (e.g., Blood, CSF etc.).

E. Reports to State Health Department (Refer to, Infection Control Manual, 3.8.1.12, Reportable Diseases State of Alaska, Assists the Infection Control Committee with Investigations of:

1.  Clusters of infections above expected levels.

2.  Single cases of unusual nosocomial infections.

3.  Other infection control studies and surveys.

F.
Performs Educational Functions Through:

1.  Information-Reports-Memos.

2.  Lectures, Meetings, and Inservice Education.

3.  Employee Orientation.

4.  Maintenance of reference sources for policies and procedures.

G. Monitors Employee Health Program:

1.  Immunization.

2.  Exposure investigation.

3.  Tuberculin testing.

4.  Rubella, Rubeola, Hepatitis B and Varicella.

5.  Conducts employee surveys and cultures when approved and indicated.

6.  Needlesticks and Splash Protocol

7.  Latex Program.

H. Maintains current and revises as necessary this Infection Control Manual, with assistance from the Infection Control Committee.

Coordinates and monitors the Tuberculosis Program.

Is a member of the Safety Committee and participates with other health professionals in developing and implementing guidelines for safety measures.

Maintains current and revises as necessary the Exposure Control Plan annually.

Maintains current and revises as necessary the Infection Control Plan and Employee Health and Infection Control Policies.

Supervises Clerical Staff.

Assists with education and evaluation activities that address all requirements of Infection Control and Employee Health as specified by OSHA, JCAHO, federal, state and local laws.

Member of the Occurrence Screening Committee.

3.8.1.3
Review and Revision of Infection Control Manual:

Written policies and procedures shall be reviewed at least every two-years.  Signatures of the Hospital Administrator, Chief operations officer, Chief  physician executive, Chief nurse executive chairperson and than infection control coordinator will be affixed to their document at least every two years after thorough review.

3.8.1.4
Orientation and In-Service Training:

There shall be a newcomer’s orientation and an annual inservice education program for employees regarding infection control based on established infection control policy and procedure, and any pertinent results from investigations or routine surveillance.  This orientation and education shall be the responsibility of the infection control coordinator supported by the ANMC administrator and joint operating board.

3.8.1.5
Surveillance:

There will be one full time Infection Control Coordinator to administer the Infection Control/Employee Health program.  This includes infection surveillance, prevention and control activities.

1. Types of surveillance:

a) Directed, targeted surveillance - This system is used for specific units or areas, specific patient population or specific procedures.

b) Problem - Oriented or outbreak response surveillance.  This system is used to measure the occurrence of specific infection problems (clusters).  The investigation should collect comparable data from appropriate control groups to identify statistically significant risk factors for which control measures can be developed.  After control measures are applied, surveillance continues to determine whether the problem is controlled.

2. Special studies will be conducted as needed.  These may include:

a) The investigation of clusters of infections above expected levels.

b) The investigation of single cases of unusual or epidemiological significant nosocomial infections.

c) Focused studies on procedures with significant potential for nosocomial infection, particularly when the procedure is new or substantially changed.

d) The comparison of a group of infected patients with or uninfected control group to detect statistically significant risk factors for which control measures can be developed.

3. These studies may include prevalence and incidence studies, collection of routine or special data as needed and sampling of personnel or the environment as needed.

3.8.1.6
Definition of Nosocomial Infection:

A nosocomial infection is one that develops during or is a result of a hospitalization and is not present or incubating before admission to the hospital.

When the incubation period is unknown, an infection is called nosocomial if it develops at any time after admission.

An infection present on admission can be classified as nosocomial, but only if it is related directly to or is the residual of a previous admission.  (Refer to: Infection Control Manual, 3.8.1.7, CDC Definitions For Nosocomial Infections, 1988 and 3.8.1.8, CDC definitions of Nosocomial Infections, 1992: A modification of CDC definitions of Surgical Wound infections.)
All infections that fail to satisfy these requirements are classified as community acquired.

3.8.1.7
CDC Definitions of Nosocomial Surgical Site Infections, 1988 Classifying Infections (C.D.C Guidelines):

Guidelines for determining presence and classification of infections (Reprinted from: CDC definitions for nosocomial infections, 1988).

PRINCIPLES USED IN DEFINITIONS:

The definitions are based on several important principles.  First, information used to determine the presence and classification of an infection involves various combinations of clinical findings and results of laboratory and other diagnostic tests.  Clinical evidence is derived from direct observation of the patient or review of information in the patient's chart or other ward or unit records, for example, temperature sheet or Cardex.  Laboratory evidence consists of results of cultures, antigen - or antibody - detection tests, and microscopic visualization methods.  Supportive data are derived from other diagnostic studies, such as results of x-ray studies, ultrasound examination, computed tomography (CT) scan, magnetic resonance imaging, radiolabel scans, endoscopic procedures, biopsies, and needle aspiration.  For infections in which clinical manifestations are different in neonates and infants than in older persons, specific criteria are included.

Second, a physician's or surgeon's diagnosis of infection derived from direct observation during surgery, endoscopic examination, or other diagnostic study.  Also based on clinical judgment is an acceptable criterion for an infection, unless there is compelling evidence to the contrary (e.g., information written on the wrong patient's record for a presumptive diagnosis that was not substantiated by subsequent studies).  For infections at some sites, however, a physician’s clinical diagnosis in the absence of supportive data must be accompanied by initiation of appropriate antimicrobial therapy to satisfy the criterion.

Third, for an infection to be defined as nosocomial there must be no evidence that the infection was present or incubating at the time of hospital admission.  An infection that occurs in the following special situations is considered nosocomial: (1) infection that is acquired in the hospital and becomes evident after hospital discharge and (2) newborn infection that is the result of passage through the birth canal.

Fourth, infection that occurs as the result of the following special situations is not considered nosocomial: (1) infection that is associated with a complication or extension of infection(s) already present on admission, unless a change in pathogen or symptoms strongly suggests the acquisition of a new infection and (2) infection in an infant that is known or proved to have been acquired transplacentally (e.g., herpes simplex, toxoplasmosis, rubella, cytomegalovirus, and syphilis) and becomes evident shortly after birth.

Fifth, except for a few situations that are referred to in the definitions, no specific time during or after hospitalization is given to determine whether an infection is nosocomial or community-acquired.  Thus each infection must be assessed for evidence that links it to hospitalization.

DEFINITIONS FOR NOSOCOMIAL INFECTIONS:

Definitions for surgical wound infection, primary bloodstream infection, pneumonia, and urinary tract infection are presented first and are followed by other sites of infection listed alphabetically.

SURGICAL WOUND INFECTIONS:

Surgical wound infection includes incisional surgical wound infection and deep surgical wound infection.

Incisional surgical wound infection must meet the following criterion: Infection occurs at incision site within 30 days after surgery AND involves skin, subcutaneous tissue, or muscle located above the facial layer AND any of the following:

1.
Purulent drainage from incision or drain located above fascial layer.

2.
Organism isolated from culture of fluid from wound closed primarily.

3.
Surgeon deliberately opens wound, unless wound is culture-negative.

4.
Surgeon's or attending physician's diagnosis of infection.

Deep surgical wound infection must meet the following criterion: Infection occurs at operative site within 30 days after surgery if no implant* is left in place or within 1 year if implant is in place AND infection appears related to surgery AND infection involves tissues or spaces at or beneath facial layer AND any of the following:

1.
Purulent drainage from drain placed beneath facial layer.

2.
Wound spontaneously dehisces or is deliberately opened by surgeon when patient has fever (>38oC) and/or localized pain or tenderness, unless wound is culture-negative.

3.
An abscess or other evidence of infection seen on direct examination during surgery, or by histopathologic examination.

4.
Surgeon's diagnosis of infection.

*A non human-derived implantable foreign body (e.g., prosthetic heart valve, non-human vascular graft, mechanical heart, or hip prosthesis) that is permanently placed in a patient during surgery.

Primary bloodstream infection includes laboratory-confirmed bloodstream infection and clinical sepsis.  The definition of clinical sepsis is intended primarily for infants and neonates.

Laboratory-confirmed bloodstream infection must meet one of the following criteria:

1.
Recognized pathogen isolated from blood culture AND pathogen is not related to infection at another site*

2.
One of the following: fever (>38oC), chills, or hypotension AND any of the following:

a.
Common skin contaminant+ isolated from two blood cultures drawn on separate occasions AND organism is not related to infection at another site*

b.
Common skin contaminant isolated from blood culture from patient with intravascular access device AND physician institutes appropriate antimicrobial therapy.

c.
Positive antigen test blood ++ AND organism is not related to infection at another site.

*When an organism isolated from blood culture is compatible with a related nosocomial infection at another site, the bloodstream infection is classified as a secondary bloodstream infection.  Exceptions to this are intravascular device-associated bloodstream infections, all of which are classified as primary even if localized signs of infections are present at the access site.

+Organisms that are normal skin flora.  (E.g., diptheroids, Bacillus sp., Propionibacterium sp., coagulase-negative staphylococci, or micrococci).

++Detection of bacterial, fungal, or viral antigen (e.g., Candida sp., herpes simplex, varicella zoster, Haemophilus influenza, Streptococcus pneumonia, Neisseria meningitides, group B streptococci) by rapid diagnostic test (e.g., counterimmunoelectrophoresis, coagulation, or latex agglutination).

3.
Patient <12 months+ of age has on one of the following: fever (>38+), hypothermia (<37oC), apnea, or bradycardia AND any of the following:

a.
Common skin contaminant isolated from two blood cultures drawn on separate occasions AND organism is not related to infection at another site*

b.
Common skin contaminant isolated from blood culture from patient with intravascular access device AND physician institutes appropriate antimicrobial therapy.

c.
Positive antigen test on blood AND Pathogen is not related to infection at another site.
Clinical sepsis must meet either of the following criteria:

1.
One of the following clinical signs or symptoms with no other recognized cause: fever (>38oC), hypotension (systolic pressure <90mm Hg), or oliguria (>20 ml/hr) AND all the following:

a.
Blood cultures not done or no organism or antigen detected in blood.

b.
No apparent infection at another site.

c.
Physician institutes appropriate antimicrobial therapy for sepsis.

2.
Patient <12 months of age has one of the following clinical signs or symptoms with no other recognized cause: fever (>38oC), hypothermia (<37oC), apnea, or bradycardia AND all of the following:

a.
Blood culture not done or no organism or antigen detected in blood.

b.
No apparent infection at another site.

c.
Physician institutes appropriate antimicrobial therapy for sepsis.

PNEUMONIA:  Pneumonia is defined separately from other infections of the lower respiratory tract.  The criteria for pneumonia involve various combinations of clinical, radiographic, and laboratory evidence of infection.  In general, expectorated sputum cultures are not useful in diagnosing pneumonia but may help identify the etiologic agent and provide useful antimicrobial susceptibility data.  Findings from serial chest x-ray studies may be more helpful than those from a single x-ray film.

+These criteria apply specifically to infants <12 months of age; they may infrequently apply to older infants and children.

*When an organism isolated from blood culture is compatible with a related nosocomial infection at another site, the bloodstream infection is classified as a secondary bloodstream infection.  Exceptions to this are intravascular device-associated bloodstream infections, all of which are classified as primary even if localized signs of infections are present at the access site.

Pneumonia must meet one of the following criteria:

1.
Rales or dullness to percussion on physical examination of chest AND any of the following:

a.
New onset of purulent sputum or change in character of sputum.

b.
Organism isolated from blood culture.

c.
Isolation of pathogen from specimen obtained by transtracheal aspirate, bronchial brushing, or biopsy.

2.
Chest radiographic examination shows new or progressive infiltrate, consolidation, cavitation, or pleural effusion AND any of the following:

a.
New onset of purulent sputum or change in character of sputum.

b.
Organism isolated from blood culture.

c.
Isolation of pathogen from specimen obtained by transtracheal aspirate, bronchial brushing, or biopsy.

d.
Isolation of virus or detection of viral antigen in respiratory secretions.

e.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

f.
Histopathologic evidence of pneumonia.

3.
Patient <12 months of age has two of the following: apnea, tachypnea, bradycardia, wheezing, rhonchi, or cough and any of the following:

a.
Increased production of respiratory secretions.

b.
New onset of purulent sputum or change in character of sputum.

c.
Organisms isolated from blood cultures.

d.
Isolation of pathogen from specimen obtained by transtracheal aspirate, bronchial brushing, or biopsy.

e.
Isolation of virus or detection of viral antigen in respiratory secretions.

f.
Diagnostic single antibody titer (IgM) or fourfold increase in increase in paired serum samples (IgG) for pathogen.

g.
Histopathologic evidence of pneumonia.

4.
Patient <12 months of age has chest radiological examination that shows new or progressive infiltrate, cavitation, consolidation, or pleural effusion AND any of the following:

a.
Increased production of respiratory secretions.

b.
New onset of purulent sputum or change in character of sputum.

c.
Organisms isolated from blood cultures.

d.
Isolation of pathogen from specimen obtained by transtracheal aspirate, bronchial brushing, or biopsy.

e.
Isolation of virus or detection of viral antigen in respiratory secretions.

f.
Diagnostic single antibody titer (IgM) or fourfold increase in increase in paired serum samples (IgG) for pathogen.

g.
Histopathologic evidence of pneumonia.

URINARY TRACT INFECTIONS

Urinary tract infection includes symptomatic urinary tract infection, asymptomatic bacteriuria, and other infections of the urinary tract.

Symptomatic urinary tract infection must meet one of the following criteria:

1.
One of the following: fever (>38oC) urgency, frequency, dysuria, or suprapubic tenderness AND a urine culture* of >105 colonies/ml urine with no more than two species of organisms.

2.
Two of the following: fever (>38oC), urgency, frequency, dysuria, or suprapubic tenderness AND any of the following:

a.
Dipstick test positive for leukocyte esterase and/or nitrate.

b.
Pyuria (>10 white blood cells [WBC]/ml3 > 3 WBC/high-power field of unspun urine).

c.
Organisms seen on Gram stain of unspun urine.

d.
Two urine cultures with repeated isolation of the same uropathogen with >102
e.
Urine culture with <105 colonies/ml urine of single uropathogen in patient being treated with appropriate antimicrobial therapy.

f.
Physician's diagnosis.

g.
Physician's institutes appropriate antimicrobial therapy.

3.
Patient <12 months of age has one of the following: fever  (>38oC), hypothermia (<37oC), apnea, 
bradycardia, dysuria, lethargy, or vomiting AND urine culture of >105 colonies/ml urine with no more than two species of organisms.

4.
Patient <12 months of age has one of the following: fever  (>38oC), hypothermia (<37oC), apnea, bradycardia, dysuria, lethargy, or vomiting AND any of the following:

a.
Dipstick test positive for leukocyte esterase and/or nitrate.

b.
Pyuria 

c.
Organisms seen on Gram stain of unspun urine.

d.
Two urine cultures with repeated isolation of the same uropathogen+ with >102 organisms/ml urine in nonvoided specimens.

e.
Urine culture with <105 colonies/ml urine of single uropathogen in patient being treated with appropriate antimicrobial therapy.

f.
Physician's diagnosis.

g.
Physician's institutes appropriate antimicrobial therapy.

*For urine specimens to be of value in determining whether a nosocomial infection exists, they must be obtained aseptically using an appropriate technique, such as clean catch collection, bladder catheterization, or suprapubic aspiration.

+Gram-negative bacteria or Staphylococcus saprophyticus

Asymptomatic bacteriuria must meet either of the following criteria:

1.
An indwelling urinary catheter is present within 7 days before urine is cultured AND patient has no fever (>38oC), urgency, frequency, dysuria, and suprapubic tenderness AND has urine culture of >105 organisms/ml urine with no more than two species of organisms.

2.
No indwelling urinary catheter is present within 7 days before the first of two urine cultures with >105 organisms/ml urine of the same organism with no more than two species of organisms, AND patient has no fever (>38oC), urgency, frequency, dysuria, and suprapubic tenderness.

Other infections of the urinary tract (kidney, ureter, bladder, urethra, or tissues surrounding the retroperitoneal or perinephric spaces) must meet one of the following criteria:

1.
Organism isolated from culture of fluid (other than urine) or tissue from affected site.

2.
An abscess or other evidence of infection seen on direct examination, during surgery, or by histopathologic examination.

3.
Two of the following: fever  (>38oC), localized pain, or tenderness at involved site AND any of the following:

a.
Purulent drainage from affected site.

b.
Organism isolated from blood culture.

c.
Radiographic evidence of infection.*

d.
Physician's diagnosis.

e.
Physician institutes appropriate antimicrobial therapy.

4.
Patient <12 months of age has one of the following: fever  (>38oC), hypothermia (<37oC), apnea, bradycardia, lethargy, or vomiting AND any of the following:

a.
Purulent drainage from affected site.

b.
Organism isolated from blood culture.

c.
Radiographic evidence of infection.

d.
Physician's diagnosis.

e.
Physician institutes appropriate therapy.

BONE AND JOINT INFECTION

Bone and joint infection includes osteomyelitis, joint or bursa infection, and vertebral disk infection.

Osteomyelitis must meet one of the following criteria:

1.
Organism cultured from bone

2.
Evidence of osteomyelitis seen during surgery or by histopathologic examination.

3.
Two of the following with no other recognized cause: fever (38oC), localized swelling, tenderness, heat, or drainage at suspected site of infection AND any of the following:

a. Organism isolated from blood culture.

b. Positive antigen test on blood.

c. Radiographic evidence of infection.

Joint or bursa infection must meet one of the following criteria:

1.  Organism isolated from culture of joint fluid or synovial biopsy

2.
Evidence of joint or bursa infection seen during surgery or by histopathologic examination.

3.
Two of the following with no other recognized cause: joint pain, swelling, tenderness, heat, and evidence of effusion or limitation of motion AND any of the following:

a.
Organisms and white blood cells seen on Gram stain of joint fluid

b.
Positive antigen test on blood, urine, or joint fluid.

c.
Cellular profile and chemistries of joint fluid compatible with infection and not explained by underlying rheumatologic disorder.

d.
Radiographic evidence of infection.

Vertebral disk space infection must meet one of the following criteria:

1.
Organism isolated from culture of involved site tissue obtained during surgery or needle aspiration.

2.
Evidence of infection at involved site seen during surgery or by histopathologic examination.

3.
Fever (>38oC) with no other recognized cause and pain involved site AND positive antigen test on blood or urine.

*Radiographic evidence of infection includes abnormal results of ultrasound examination, CT scan, magnetic resonance imaging, or radio label scan (e.g. gallium or technetium)

CARDIOVASCULAR SYSTEM INFECTION

Cardiovascular system infection includes arterial or venous infection, endocarditis, myocarditis or pericarditis, and mediastinitis.  Mediastinitis is grouped with cardiovascular system infections because it most often occurs after cardiac surgery.

Arterial or venous infection must meet one of the following criteria:

1.
Organism isolated from culture of arteries or veins removed during surgery AND blood culture not done or no organism isolated form blood culture.

2.
Evidence of infection at involved vascular site seen during surgery or by histopathologic examination.

3.
One of the following: fever  (>38oC), pain, erythema, or heat at involved vascular site AND both of the following:

a.
More than 15 colonies cultured from intravascular cannula tip using semiquantitative culture method.

b.
Blood culture not done or no organism isolated from blood culture.

4.
Purulent drainage at involved vascular site AND blood culture not done or no organism isolated from blood culture.

5.
Patient <12 months of age has one of the following: fever (>38oC), hypothermia (<37oC), apnea, bradycardia, lethargy, or heat involved at vascular site AND both of the following:

a.
More than 15 colonies cultured from intravascular cannula tip using semiquantitative culture method.

b.
Blood culture not done or no organism isolated from blood culture.

Endocarditis of natural or prosthetic heart valve must meet one of the following criteria:

1.
Organism isolated from culture of valve or vegetation.

2.
Two of the following with no other recognized cause: fever  (>38oC), new or changing murmur; embolic phenomena, skin manifestations (i.e., petechiae, splinter hemorrhages, painful subcutaneous nodules), congestive heart failure, or cardiac conduction abnormality AND Physician institutes appropriate antimicrobial therapy if diagnosis is made antemortem AND any of the following:

a.
Organism isolated from two blood cultures.

b.
Organisms seen on Gram stain of valve when culture is negative or not done.

c.
Valvular vegetation seen during surgery or autopsy.

d.
Positive antigen test on blood or urine.

e.
Evidence of new vegetation seen on echocardiogram.

3.
Patient <12 months of age has two or more of the following with no or other recognized cause: fever  (>38oC), hypothermia (<37oC), apnea, bradycardia, new or changing murmur, embolic phenomena, skin manifestations, congestive heart failure, or cardiac conduction abnormally made antemortem AND any of the following:

a.
Organism isolated from two blood cultures.

b.
Organisms seen on Gram stain of valve when culture is negative or not done.

c.
Valvular vegetation seen during surgery or autopsy.

d.
Positive antigen test on blood or urine.

e.
Evidence of new vegetation seen on echocardiogram.

Myocarditis or pericarditis must meet one of the following criteria:

1.
Organism isolated from culture of pericardial tissue or fluid obtained by needle aspiration or during surgery.

2.
Two of the following with no other recognized cause: fever (>38oC), chest pain, paradoxical pulse, or increased heart size And any of the following:

a.
Abnormal electrocardiogram (ECG) consistent with myocarditis or pericarditis.

b.
Positive antigen test on blood.

c.
Evidence of myocarditis or pericarditis on histologic examination of heart tissue.

d.
Fourfold rise in type-specific antibody with or without isolation of virus from pharynx or feces.

e.
Pericardial effusion identified by echocardiogram, CT scan, Magnetic resonance imaging, angiography, or other radiographic evidence of infection.

3.
Patient <12 months of age has two or more of the following with no or other recognized cause: fever (>38oC), hypothermia (<37oC), apnea, bradycardia, paradoxical pulse, or increased heart size AND any of the following:

a.
Abnormal (ECG) consistent with myocarditis or pericarditis.

b.
Positive antigen test on blood.

c.
Histologic examination of heart tissue shows evidence of myocarditis or pericarditis.

d.
Fourfold rise in type-specific antibody with or without isolation of virus from pharynx or feces.

e.
Pericardial effusion identified by echocardiogram, CT scan, Magnetic resonance imaging, angiography, or other radiographic evidence of infection.

Mediastinitis must meet one of the following criteria:

1.
Organism isolated from culture of mediastinal tissue or fluid obtained during surgery or needle aspiration.

2.
Evidence of mediastinitis that is seen during surgery or by histopathologic examination.

3.
One of the following: fever (>38oC), chest pain, or sternal instability AND any of the following:

a.
Purulent drainage from mediastinal area

b.
Organism isolated from blood culture or culture of drainage from mediastinal area.

c.
Mediastinal widening on x-ray examination.

4.
Patient <12 months of age has one of the following: fever (>38oC), hypothermia (<37oC), apnea, bradycardia, or sternal instability AND any of the following:

a.
Purulent drainage from mediastinal area

b.
Organism isolated from blood culture or culture of drainage from mediastinal area.

c.
Mediastinal widening on x-ray examination.

CENTRAL NERVOUS SYSTEM INFECTION

Central nervous system infection includes intracranial infection, meningitis, or ventriculitis, and spinal abscess without meningitis.

Intracranial infection (brain abscess, subdural or epidural infection, and encephalitis) must meet one of the following criteria:

1.
Organism isolated from culture of brain tissue or dura.

2.
Abscess or evidence of intracranial infection seen during surgery or by histopathologic examination.

3.
Two of the following with no other recognized cause: fever (>38oC), localizing neurologic signs, changing level of consciousness, or confusion, AND physician institutes appropriate antimicrobial therapy if diagnosis is made antemortem AND any of the following:

a.
Organism seen on microscopic examination of brain or abscess tissue obtained by needle aspiration or by biopsy during surgery or autopsy.

b.
Positive antigen test on blood.

c.
Radiographic evidence of infection.

d.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

4.
Patient <12 months of age has one of the following: fever (>38oC), hypothermia (<37oC), apnea, bradycardia, localizing neurologic signs, or changing level of consciousness AND physician institutes appropriate antimicrobial therapy if diagnosis is made antemortem AND any of the following:

a.
Organism seen on microscopic examination of brain or abscess tissue obtained by needle aspiration or by biopsy during surgery or autopsy.

b.
Positive antigen test on blood.

c.
Radiographic evidence of infection.

d.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

Meningitis or ventriculitis must meet one of the following criteria:

1.
Organism isolated from culture of cerebrospinal fluid (CSF)

2.
One of the following with no other recognized cause: fever  (>38oC), headache, stiff neck, meningeal signs, cranial nerve signs, or irritability, AND Physician institutes appropriate antimicrobial therapy if diagnosis is made antemortem AND any of the following:

a.
Increased white cells, elevated protein, and/or decreased glucose in CSF.

b.
Organisms seen on Gram stain of CSF.

c.
Organism isolated from blood culture.

d.
Positive antigen test on CSF, blood, or urine

e.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

3.
Patient <12 months of age has one of the following with no or other recognized cause: fever  (>38oC), hypothermia (<37oC), apnea, bradycardia, stiff neck, meningeal signs, cranial nerve signs, or irritability AND physician institutes appropriate antimicrobial therapy if diagnosis is made antemortem AND any of the following:

a.
Increased white cells, elevated protein, and/or decreased glucose in CSF.

b.
Organisms seen on Gram stain of CSF.

c.
Organism isolated from blood culture.

d.
Positive antigen test on CSF, blood, or urine

e.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

Spinal abscess without meningitis (an abscess of the spinal epidural or subdural space, without involvement of the CSF or adjacent bone structures) must meet one of the following criteria:

1.
Organisms isolated from culture of abscess in spinal epidural or subdural space.

2.
Abscess in spinal epidural or subdural space seen during surgery or autopsy or by histopathologic examination.

3.
One of the following with no or other recognized cause: fever (>38oC), back pain, focal tenderness, radiculitis, paraparesis, or paraplegia AND physician institutes appropriate antimicrobial therapy if diagnosis is made antemortem AND either of the following:

a.
Organism isolated from blood culture.

b.
Radiographic evidence of spinal abscess.

EYE, EAR, NOSE THROAT, AND MOUTH INFECTION

Eye infection includes conjunctivitis and other eye infections.  Ear infections include otitis externa, otitis media, otitis interna, and mastoiditis.  Nose, throat, and mouth infections include oral cavity infections, upper respiratory infections, and sinusitis.

Conjunctivitis must meet either of the following criteria:

1.
Pathogen isolated from culture of purulent exudate obtained from conjunctiva or contiguous tissues, such as eyelid, cornea, meibomian glands, or lacrimal glands.

2.
Pain or redness of conjunctiva or around eye AND any of the following:

a.
WBC's and organisms seen on gram stain of exudate.

b.
Purulent exudate.

c.
Positive antigen test on exudate or conjunctival scraping.

d.
Multinucleated giant cells seen on microscopic examination of conjunctival exudate or scrapings.

e.
Positive viral culture on conjunctival exudate.

f.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgM) for pathogen.

Eye infections other than conjunctivitis must meet either of the following criteria:

1.
Organism isolated from culture of anterior or posterior chamber or vitreous fluid.

2.
Two of the following with no other recognized cause: eye pain, visual disturbance, or hypopyon AND any of the following:

a.
Physician's diagnosis.

b.
Positive antigen blood test.

c.
Organism isolated from blood culture.

Otitis Externa must meet either of the following criteria:

1.
Pathogen isolated from culture of purulent drainage from ear canal.

2.
One of the following: fever (>38oC), pain, redness, or drainage from ear canal AND organisms seen on Gram stain of purulent drainage.

Otitis Media must meet either of the following criteria:

1.
Organism isolated from culture of fluid from middle ear obtained by typmanocentesis or surgery.

2.
Two of the following: fever (>38oC), pain in the eardrum, inflammation, retraction or decreased mobility of eardrum, or fluid behind eardrum.

Otitis Interna must meet either of the following criteria:

1.
Organism isolated from culture of fluid from inner ear obtained at surgery.

2.
Physician's diagnosis.

Mastoiditis must meet either of the following criteria:

1.
Organism isolated from culture of purulent drainage from mastoid.

2.
Two of the following with no other recognized cause: fever (>38Co), pain, tenderness, erythema, headache, or facial paralysis AND either of the following:

a.
Organisms seen on Gram stain of purulent material from mastoid.

b.
Positive antigen test on blood.

Oral Cavity Infection (mouth, tongue, or gums) must meet one of the following criteria:

1.
Organism isolated from culture of purulent material from tissues or oral cavity.

2.
Abscess or other evidence of oral cavity infection seen on direct examination during surgery, or by histopathologic examination.

3.
One of the following: abscess, ulceration, or raised white patches on inflamed mucosa AND any of the following criteria:

a.
Organism seen on Gram stain.

b.
Positive potassium hydroxide (KOH) stain.

c.
Multinucleated giant cells seen on microscopic examination of mucosial scrapings.

d.
Positive antigen test on oral secretions.

e.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgM) for pathogen.

f.
Physician's diagnosis and treatment with topical or oral antifungal therapy.

Sinusitis must meet either of the following criteria:

1.
Organism isolated from culture of purulent material obtained from sinus cavity.

2.
One of the following: fever  (>38oC), pain, or tenderness over the involved sinus, headache, purulent exudate, or nasal obstruction AND either of the following:

a.
Positive transillumination

b.
Radiographic evidence of infection.

Upper respiratory tract infection (pharyngitis, laryngitis, and epiglottis) must meet one of the following criteria:

1.
Two of the following: fever (>38oC), erythema of the pharynx, sore throat, cough, hoarseness, or purulent exudate in throat AND any of the following:

a.
Organism isolated from culture of specific site.

b.
Organism isolated from blood culture

c.
Positive antigen test on blood or respiratory secretions.

d.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgM) for pathogen.

e.
Physician's diagnosis.

2.
Abscess seen on direct examination, during surgery, or by histopathologic examination.

3.
Patient <12 months of age has two of the following: fever  (>38oC), hypothermia (<37oC), apnea, bradycardia, nasal discharge, or purulent exudate in throat, AND any of the following:

a.
Organism isolated from culture of specific site.

b.
Organism isolated from blood culture

c.
Positive antigen test on blood or respiratory secretions.

d.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgM) for pathogen.

e.
Physician's diagnosis.

GASTROINTESTINAL SYSTEM INFECTION

Gastrointestinal system infections include gastroenteritis, hepatitis, necrotizing enterocolitis, gastrointestinal tract infections, and intraabdominal infections not specified elsewhere.

Gastroenteritis must meet either of the following criteria:

1.
Acute onset of diarrhea (liquid stools for more than 12 hours) with or without vomiting or fever (>38oC) AND no likely noninfectious cause (e.g., diagnostic tests, therapeutic regimen, acute exacerbation of a chronic condition, psychological stress)

2.
Two of the following with or no other recognized cause: nausea, vomiting, abdominal pain, or headache AND any of the following:

a.
Enteric pathogen isolated from stool culture or rectal swab.

b.
Enteric pathogen detected by routine or electron microscopy examination.

c.
Enteric pathogen detected by antigen or antibody assay on feces or blood.

d.
Evidence of enteric pathogen detected by cytopathic changes in tissue culture (toxin assay).

e.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

Hepatitis must meet any of the following criterion: Two of the following with or no other recognized cause: fever (>38oC), anorexia, nausea, abdominal pain, jaundice, or history of transfusion within the previous three (3) months AND any of the following:

1.
Positive antigen or antibody test for Hepatitis A, Hepatitis B, or Delta Hepatitis.

2.
Abnormal liver function tests (e.g., elevated alanine/aspartate aminotrasferase [ALT/AST] and.

3.
Cytomegalovirus (CMV) detected in urine or oropharyngeal secretions.

Infant necrotizing enterocolitis must meet the following criterion:

Two of the following with or no other recognized cause: vomiting, abdominal distention, or prefeeding residuals AND persistent microscopic or gross blood in the stools AND any of the following abdominal radiographic abnormalities:

1.
Pneumoperitoneum.

2.
Pneumotosis intestinalis.

3.
Unchanging "rigid" loops of small bowel.

Gastrointestinal (GI) tract infection (esophagus, stomach, small bowel, large bowel, and rectum), excluding gastroenteritis and appendicitis, must meet either of the following criteria:

1.
Abscess or other evidence of infection seen during surgery or by histopathologic examination.

2.
Two of the following with or no other recognized cause and compatible with infection of the organ or tissue involved: fever (>38oC), nausea vomiting, abdominal pain, or tenderness AND any of the following:

a.
Organism isolated from culture of drainage or tissue obtained during surgery or endoscopy or from surgically placed drain.

b.
Organisms seen on Gram or KOH stain or multinucleated giant cells seen on microscopic examination of drainage or tissue obtained during surgery or endoscopy or from surgically placed drain.

c.
Organism isolated from blood culture.

d.
Radiographic evidence of infection.

e.
Pathologic findings on endoscopic examination (e.g., Candida esophagitis or proctitis).

Intraabdominal infection (including gallbladder, bile ducts, liver [other than viral hepatitis], spleen, pancreas, peritoneum, subphrenic or subdiaphragmatic space, or other intraabdominal tissue or area not specified elsewhere) must meet one of the following criteria:

1.
Organism isolated from culture of purulent material from intra-abdominal space obtained during surgery or needle aspiration.

2.
Abscess or other evidence of infection seen during surgery or by histopathologic examination.

3.
Two of the following with or no other recognized cause: fever (>38oC), nausea vomiting, abdominal pain, or jaundice AND any of the following:

a.
Organism isolated from culture of drainage from surgically placed drain (e.g., closed suction drainage system, open drain, or T-tube drain).

b.
Organisms seen on Gram stain of drainage or tissue obtained during surgery or needle aspiration.

c.
Organism isolated from blood culture and radiographic evidence of infection.

LOWER RESPIRATORY TRACT INFECTION (EXCLUDING PNEUMONIA)

Lower respiratory tract infection (excluding pneumonia) includes infections such as bronchitis, tracheobronchitis, bronchiolitis, tracheitis, lung abscess, and empyema.

Bronchitis, tracheobronchitis, bronchiolitis, tracheitis, without evidence must meet either of the following criteria:

1.
Patient has no clinical or radiographic evidence of pneumonia AND must meet either of the following criteria: fever (>38oC), cough, new or increased sputum production, rhonchi, wheezing, AND either of the following:

a.
Organism isolated from culture obtained by deep tracheal aspirate or bronchoscopy.

b.
Positive antigen test on respiratory secretions.

2.
Patient <12 months of age has no clinical or radiographic evidence of pneumonia AND has two of the following with no other recognized cause: fever  (>38oC), cough, new or increased sputum production, rhonchi, wheezing, respiratory distress, apnea, or bradycardia AND any of the following:

a.
Organism isolated from culture obtained by deep tracheal aspirate or bronchoscopy.

b.
Positive antigen test on respiratory secretions.

c.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

Other infections of the lower respiratory tract must meet one of the following criteria:

1.
Organisms seen on smear or isolated from culture of lung tissue or fluid, including pleural fluid.

2.
Lung abscess or empyema seen during surgery or by histopathologic examination.

3.
Abscess cavity seen on radiographic examination of lung.

REPRODUCTIVE TRACT INFECTION

A group of infections that occur in obstetric and gynecology patients and in male urology patients is defined as reproductive tract infection.  Such infections include endometritis, episiotomy infection, vaginal cuff infection, and other infections of the male or female reproductive system.

Endometritis must meet either of the following criteria:

1.
Organism isolated from culture of fluid or tissue from endometrium obtained during surgery, by needle aspiration, or by brush biopsy.

2.
Purulent drainage from uterus AND two of the following: fever (>38oC), abdominal pain, or uterine tenderness.

Episiotomy site infection must meet one of the following criteria:

1.
Purulent drainage from episiotomy.

2.
Episiotomy abscess.

Vaginal cuff infection must meet one of the following criteria:

1.
Purulent drainage from vaginal cuff.

2.
Abscess at vaginal cuff.

3.
Pathogen isolated from culture of fluid or tissue obtained from vaginal cuff.

Other infections of the male or female reproductive tract (epididymis, testes, prostate, vagina, ovaries, uterus, or other deep pelvic tissues, excluding endometritis or vaginal cuff infection) must meet one of the following criteria:

1.
Organism isolated from culture of tissue or fluid from affected site.

2.
Abscess or other evidence of infection seen during surgery or by histopathologic examination.

3.
Two of the following: fever (>38oC), nausea vomiting, pain, tenderness or dysuria AND either of the following:

a.
Organism isolated from blood culture.

b.
Physician's diagnosis.

SKIN AND SOFT TISSUE INFECTION

Skin and soft tissue infection includes skin infection (other than incisional wound infection), soft tissue infection, decubitus ulcer infection, burn infection, breast abscess or mastitis, omphalitis, infant pustulosis, and newborn circumcision infection.  Separate criteria area presented for each infection.

Skin infection must meet either of the following criteria:

1.
Purulent drainage, pustules, vesicles, or boils

2.
Two of the following at affected site: localized pain or tenderness, swelling, redness, or heat AND any of the following:

a.
Organism isolated from culture of aspirate or drainage from affected site, if organism is normal skin flora, must be pure culture of single organism.

b.
Organism isolated from blood culture.

c.
Positive antigen test on infected tissue or blood.

d.
Multinucleated giant cells seen on microscopic examination of infected tissue.

e.  Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

Soft tissue infection (necrotizing fasciitis, infectious gangrene, necrotizing cellulitis, infectious myositits, lymphadenitis, or lymphangitis) must meet one of the following criteria:

1.
Organism isolated from culture of tissue or fluid from affected site.

2.
Purulent drainage from affected site.

3.
Abscess or other evidence of infection seen during surgery or by histopathologic examination.

4.
Two of the following at affected site: localized pain, or tenderness, redness, swelling, or heat AND any of the following:

a.
Organism isolated from blood culture.

b.
Positive antigen test on blood or urine.

c.
Diagnostic single antibody titer (IgM) or fourfold increase in paired serum samples (IgG) for pathogen.

Decubitis ulcer infection, including both superficial and deep infection, must meet the following criterion: Two of the following redness, tenderness, or swelling of wound edges AND either of the following:

1.
Organism isolated from culture of fluid obtained by needle aspiration or biopsy of tissue obtained from ulcer margin.

2.
Organism isolated from blood culture.

Burn infection must meet one the following criteria:

1.  Change in burn wound appearance or character, such as rapid eschar separation, or dark brown, black, or violaceous discoloration of the eschar, or edema at wound margin, AND histologic examination of burn biopsy specimen that shows invasion of organisms into adjacent viable tissue.

2.
Change in burn wound appearance or character, such as rapid eschar separation, or dark brown, black, or violaceous discoloration of the eschar, or edema at wound margin, AND either of the following:

a.
Organism isolated from culture in absence of other identifiable infection.

b.
Isolation of herpes simplex virus, histologic identification of inclusions by light or electron microscopy, or visualization of viral particles by electron microscopy in biopsy specimens or lesion scrapings.

3.
Burn patient has two of the following: fever (>38oC) or hypothermia (>36oC), hypotension (systolic pressure <90 mm Hg), oliguria (<20 ml/hr), hyperglycemia at previously tolerated level of dietary carbohydrate, or mental confusion AND any of the following:

a.
Histologic examination of burn biopsy specimen that shows invasion of organisms into adjacent viable tissue.

b.
Organism isolated from blood culture.

c.
Isolation of herpes simplex virus, histologic identification of inclusions by light or electron microscopy, or visualization of viral particles by electron microscopy in biopsy specimens or lesion scrapings.

Breast abscess or mastitis must meet one the following criteria:

1.
Organism isolated from culture of affected breast tissue or fluid obtained by incision and drainage or needle aspiration.

2.
Breast abscess or other evidence of infection seen during surgery or by histopathologic examination.

3.
Fever (>38oC), local inflammation of the breast, and physician's diagnosis

Omphalitis in newborn (<30 days of age) must meet either the following criterion:

1.
Erythema and/or serous drainage from umbilicus and either of the following:

a.
Organism isolated from culture of drainage or needle aspirate.

b.  Organism isolated from blood culture.

2.
Erythema and purulent drainage at umbilicus.

Pustulosis in infant (<12 months of age) must meet the following criterion:

1.
Infant has pustules AND physician's diagnosis or

2.
Physician institutes appropriate antimicrobial therapy.

Circumcision infection in newborn (<30 days of age) must meet one the following criteria:

1.
Newborn has purulent drainage from circumcision site.

2.
Newborn has one of the following: erythema, swelling, or tenderness at circumcision site AND pathogen isolated from culture of site.

3.
Newborn has one of the following: erythema, swelling, or tenderness at circumcision site and skin containment isolated from culture of site AND physician's diagnosis or physician institutes appropriate antimicrobial therapy.

SYSTEMIC INFECTION
Systemic infection is defined as infection that involves multiple organs or systems, without an apparent single site of infection.  Such infections are usually of viral origin and can usually be identified by clinical criteria alone (e.g., measles, mumps, rubella, and varicella); they occur infrequently as nosocomial infections.

3.8.1.8
CDC Definitions of Nosocomial Surgical Site Infections, 1992: A modification of CDC definitions of surgical wound infections:

In 1988 the Centers for Disease Control (CDC) published definitions of nosocomial infections¹.  Because of journalistic style and space constraints, however these definitions lacked some of the detail provided to National Nosocomial Infection Surveillance (NNIS) System hospitals in the NNIS Manual (unpublished).  After the NNIS hospitals had had considerable experience with the definitions and in response to a request for review by The Surgical Wound Infection Task Force² a group composed of members of the Society for Hospital Epidemiology of America, APIC, the Surgical Infection Society, and the CDC, we modified the definition of surgical wound infection slightly and changed the name to surgical site infection (SSI).

The changes were made for two reasons.  First, in the 1988 definitions it was not clear that specifying the anatomic location of the deep infection was necessary for deep surgical wound infections.  For example, NNIS hospitals would report osteomyelitis as the specific site of a deep surgical wound infection if it followed an orthopedic operative procedure. Hospitals unfamiliar with this two-level designation might not have gleaned this information from the 1988 definitions.  In this revision we have included a table of specific sites.  Second, we have removed the term wound because wound in surgical terminology connotes only the incision from skin to deep soft tissues.  We introduce the term organ/space to define any part of the anatomy (organs or spaces) other than the incision opened or manipulated during the operative procedure.  The distinction between this component of the surgical site and the incision is important in the pathogenesis of SSI after certain operative procedures.

The following revised definitions should be used for surveillance of SSI by hospitals that wish to compare their SSI data with SSI data from NNIS.  This article includes some additional considerations in comparing hospital data with NNIS data.

GENERAL CRITERIA

The American college of Surgeons in the Manual on Control of Infection in Surgical patients: classified surgical infections into the following groups according to anatomic location and pathophysiologic changes: wound infection, regional extension, organ or visceral infection, systemic infection, and remote coexisting or complicating infection.  The first three groups, covered in the following definitions of SSI, involve the skin, subcutaneous tissue, deep soft tissues, (e.g., fascial and muscle layers) of the incision, and organs or spaces opened or manipulated during an operative procedure.  Systemic and remote or complicating infections that follow an operative procedure (e.g., postoperative pneumonia after cholecystectomy) is considered surgical patient infections but are not classified as SSI because they are not associated with the surgical site.  The exception is a bloodstream infection arising from an incisional or organ/space SSI.

Table 1.  Specific sites of organ/space SSI

Arterial or venous infection

Breast abscess or mastitis

Disc space

Ear, mastoid

Endocarditis

Endometritis

Eye, other than conjunctivitis

Gastrointestinal tract

intraabdominal, not specified elsewhere

intracranial brain or dural infections abscess

Joint or bursa

Mediastinitis

Meningitis or ventriculitis

Myocarditis or pericarditis

Oral cavity (mouth, tongue, or gums)

Osteomyelitis

Other infections of the lower respiratory tract

Other infections of the urinary tract

Other male or female reproductive tract

Sinusitis

Spinal abscess without meningitis

Upper respiratory tract, pharyngitis

Vaginal cuff

As with all CDC definitions of nosocomial infections a physician's or surgeons diagnosis of infection is an acceptable criterion for an SSI unless there is compelling evidence to the contrary.  Such evidence includes information written on the wrong patients record and presumptive diagnosis not substantiated by subsequent studies.

DEFINITIONS OF SSI's

For surveillance classification purposes, SSI's are divided into incisional SSI's and organ/space SSTs.  Incisional SSI’s are further classified as involving only the skin and subcutaneous tissue (superficial incisional SSI’s) or involving deep soft tissues (e.g., fascial and muscle layers) of the incision (deep incisional SSI’s).  Organ/space SSI’s involve any part of the anatomy (organs or spaces) other than the incision opened or manipulated during the operative procedure (Fig. 1).

Superficial incisional SSI must meet the following criteria:  Infection occurs within 30 days after the operative procedure and involves only skin or subcutaneous tissue of the incision, and at least one of the following is present:

1. Purulent drainage from the superficial incision.

2. Organisms isolated from an aseptically obtained culture of fluid or tissue from the superficial incision.

3. At least one of the following signs or symptoms of infection: pain or tenderness, localized swelling, redness, or heat - and superficial incision is deliberately opened by surgeon, unless culture of incision is negative.

4. Diagnosis of superficial incisional SSI by the surgeon or attending physician.

The following are not reported as superficial incisional SSI:  (1) stitch abscess (minimal inflammation and discharge confined to the points of suture penetration), (2) infection of an episiotomy or a neonate's circumcision site* (episiotomy and circumcision) are not considered NNIS operative procedures), (3) infected burn wound,* and (4) incisional SSI that extends into the fascial and muscle layers (see deep incisional SSI)

*
Specific criteria are used for infected episiotomy and circumcision sites and for burn wounds.
Deep incisional SSIs must meet the following criteria:  Infection occurs within 30 days after the operative procedure if no implant† is left in place or within 1 year if implant is in place and the infection appears to be related to the operative procedure and infection involves deep soft tissues (e.g., fascial and muscle layers) of the incision, and at least one of the following is present:

1. Purulent drainage from the deep incision but not from the organ/space component of the surgical site.

2. A deep incision spontaneously dehisces or is deliberately opened by a surgeon when the patient has at least one of the following signs or symptoms: fever (>38oC), localized pain, or tenderness, unless culture of the incision is negative.

3. An abscess or other evidence of infection involving the deep incision is found on direct examination, during reoperation, or by histopathologic or radiologic examination.

4. Diagnosis of a deep incisional SSI by the surgeon or attending physician.

An organ/space SSI involves any part of the anatomy (e.g., organs or spaces), other than the incision, opened or manipulated during the operative procedure.  Specific sites are assigned to organ/space SSIs to identify the location of the infection.  Table 1 lists the specific sites that must be used to differentiate organ/space SSIs.  An example is appendectomy with subsequent subdiaphragmatic abscess, which would be reported as an organ/space SSI at the intraabdominal site.

Organ/space SSIs must meet the following criteria:  Infection occurs within 30 days after the operative procedure if no implant is left in place within 1 year if implant is left in place and the infection appears to be related to the operative procedure and infection involves any part of the anatomy (e.g., organs or spaces) other than the incision opened or manipulated during the operative procedure, and at least one of the following is present.

*
Specific criteria are used for infected episiotomy and circumcision sites and for burn wounds.

†
An implant is defined as a nonhuman-derived implantable foreign body (e.g., prosthetic heart valve, nonhuman vascular graft, mechanical heart, or hip prosthesis) that is permanently placed in a patient during operation.
1.
Purulent drainage from a drain that is placed through a stab wound* into the organ/space.

2.
Organisms isolated from an aseptically obtained culture of fluid or tissue in the organ/space.

3.
An abscess or other evidence of infection involving the organ/space on direct examination, during reoperation, or by histopathologic or radiologic examination.

4.  Diagnosis of  an organ/space SSI by the surgeon or attending physician.

* If the area around a stab wound becomes infected it is not an SSI.  It is considered a skin soft tissue infection, depending on its depth.
SSI Involving more than one specific site

1.
Infection that involves both superficial and deep incision sites is classified as deep incision SSI.

2.
Occasionally an organ/space infection drains through incision.  Such infection generally does not involve reoperation and is considered a complication of the incision.  It is therefore classified as a deep incisional SSI.

COMPARING HOSPITAL SSI DATA WITH NNIS SSI DATA

Data on SSI and all other types of nosocomial infection reported to the NNIS System are collected for patients whose dates of admission to and discharge from an acute care hospital are different calendar days (i.e., SSIs resulting from outpatient or same-day operations are not included).  Furthermore, to be classified as having a SSI in the NNIS System a patient must have undergone an operation.  Which is defined as a single trip to the operating room*.  During which a surgeon makes at least one incision through skin or mucous membrane and closes the incision primarily before the patient leaves the operating room.  In addition, in the NNIS System an SSI can be reported only if it follows one of the NNIS-designated operative procedures 4.

In January 1992 the NNIS System began distinguishing between deep incisional SSIs of the chest site and leg (donor) site after coronary artery bypass graft procedures involving both of these sites to acknowledge that two incisions are made and that infection risks may differ at these sites.  Hospitals wishing to compare their data with NNIS date in the future should adopt this practice.

· Delivery room if a cesarean section is performed
Discussion
To clarify the definitions of surgical infections and to be more consistent with surgical terminology, we have eliminated the use of the word wound in defining postoperative infections and have distinguished more clearly between superficial and deep infections of the incision.  We use the term incisional SSI for infections involving the incision.  Superficial incisional (SSI) and deep incisional (SSI) replace the previous definitions of incisional surgical wound infection and deep soft tissue surgical wound infection.  Infections that involve the organ/space component of the surgical site, previously called deep surgical wound infections (at specific sites other than soft tissue), are now termed organ/space SSIs and use the same specific sites as before.

Two recent reports from CDC gave data on surgical wound infection rates 5, 6.  Because the infections included in those reports were not stratified by incisional and deep classes, the rates are not affected by the change from surgical wound infection to SSI.

We gratefully acknowledge the substantive contributions of Dr. Robert Condon, Dr. Robert Sheretz and members of The Surgical Wound Infection Task Force.  We also thank Leroy Oakley for his artwork.
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3.8.1.9
Reporting of Nosocomial Infections:

There shall be a system for reporting and reviewing infections among patients and personnel.  The computer generated face sheet will be completed by the physician who will record and make a check mark adjacent to a specific diagnosis to indicate this diagnosis was a hospital acquired infection or accident.  Any time a report, of an infection acquired in the hospital, is completed there must be an appropriate or corresponding diagnosis recorded on the face sheet.  Additional surveillance shall be conducted by the Laboratory Supervisor and Chief of Anatomic Pathology, for who shall be responsible for notification of the Infection Control Coordinator when microbiologic identification of organisms requiring hospital isolation or precaution is made.

3.8.1.10
Aseptic, Isolation, and Sanitation Techniques:

All aseptic, isolation and sanitation techniques employed in the hospital shall be defined in writing.  The current edition of the Guidelines For The Prevention and Control of Nosocomial Infections, published by the Center For Disease Control shall be used as a basis to meet this criteria.  Standard Precautions and Transmission Based Precautions requirements cited in the current edition of the CDC Guideline for Isolation Precautions in Hospitals, 1996 shall be applied to all appropriate patients.

The “Guideline for Isolation Precautions in Hospitals” was revised to meet the following objectives: (1) to be epidemiologically sound; (2) to recognize the importance of all body fluids, secretions, and excretions in the transmission of nosocomial pathogens; (3) to contain adequate precautions for infections transmitted by the airborne droplet, and contact routes of transmission; (4) to be as simple and user friendly as possible: and (5) to use new terms to avoid confusion with existing infection control and isolation systems.

The revised guideline contains two tiers of precautions.  In the first and most important tier are those precautions designed for the care of all patients in hospitals regardless of their diagnosis or presumed infection status.  Implementation of these “Standard Precautions” is the primary strategy for successful nosocomial infection control.  In the second tier are precautions designed only for the care of specified patients.  These additional “Transmission-Based Precautions” are used for patients known or suspected to be infected or colonized with epidemiologically important pathogens that can be transmitted by airborne or droplet transmission or by contact with dry skin or contaminated surfaces.

Standard Precautions synthesize the major features of Standard Precautions (Blood and Body Fluid Precautions).  Designed to reduce the risk of transmission of bloodborne pathogens, and Body Substance Isolation (designed to reduce the risk of transmission of pathogens from moist body substances) and applies them to all patients receiving care in hospitals, regardless of their diagnosis or presumed infection status.  Standard Precautions apply to (1) blood; (2) all body fluids, secretions, and excretions except sweat, regardless of whether or not they contain visible blood; (3) nonintact skin; and (4) mucous membranes.  Standard Precautions are designed to reduce the risk of transmission of microorganisms from both recognized and unrecognized sources of infection in hospitals.

Transmission-Based Precautions are designed for patients documented or suspected to be infected with highly transmissible or epidemiologically important pathogens for which additional precautions beyond Standard Precautions are needed to interrupt transmission in hospitals.  There are three types of Transmission-Based Precautions; Airborne Precautions, Droplet Precautions, and Contact Precautions.  They may be combined for diseases that have multiple routes of transmission.  When used either singularly or in combination, they are to be used in addition to Standard Precautions.

Airborne Precautions are designed to reduce the risk of airborne transmission of infectious agents. Airborne transmission occurs by dissemination of either airborne droplet nuclei (small-particle residue [5 um or smaller size] of evaporated droplets that may remain suspended in the air for long periods of time) or dust particles containing the infectious agent.  Microorganisms carried in this manner can be dispersed widely by air currents.  They may become inhaled by or deposited on a susceptible host within the same room or over a longer distance from the source patient, depending on environmental factors; therefore, special air handling and ventilation are required to prevent airborne transmission.  Airborne Precautions apply to patients known or suspected to be infected with epidemiologically important pathogens that can be transmitted by the airborne route.

Droplet Precautions are designed to reduce the risk of droplet transmission of infectious agents.  Droplet transmission involves contact of the conjunctivae or the mucous membranes of the nose or mouth of a susceptible person with large-particle droplets (larger than 5 um in size) containing microorganisms generated from a person who has a clinical disease or who is a carrier of the microorganism.  Droplets are generated from the source person primarily during coughing, sneezing, or talking and during the performance of certain procedures such as suctioning and bronchoscopy.  Transmission via large-particle droplets requires close contact between source and recipient persons, because droplets do not remain suspended in the air and generally travel only short distances, usually 3 ft or less, through the air.  Because droplets do not remain suspended in the air, special air handling and ventilation are not required to prevent droplet transmission.  Droplet Precautions apply to any patient known or suspected to be infected with epidemiologically important pathogens that can be transmitted by infectious droplets.

Contact Precautions are designed to reduce the risk of transmission of epidemiologically important microorganisms by direct or indirect contact.  Direct-contact transmission involves skin-to-skin contact and physical transfer of microorganisms to a susceptible host from an infected or colonized person, such as occurs when personnel turn patients, bathe patients, or perform other patient-care activities that require physical contact.  Direct-contact transmission also can occur between two patients (eg. by hand contact), with one serving as the source of infectious microorganisms and the other as a susceptible host.  Indirect-contact transmission involves contact of a susceptible host with a contaminated intermediate object, usually inanimate in the patient’s environment.  Contact Precautions apply to specified patients known or suspected to be infected or colonized (presence or microorganism in or on patient but without clinical signs or symptoms of infection) with epidemiologically important microorganisms that can be transmitted by direct or indirect contact.

Reference 1996 CDC Guideline for Isolation Precautions in Hospitals.

3.8.1.11
Isolation Rooms

A private room is indicated for patients with infections that are highly infectious or are caused by microorganisms that are likely to be virulent when transmitted.  A private room is also indicated if patient hygiene is poor, for example, if a patient does not wash hands after touching infective material (feces and purulent drainage or secretions) and contaminates the environment or shares contaminated articles.  Such patients may include infants, children, and patients with altered mental status.  A private room may also be indicted for patients colonized with microorganisms of special clinical or epidemiologic significance, for example, multiple-resistant bacteria.  Finally, a private room may be indicated for patients whose blood is infective, for example, Hepatitis B if profuse bleeding is likely to cause environmental contamination.

For patients with infections that require Airborne Precautions, a private room with special ventilation is indicated.  Special ventilation is defined as that which results in negative air pressure in the room in relation to the hall when the room door is closed.  At ANMC, the following rooms meet these specifications: Designated isolation rooms are ICU/PCU-A2 J13L, A2J17, 5W A5 E08C, 5E A5E12D, 4W A4E08C, 4E A4E12D.  If it is necessary to care for these patients in other areas of the hospital, the room can be adapted to meet these specifications by installing a special portable filter/exhaust system.  This system may be requested from BGD and will be installed by them.

If infected or colonized patients are not placed in private rooms, they should be placed with appropriate roommates.  Generally, infected patients shall not share a room with a patient who is likely to become infected or in whom the consequences of infection are likely to be severe.

When an infected patient shares a room with noninfected patients, it is assumed that patients and personnel shall take measures to prevent the spread of infection.  For example, a patient whose fecal material is infective may be in a room with others as long as he or she is cooperative, washes hands carefully, and does not have such severe diarrhea or fecal incontinence that either roommates or objects used by them are contaminated.  Likewise, personnel shall wear gloves and wash hands when indicated and ensure that contaminated articles are discarded or returned for decontamination and reprocessing.  When these conditions cannot be met, a private room is advisable.

In general, patients infected by the same microorganism may share a room.  Also, infants and young children with the same respiratory clinical syndrome may share a room.  Such grouping (or cohorting) or patients is especially useful during outbreaks when there is a shortage of private rooms.

3.8.1.12
 Reportable Diseases, State of Alaska (reprinted from State of Alaska, Division of Public Health, Epidemiology Office, November 2001)

Disease reporting has resulted in identification of numerous outbreaks.  Rapid investigation and institution of control measures have prevented morbidity and mortality.  Surveillance data are immense value in public health policy.

Reports can be made by dialing 561-4234 from the Anchorage area or 1-800-478-1700 from outside the Anchorage area.  A tape recorder, which operates 24 hours per day will record your report.  Each report should provide the diagnosis, name, address, age, sex and race of the person with the reportable disease or condition, and the name and address of the health care provider who made the diagnosis.

1.
Infectious Diseases reportable by Health Care Providers:

Acquired immunodeficiency syndrome

  (AIDS)

Amebiasis

Anthrax*

Botulism*

Brucellosis

Campylobacteriosis

Chlamydial Infection

Cholera

Cryptosporidiosis

Cyclospora

Diphtheria*

Echinococcus

Escherichia coli 0157:H7

Giardiasis

Gonorrhea

Haemophilus influenzae invasive disease

Hepatitis (A, B or C)

Human immunodeficiency virus

  (HIV) infection

Legionellosis

Leprosy (Hansen’s Disease)

Lyme disease

Malaria

Meningococcal invasive disease*

Mumps

Paralytic Shellfish Poisoning*

Pertussis

Plague

Poliomyelitis*

Psittacosis

Rabies*

Reye Syndrome

Rheumatic Fever

Rubella*

Rubeola*

Salmonellosis

Shigellosis

Syphilis

Tetanus*

Trichinosis

Tuberculosis

Tularemia

Typhoid fever

Yellow Fever

Yersiniosis

Outbreaks of an unusual number of any infectious disease.

Reports must be made within 5 working days after being suspected or diagnosed.  Call the RTR System at 561-4234 (Anchorage) or 1-800-478-1700 (statewide).  The RTR system operates 24 hours a day, 365 day a year.

*Diseases shown in bold are public health emergencies; if you suspect or diagnose a disease which is a public health emergency, immediately call 1-907-269-8000 during business hours or 1-800-478-0084 after hours.

2.
Infectious Disease Pathogens Reportable by Laboratories:

Bacillus anthracis*

Bordetella pertussis

Borrelia burgdorferi

Brucella abortus

Campylobacter species

Chlamydia psittaci

Chlamydia trachomatis

Clostridium botulinum*

Clostridium tetani

Corynebacterium diphtheriae*

Cryptosporidium species

Cyclospora

Escherichia coli 157:H7

Echinococcus species

Entamoeba histolytica

Francisella tularensis

Giardia lamblia

Haemophilus influenzae

  invasive disease

Hepatits A, B or C virus

Human immunodeficiency virus(HIV)

Influenza virus

Legionella pneumophila

Measles virus*

Meningitis, any viral cause

Mumps virus

Mycobacterium leprae

Mycobacterium tuberculosis

Neisseria gonorrhoeae

Neisseria meningitidis*

Plasmodium species

Poliovirus*

Rabies virus*

Rubella virus

Salmonella species

Shigella species

Treponema pallidum

Trichinella species

Vibrio cholera

Yellow fever virus

Yersinia enterocolitica or 

  Y. pseudotuberculosis

Yersinia pestis

Reports must be made within 5 working days after being suspected or diagnosed.  Call the RTR System at 561-4234 (Anchorage) or 1-800-478-1700 (statewide).  The RTR System operates 24 hours per day, 365 days per year.

*Pathogens shown in bold are public health emergencies; if you suspect or confirm human infection caused by a pathogen which is a public health emergency, immediately call 1-907-269-8000 during business hours or 1-800-478-0084 after hours.

Conditions Reportable- November 2001

3.8.1.13
Disposal of Contaminated Needles and Syringes:

The hazards associated with the disposal of contaminated needles are well documented in the literature.  The Centers for Disease Control and Prevention has recommended that needle cutters not be used because a significant amount of aerosolization of the needle's contents occurs during the cutting process.  They have also recommended that contaminated needles not be recapped since that practice has been shown to be the single major cause of accidental needle sticks.  Combined with the incidence of Hepatitis B in our patient population, this practice is ill advised.

Practical wisdom recognizes that prudent practice may dictate recapping, however this should be kept to a minimum.  If recapping is absolutely necessary, use a single hand (Scoop) technique.  Hold the cap in one hand and place the cap on a flat surface and insert needle into cap.  Secure cap and dispose of properly.

Contaminated needles and syringes shall be disposed of by:

a.
Placing them uncapped into a puncture resistant container, labeled with a Biohazard sticker.  Two sizes of containers are available through the Housekeeping Department.  Full containers will be placed in bio-medical waste boxes.  Housekeeping will pick-up these boxes. and secure them in a locked area.  The medical waste disposal contractor will pick-up the boxes for incineration.

b. Placing them uncapped into a "wall safe" container labeled with a Biohazard sticker.  These containers are installed in patient rooms, treatment rooms, specialty clinics, and ambulatory care clinics.  Housekeeping will be responsible for changing the wall safes when they are 2/3 full to avoid overflowing.  The full containers will be placed in the bio-medical waste boxes.  Housekeeping will pick-up these containers and secure them in a locked area.  The medical waste disposal contractor will pick-up the boxes for incineration.

3.8.1.14
Use of Antiseptics, Disinfectants and Cleaners:

The Antiseptics, Disinfectants and Sterilization Review Committee shall meet at least annually to review and revise the list of approved products.  Primary references are:  1) CDC Guideline for the Prevention and Control of Nosocomial Infections, Environmental:  Disinfection and Sterilization, February 1981 (revised July, 1982.)  2) APIC Guideline for Selection and Use of Disinfectants, 1996. 3) APIC Guideline for Handwashing & Hand Antisepsis In Health Care Settings, 1995.

I.
ANTISEPTICS: These agents are chemical compounds that stop or inhibit the growth of microorganisms without necessarily killing them.  This term is usually reserved for compounds applied to the living skin.

A. Chlorhexadine Gluconate (Hibiclens, Dyna-Hex):  Used for handwashing* and surgical site preparation.  Non-irritating, non-sensitizing, persistent effect.  May cause deafness if instilled in the inner ear.  Not for use on mucous membranes use in Physical Therapy in whirlpool. 
B. Betadine (Povidone-Iodine): Used for handwashing* or surgical site preparation. IV prep, blood culture preparations, needle aspirations and biopsies.  Has a persistent effect if not wiped off with alcohol.

C. Isopropyl Alcohol Gel: Hand degerming*.  This is for specified use only in areas where no sink facilities are available.  It is NOT intended to replace handwashing. For use when the elimination of transient organisms is desired and physical soil is not present.

D. Triple Dye:  Used in the nursery for prevention of staphylococcal colonization of the umbilicus in newborns.

E. Hexachlorophene-(Phisohex): Used for handwashing*.  Protects against gram positive cocci.  For restricted use only.  Used for control of staphylococcal aureus outbreaks.

F. Chloroxylenol (PCMX): Used as a surgical scrub.

*When antimicrobial usage is indicated (Refer to Infection Control Manual, 3.8.1.19, Handwashing Protocol.)

II.
DISINFECTANTS: The killing of pathogenic agents by direct chemical or physical means.  They do not sterilize surfaces but will reduce the number of microbial agents, if used properly.

A. Alcohol-70%--Used for disinfection of non-disposable patient care items (ear speculums, stethoscopes, telephone receivers, etc.).  Used in Pharmacy to clean laminar flow hoods.  Discide Disinfectant towelettes-used in Radiology for cleaning hard surfaces such as ultrasounds.

B. Chlorine Bleach--(5% Sodium Hypochlorite, Dispatch). Used for disinfection of counter tops and other hard surfaces.   Used in CSS for disinfection of manikin heads.  Used in Physical Therapy for disinfecting hydrotherapy tubs.  Used to disinfect blood spills.  A 1:10 stock solution is prepared from 5.25% sodium hypochlorite and water.  Bleach containers will be changed at least every two weeks.  Large containers will be available in high bleach areas, e.g., OB, OR, ER, LAB, PT.  Dispatch is a pre-mixed, stabilized bleach product that has a shelf-life of one year.  It is most appropriate for low bleach use areas.

C. Glutaraldehyde--(Glutarexcide, Omnicide). 14 day Cidex will be used in Radiology for the ultrasound, transducers and vaginal probes, in ENT for fiberoptic. Rth uses cidex to clean pulmonary function equipment and other respitory therapy equipment, OR uses cidex to clean heater probes and monotery equipment. Place activation date of initial use on opened container and vessel it's poured into.  Dispose of IAW (In Accordance With) label (after 14 or 28 days).

D. Quaternary Ammonium Disinfectant/Detergents: a) Virex 256 - Used for routine cleaning and disinfecting of hard smooth surfaces including table tops, counter tops, wheelchairs stretchers, gemini pumps and other non surgical equipment not submissible in water b) Sanizene used in PT and the tubs on 4th and 5th floor to disinfect hydrotherapy tubs.

E. Phenolic (Birex)-used in dental as a non-critical disinfectant to clean hard surfaces.  It is not to be used in infant areas.  Birex will be approved on a department specific basis.

F. Tuberculocidal-Cide Quat- limited use to TB rooms only.

III.
STERILIZATION:  A physical or chemical act or process that destroys all forms of life especially microorganisms.

A.
STEAM--Used in CSS for metals, instruments, certain plastics and other reusable supplies.  Used in dental to sterilize instruments.  Flash sterilization is used in OR in emergency situations only to sterilize metal instruments or batteries.

B.
GAS--(Ethylene Oxide)  Used for items that are heat sensitive (plastics, rubber, paper).

C.
STERIS-(Peroxyacetic Acid/organic peroxide (35%).  Used in OR, DS and PCC (Primary Care Clinic) and surgery clinic.

D.
Sterrad (HYDROGEN PEROXIDE 45% - 59.5%) used in CSS.

IV.
OTHER AGENTS Housekeeping will maintain a list of products in their department.

V.
PATIENT PERSONAL CARE AGENTS

A.  Septi – Soft and No Rinse Shampoo

VI. Nutrition and Food Service Department will maintain a list of products in their department.






3.8.1.15
Guidelines for Varicella Screening

A history of "chickenpox" (varicella) should be specifically sought.

A typical sequence of 1-2 days of URI-like symptoms followed by the development of classical "dew-drops" vesicles in 3-5 successive crops, healing by crusting in 7-10 days, with other children developing a similar illness, makes the diagnosis of previous varicella infection reasonably secure.  A patient with a secure history of previous varicella is not at risk to contract or transmit the disease.

When a carefully taken history fails to confirm a secure diagnosis of varicella the patient must be considered susceptible and therefore at risk to contract and transmit the disease.  Susceptibility may be confirmed by obtaining a varicella-zoster AB IGG titer.  All susceptible patients should have determined, as accurately as possible, the time of their most recent exposure to an active case of varicella, or exposure to a contact who developed active varicella in the subsequent 2 to 3 days after the exposure.

A negative history for any such exposure within the 21 days preceding admission places the patient in a very low risk category for contracting or transmitting varicella.

Exposure to active varicella or a contact who develops varicella within 2 to 3 days of exposure, places the patient in a high risk category to develop and transmit the infection.  When more than 21 days have passed from exposure, and no varicella lesions have developed, the patient is no longer at risk to develop the illness from that exposure.

A susceptible Day Surgery patient who has been exposed to varicella will not have elective surgery until 21 days have passed from exposure and no varicella lesions have developed.  Nursing will notify the physician.  The physician will cancel the elective surgery.

A patient who develops clinical varicella should not be selectively admitted until the lesions have completely dried and are free of dried exudate.

Patients with clinical varicella who must be hospitalized require the use of Airborne and Contact Precautions, which includes the use of a room with special ventilation. (Refer to Infection Control Manual, 3.8.1.11, Isolation Rooms and 2000 Red Book Report of the Committee on Infectious Diseases, American Academy of Pediatrics.  A patient with a normal immune system with localized herpes zoster ("shingles") can be managed in the hospital with Standard Precautions, but should not be admitted until the lesions are healed.

An immunocompromised patient with localized herpes zoster, or any patient with disseminated zoster requires Airborne and Contact Precautions for the duration of their illness.

3.8.1.16
Pediculosis and Scabies

PEDICULOSIS:  There are three types of lice that infest man: head lice, (Pediculus humanus capitis), body lice (Pediculus humanus), and pubic or crab lice (Phthirus pubis).  Infestation with any one of these parasites is called pediculosis.

HEAD LICE

Biology and symptoms: Head lice are bloodsucking insects that live on the scalp and hair of humans.  Adult lice are approximately 1-2 mm long, while louse eggs, or "nits" are about half this length.  After fertilization, females attach the nits firmly to the hair shaft with a cement-like substance, and the life cycle begins.  The entire cycle takes about three weeks to complete.  Itching is the major symptom of pediculosis and is attributed to the blood-sucking activity of the parasite.  Unlike body lice, head lice have not been shown to transmit vector borne diseases.  But with head lice, secondary bacterial infection may occur after intense scratching.

In the United States, head louse problems are particularly common among younger school children.  The socioeconomic group or income level of the family is not a major factor in incidence of infestation.  However, if one family member has lice, the risk of infestation is greatly increases for other family members.

Mode of transmission: Individuals become infested by coming into close contact with an infested person, by wearing infested garments, by using infested combs and brushes, or by lying on infested carpets, beds or upholstered furniture that have recently been used by an infested person.  While fomites play an important role in transmitting head lice there are limitations to this method of dissemination.  For survival head lice require frequent meals of human blood and without such a meal, lice that have fallen off or been brushed off the host will die at room temperature (22oC) in approximately 48-55 hours.  Thus lice can be transmitted by objects such as hair brushes, caps, scarves and coats for only a short period of time.

Diagnosis:  Since patients rarely have more than ten crawling lice at any one time, finding eggs most often makes the diagnosis.  Parasites and eggs are most commonly found at the nape of the neck and behind the ears.  However, inspectors should be careful not to confuse hairspray globules or other extraneous debris with eggs.  If the diagnosis is made solely on the presence of eggs, health personnel must determine whether the eggs are hatched or unhatched.  This may be done by examining them through a hand lens or under a dissecting microscope.  If the egg cap (top) is missing, the egg has hatched.  The presence of only hatched eggs (no lice seen) indicates past infestation and does not constitute grounds for treatment, retreatment, or in the case of children, suspension from or refused admission to school.  The presence of unhatched eggs indicates an active infestation that requires treatment.  Since head lice attach their eggs to the hair shaft very close to the scalp, unhatched eggs will normally be within 1 inch of the scalp's surface; hatched eggs will be 1 inch or more from the scalp.

Treatment:  The drugs most commonly available for the treatment of pediculosis are, NIX A-200 Pyrinate, Pyrinyl-(Rid), and Kwell -- all shampoos.  A-200 Pyranite, Pyrinyl-(Rid),  and NIX can be bought over the counter; Kwell requires a prescription.  While these four pediculicides rapidly kill nymphal and adult lice, they are not left on the hair long enough to kill eggs.  Therefore, the treatment should be repeated in seven to ten days.  This will kill newly hatched lice.  (The incubation period for louse eggs is six to ten days.)
When admitted to the hospital:

Patients:
A.
Shall be placed into a private room with Contact Isolation (masks not necessary) until 24 hours after start of effective therapy.

B.
Clothes shall be placed into a plastic bag and sent to Housekeeping for washing and drying.

C.
Rooms shall be terminally cleaned after discharge.

BODY LICE
For practical purposes, the body louse is morphologically identical to the head louse.  Epidemiological features that distinguish body from head lice are:

A.
Body lice attach eggs to clothing fibers instead of hair.

B.
Adults and nymphs spend most of their time on clothing.  They move to the skin to feed and are most numerous where clothing is in continuous close contact with the body, such as the armpits and belt line.

C.
Fomites (especially clothing) play a greater role in the transmission of body lice.  Body lice survive longer off the host (four to ten days) than head lice; eggs also survive longer off the host (up to 30 days).

D.
Applications of pediculicides to patients with body lice is not indicated.  Patients should be bathed and clothing and bedding disinfected by machine washing and drying, using hot cycles of both the washer and dryer.

E.
Body lice are unlikely to become permanently established on a host who maintains good personal hygiene, including regular changes of clean clothing.

F.
Body lice are proven vectors of tick typhus, trench fever, and relapsing fever.

CRAB LICE

The crab louse is morphologically distinct from other species of lice.  It is shorter (1 mm) than the head or body louse, is oval in shape, and has greatly enlarged second and third pairs of legs with large claws.  The latter two features of crab louse infestation are:

A.
Crab lice mainly infest pubic hair; it occasionally infests other coarse hair -- axilla, eyelashes, eyebrows, mustache, or beard.  On infants or young children infestation is confined to eyelashes and occasionally head hair.

B.
Crab louse eggs are always attached to hair.

C.
Fomites play an extremely small role in transmission.  They can be disinfected as outlined earlier under the discussion of head lice.  When separated from the human host, crab lice die in less than 24 hours.

D.
Transmission almost always occurs during coitus.  However, spread via toilet seats, shared underwear, and bedding have been reported. 

E.
1% Lindane (Kwell) is the drug of choice for crab louse infestation.  Treatment of crab lice infesting the eyelashes is more difficult.

F.
There is no proof that the crab louse transmits any disease to man.  Severe pruritis is the most common patient complaint.
Treatment:  Because the incubation period for scabies can be several months, it is recommended that the patient and all of his or her family members and close contacts be treated simultaneously.  The drugs most readily available in this country are 1% Lindane (Kwell) and 10% Crotamiton (Eurax).  These preparations, supplied as creams or lotions, should be applied to the entire body below the chin and left for 24 hours.  It is advisable to treat the patient a second time seven days after the first; by then the mite's eggs will have hatched.  Itching often persists for more than one week after treatment and should not be interpreted as a sign of renewed activity by the mite.

SCABIES

1.
Identification-A parasitic disease of the skin caused by a mite, whose penetration is visible as papules, vesicles, or tiny linear burrows containing the mites and their eggs.  Lesions are prominent around finger webs, anterior surfaces of wrists and elbows anterior axillary folds, belt line, thighs and external genitalia in men; nipples, abdomen and the lower portion of the buttocks are frequently affected in woman.  In infants, the head, neck, palms and soles may be involved; these areas are usually spared in older individuals.  Itching is intense, especially at night, but complications are limited to lesions secondarily infected from scratching.  In immunodeficient individuals and in senile patient’s infestation often appears as a generalized dermatitis more widely distributed than the burrows, with extensive scaling and sometimes vesiculation and crusting (“Norwegian scabies”) the usual severe itching may be reduced or absent.  When scabies is complicated by B-hemolytic streptococcal infection, risk of acute glomerulonephritis is present.

Diagnosis may be established by recovering the mite from the burrow and identifying it microscopically.  Care should be taken to choose lesions for scraping or biopsy that have not been excoriated by repeated scratching.   Prior application of mineral oil facilitates collecting the scraping and examining them under a cover slip.  Applying ink to the skin and then washing it off will disclose the burrows.

2.
Etiologic Agent-Sarcoptes scabiei, a mite.

3.
Occurrence- Widespread.  Past epidemics were attributed to poverty, poor sanitation and crowding due to war and economic crises.  The recent wave of infestation in the USA and Europe has evolved in the absence of major social disturbances and has affected people of all socioeconomic levels, without regard to age, gender, race or standards of personal hygiene.  It is endemic in developing countries.

4.
Reservoir-Humans, Sarcoptes species and other mites of animals can live on humans but do not reproduce on them.

5.
Mode of transmission-Transfer of parasites is by direct skin-to-skin contact; can be acquired during sexual contact.  Transfer from undergarments and bedclothes occurs only if these have been contaminated by infested people immediately beforehand.  Mites can burrow beneath the skin surface in 2.5 minutes.  Persons with the Norwegian scabies syndrome are highly contagious because of the large number of mites that are present in the exfoliating scales.

6.
Incubation period- Two to six weeks before onset of itching in people without previous exposure.  People who have been previously infested develop symptoms 1-4 days after re-exposure.

7.
Period of communicability-Until mites and eggs are destroyed by treatment, ordinarily after 1 or occasionally 2 courses of treatment, a week apart.

8.
Susceptibility and resistance-Some resistance is suggested since immunologically compromised people are susceptible to hyperinfestation; fewer mites succeed in establishing themselves on people previously infested than on those with no prior exposure.

9.
Control of patient, contact and the immediate environment:

1)
Isolation: Exclude infested individuals from school or work until the day after treatment.  For hospitalized patients contact isolation for 24 hours after start of effective treatment.

2)
Concurrent disinfestation: laundering underwear, clothing and bedsheets worn or used by the patient in the 48 hours prior to treatment using hot cycles of both washer and dryer will kill mites and eggs, but the necessity of this intervention is questionable for most infestations.  Laundering bedding and clothing is important for patients with Norwegian scabies because potential for fomite transmission is high.

3)
Investigation of contacts and source of infestation: Search for unreported cases among companions and household members: single infestations in a family are uncommon.  Treat prophylactically those who have had skin-to-skin contact with infested people (including family members and sexual contacts).

4) Specific treatment: The treatment of choice for children is 5% permethrin.  Alternatively, apply 1% gamma benzene hexachloride (lindane, Kwell(, contraindicated in premature neonates and used with caution in infants less than 1 year of age and in pregnant women); crotamiton (Eurax(); tetraethyithiuram monosulfide (Tetmosol ( , not available in the USA) in 5% solution twice daily:  or an emulsion of benzyl benzoate to the whole body except the head and neck.  (Treatment details vary with the drug.)  On the next day, a cleansing bath is taken and a change made to fresh clothing and bedclothes.  Itching may persist for 1-2 weeks; during this period it should not be regarded as a sign of drug failure or reinfestation.  Overtreatment is common and should be avoided because of toxicity of some of these agents, especially gamma benzene hexachloride.  In about 5% of cases, a second course of treatment may be necessary after an interval of 7-10 days if eggs survived the first treatment.  Close supervision of treatment, including bathing, is necessary.

Treatment: Because the incubation period for scabies can be several months, it is recommended that the patient and all of his or her family members and close contacts be treated simultaneously.  The drugs most readily available in this country are 1% Lindane (Kwell) and 10% Crotamiton (Eurax).  These preparations, supplied as creams or lotions, should be applied to the entire body below the chin and left for 24 hours.  It is advisable to treat the patient a second time seven days after the first; by then the mite's eggs will have hatched.  Itching often persists for more than one week after treatment and should not be interpreted as a sign of renewed activity by the mite.

Control of Communicable Diseases Manual: James Chin, MD, MP H, edition 17th edition, 2000
3.8.1.17
Guidelines to Protect Patients by Limiting or Prohibiting Personal Contact with Patients when Certain Conditions Exists.
A.
Personnel with the following conditions shall not be permitted to have patient contact:

1.
Skin infections (open draining wounds and paronychias of any kind, until drainage ceases).

2.
Respiratory tract infections (Group A Strep, any pneumonia, active pulmonary TB, active influenza, mumps).

3.
Active exanthems (chicken pox, Herpes Zoster - in exposed areas or of disseminated type, measles, rubella).

4. Enteric infections (Hepatitis A, salmonellosis, shigellosis, amebiasis, giardiasis, vomiting and diarrhea of unknown etiology, until etiology is determined or diarrhea abates).

5. Conjunctivitus-until discharge ceases.

6. Diptheria-until antimicrobial therapy completed and 2 cultures obtained ≥ 24 hours apart are negative.

7. Pediculosis/ Scabies. Employees may return to work when cleared by medical evaluation by their physician.

B. Personnel with the following shall be limited in their patient assignments:

1. Herpes Simplex-shall not care for immunosuppressed patients, pregnant patients or infants.  Employees with herpetic whitlow (hands) are restricted from patient contact and contact with the environment until lesions heal.

2. AIDS, or positive HIV-shall be examined by a physician knowledgeable with AIDS.

a) A decision whether the person's continued employment would represent an excessive risk to him/herself or others should be made on a case-by-case basis.

Table 3.
Summary of suggested work restrictions for health care personnel exposed to or infected with infectious diseases of importance in health care settings in the absence of state and local regulations (modified from ACIP recommendations)

Disease/problem
Work restriction
Duration
Category

Conjunctivitis
Restrict from patient contact and contact with the patient’s environment
Until discharge ceases
II

Cytomegalovirus infections
No restriction

II

Diarrheal diseases




Acute stage (diarrhea w/ other symptoms)
Restrict from patient contact, contact w/ the patient’s environment, or food handling
Until symptoms resolve
IB

Convalescent stage, Salmonella spp.
Restrict from care of high-risk patients
Until symptoms resolve; consult w/ local & state health authorities regarding need for neg. stool cultures
IB

Diphtheria
Exclude from duty
Until antimicrobial therapy completed & 2 cultures obtained ≥24 hrs apart are neg.
IB

Enteroviral infections
Restrict from care of infants, neonates, & immuno-compremised patients & their environments
Until symptoms resolve
IB

Hepatitis A
Restrict from patient contact, contact w/ patient’s environment, & food handling
Until 7 days after onset of jaundice
IB

Hepatitis B




Personnel w/ acute or chronic HEP B surface antigemia who do not perform exposure-prone procedures
No restriction*; refer to state regulations; standard precautions should always be observed.

II

Personnel w/ acute or chronic HEP B e antigenemia who perform exposure-prone prodedures
Do not perform exposure-prone invasive procedures until counsel from an expert review panel has been sought; panel should review & recommend procedures the worker can perform, taking into account specific procedure as well as skill & technique of worker; refer to state regulations
Until HEP B e antigen is negative
II

Hepatitis C
No recommendation

Unresolved issue

Herpes simplex




Genital
No restriction

II

Hands (herpetic whitlow)
Restrict from patient contact & contact w/ the patient’s environment
Until lesions heal
IA

Orofacial
Evaluate for need to restrict from care of high-risk patients

II

Human immunodeficiency virus
Do not perform exposure-prone invasive procedures until counsel from an expert review panel has been sought; panel should review & recommend procedures the worker can perform, taking into account specific procedure as well as skill & technique of the worker; standard precautions should always be observed; refer to state regulations

II

Measles




Active
Exclude from duty
Until 7 days after the rash appears
IA

Postexposure (susceptible personnel)
Exclude from duty
From 5th day after 1st exposure through 21st day after last exposure and/or 4 days after rash appears
IB

Meningococcal infections
Exclude form duty
Until 24 hrs after start of effective therapy


IA

Mumps




Active
Exclude from duty
Until 9 days after onset of parotitis
IB

Postexposure (susceptible personnel)
Exclude from duty
From 12th day after 1st exposure through 26th day after last exposure or until 9 days after onset of parotitis
II

Pediculosis
Restrict form patient contact
Until treated & observed to be free of adult & immature lice
IB

Pertussis




Active
Exclude from duty
From beginning of catarrhal stage through 3rd wk after onset of paroxysms or until 5 days after start of effective antimicrobial therapy
IB

Postexposure (asymptomatic personnel)


No restriction, prophylaxis recommended

II

Postexposure (symptomatic personnel)
Exclude from duty
Until 5 days after start of effective antimicrobial therapy
IB

Rubella




Active
Exclude from duty
Until 5 days after rash appears
IA

Postexposure (susceptible personnel)
Exclude from duty
From 7th day after 1st exposure through 21st day after last exposure
IB

Scabies
Restrict from patient contact
Until cleared by medical evaluation
IB

Staphylococcus aureus infection




Active, draining skin lesions
Restrict from contact w/ patients & patient’s environment or food handling
Until lesions have resolved
IB

Carrier state
No restriction, unless personnel are epidemiologi-cally linked to transmission of the organism

IB

Streptococcal infection
Restrict form patient care, contact w/ patient’s environment, or food handling
Untill 24 hrs after adequate treatment started
IB

Tuberculosis




Active disease
Exclude from duty
Until proved noninfectious
IA

PPD converter
No restriction

IA

Varicella




Active
Exclude from duty
Until all lesions dry & crust
IA

Postexposure (susceptible personnel)
Exclude from duty
From 10th day after 1st exposure through 21st day (28th day if VZIG given) after last exposure
IA

Zoster




Localized, in health person
Cover lesions; restrict from care of high-risk patients†
Until all lesions dry & crust
II

Generalized or localized in immunosuppressed person
Restrict from patient contact
Until all lesions dry & crust
IA

Postexposure (susceptible personnel)
Restrict from patient contact
From 10th day after 1st exposure through21st day (28th day if VZIG given) after last exposure or, if varicella occurs, until all lesions dry & crust
IA

Viral respiratory infections,

 acute febrile
Consider excluding from the care of high risk patients‡ or contact w/ their environment during community outbreak of RSV & influenza
Until acute symptoms resolve
IB

*Unless epidemiologically linked to transmission of infection

†Those susceptible to varicella & who are at increased risk of complications of varicella, such as neonates & immunocompromised persons of any age

‡High-risk patients as defined by the ACIP for complications of influenza

3.8.1.18
Visiting Policies

Guide for Visitors

1.  PURPOSE:  To establish guidelines for the hospital  visitors and a hospital policy on visiting hours.

2.   SCOPE: All points of service for the beneficiary population.

3.
POLICY:  The hospital welcomes visitors so long as they do not interfere with rights of patients or hinder the necessary work of the hospital staff.

A.
Visiting Hours:
(1)
Regular visiting hours is daily from 10:00 a.m. to 10:00 p.m.

B.
After Hours Visiting:
(1)
For the general hospital wards, after hours, visitors will require a visitor badge obtained from the nursing station or the reception desk in the ER from the security guard or clerk if the guard is not available.

(2)
The only access to the hospital after regular visiting hours is through the ER entrance.  Visitors will be asked to sign in and obtain a visitor’s badge.

(3)
Parents, or persons representing parents, may visit children at any time.  We encourage parents to spend time with their children.

(4)
Seriously ill patients in the Intensive Care Unit or Progressive care Unit may have visitors at any time.  The nurses on these units or guards may ask visitors to excuse themselves, based upon the clinical needs of the patients.  

C.
Children:
Children may visit during regular visiting hours and must not be left unattended.  Visits to the Pediatric ward requires special permission from the nurse in charge.

D.
Maternity Ward
(1) Up to 2 visitors may visit in the labor and delivery area.

(2) Siblings of the newborn may visit the bedside by arrangement with the charge nurse.

(3) Children may visit mothers in the waiting are on 2 North during regular visiting hours.

4.
General Guidelines for Visitors:

A. Visitors are not permitted in the basement of the hospital without specific authorization.

B. No alcohol beverages, firearms, or illegal drugs may be brought into the hospital at any time.

C. Soliciting is prohibited in the hospital. Soliciting includes asking strangers for money and selling items. Promoting signature of petitions and political campaigning is prohibited unless approved in advanced by administration. 

D. Visitors who appear to be under the influence of alcoholic beverage or other intoxicating agents will not be allowed in the hospital.

E. Visitors shall refrain from smoking in the hospital.

F. Visitors are expected to comply with all hospital rules and with any request for cooperation from the hospital staff.  Any visitor who refuses to cooperate with a reasonable request from a member of the staff will be asked to leave the hospital.

3.8.1.19
Handwashing Protocol:

Handwashing is generally considered the most important single procedure for preventing nosocomial infections.  In all patient-care activities, personnel can decrease the risk of acquiring or transmitting infection by careful handwashing and by taking care of patients with potentially transmissible infections according to the CDC Guideline for Isolation Precautions in Hospitals.  Refer to CDC guidelines for Handwashing and Hospital Environmental Control, 1995.  APIC guideline for handwashing and Hand Antisepsis In Health Care Setting, 1995.

For most handwashing in routine patient care, a vigorous, brief (10 seconds) washing with soap under a stream of water is recommended because this removes most transient flora.  Antiseptic handwashing products are recommended when personnel need to reliably eliminate microorganisms from their hands; this occurs when the hands are possibly contaminated with virulent microorganisms or whenever the resident skin flora of personnel are likely to cause disease after patient contact.  Thus, antiseptics are recommended for handwashing in isolation rooms, in the care of newborn infants, and before invasive procedures such as surgery.

The indications for handwashing depend on the type, intensity, and duration of patient contact.  Prolonged and intense contact with any patient should be followed by handwashing.  In addition, hospital personnel shall always wash their hands.  1) Before performing invasive procedures.  2) before and after contact with wounds, whether surgical, traumatic, or associated with an invasive device (e.g., an intravenous cannula entrance wound).  3) before contact with particularly susceptible patients.  4) after touching a source that is likely to be contaminated with hospital pathogens, such as an infected patient or an object or device contaminated with secretions or excretions from patients (e.g., a urinary catheter system).  5) between contacts with different patients in special-care units.

3.8.2
EMPLOYEE HEALTH:

It shall be a requirement for all persons directly related to patient care or coming into contact with the physical environment where patient care is delivered. All infections, cuts, or other communicable illness will be reported to their supervisor at which time appropriate action to protect the patients in the hospital will be taken.

3.8.2(1)
Employee Health Program:
All infections, including cutaneous and or other diagnosed communicable diseases (e.g., TB, Hepatitis, AIDS, rubella, rubeola, mumps, chicken pox, herpes), diarrhea, productive cough longer than three weeks and rashes to their supervisor at which time appropriate action to protect the patients in the hospital will be taken.  (Refer to Infection Control Manual, Guidelines to Protect Patients by Limiting or Prohibiting Personal Contact with Patients when Certain Conditions Exist 3.8.1.17, Tuberculosis Control Manual in Alaska July 2001 and CDC Guideline For Infection Control In Health Care Personnel, 1998).  Epidemiology and Prevention of Vaccine Preventable disease, The Pink Book, 6th edition, January 2000.

I.
Introduction:

Personnel shall adhere to stated policies and practices to minimize the potential spread of diseases and/or infection.

II.
Guidelines:

A.
Personnel

1.
Employees shall comply with the existing employee health requirements.

2.
Employees shall utilize appropriate handwashing techniques after patient contact.  (Refer to Infection Control Manual, 3.8.1.19, Handwashing Protocol).

3.  Employees will follow the isolation protocol as posted and Standard Precautions.

4.
Employees will follow the Needlestick/Splash Protocol.

3.8.2 (1)A 
Initial Employment:

A. All personnel will provide documentation for:

1. tuberculin skin test

a. For the preceding 12 months.  If no documented negative ppd test done a two step baseline ppd will be done.

b. If an employee has documentation of a positive tuberculin skin test a screening form will be filled out.

c. If an employee has a history of having had BCG (Bacillus Calmette Guerin) vaccine and does not have a documented tuberculin skin test a tuberculin skin test will be done.  If there is documentation of a positive skin test then a TB questionnaire will be filled out.

2. Rubella/Rubeola

a. A rubella/rubeola titer will be drawn unless there is documentation of  having had: 

b. 1 Rubella vaccine (single rubella)

c. Measles (rubeola)

d. Rubella (mmr)

e. If an employee was born before Jan 1, 1957 they musr have documentation of 1 mmr.

f. If an employee was born Jan 1, 1957 or later must have documentation of 2 mmr’s.

3. Varicella (chickenpox) a varicella titer will be drawn unless there is documentation of:

a. 2 varicella vaccines

b. or a history of having had chickenpox.

c. An immune titer

4. Hepatitis B:

a. A Hepatitis B titer will be drawn unless there is documentation of immunization by having had the disease Hepatitis B core antibody screen (HBcab) or a Hepatitis B surface antibody screen (Hbsab).

b. If an employee is non-immune the employee will receive the series of 3 vaccinations unless there is a medical exemption

5. Td:

a. There is a recommendation for employees to have a td every 10 years.

6. Flu vacccines:

a. Will be offered to annually to employees.

7. Pneumovax:

a. Will be offered to employees. 

B. PPD’s will be given every 3 months to employees in high risk areas and annually to all other employees in low risk areas.

C. If there is no evidence of immunity to rubella, rubeola, or varicella, and Hepatitis B, the appropriate vaccines will be administered This is a condition of employment unless there is documentation by a provider that for medical reasons the employee is not to receive the immunization.

D. Students, residents, and contract personnel shall provide documentation of immunity to rubella and rubeola, a tuberculin test (TB), Hepatitis B, and varicella.

E. All employees will fill out a latex questionnaire.

3.8.2(1)B
Treatment of Personnel:

Hospitals have not only the responsibility of protecting their personnel against acquiring infections from patients, but also the responsibility of protecting patients from acquiring infection from the hospital personnel.

1.
All personnel with communicable illnesses shall report to their supervisors or directly to the Urgent Care Clinic.  Appropriate evaluation and therapy, when indicated, are the responsibility of the clinician.  The supervisor or UCC will notify the Infection Control Coordinator.

2.
Two-step PPD testing will be performed on all newly employed HCW’s who have an initial negative PPD test result at the time of employment and have not had a documented negative PPD test result during the 12 months proceeding the initial test.  The second test is performed 1-3 weeks after the first test.

3.
Personnel who develop infections shall be transferred to duties without direct patient contact or released from duty until they are no longer considered infectious to others.

4.
In order to encourage reporting of infection by personnel, care shall be taken that employees are in no way penalized.

5.
Prophylactic therapy shall be provided to employees under certain circumstances including, tetanus toxoid booster immunizations following occupational injuries, unless the employee is already immunized.

6.
All employees must be immune to the following disease as a condition of employment:

A.
Rubella (German Measles)

B. Measles (Rubeola)

C. Varicella (chickenpox)

D. Hepatitis B

If serologic tests are required to demonstrate immunity employees shall be assisted at no charge in obtaining these tests.

Female employees of childbearing age may have a pregnancy test before the administration of Rubella or Rubeola.  Employees are cautioned not to get pregnant for 4 weeks following vaccination.( Use contraception).

7.
Active immunizations against other diseases shall be made through the employee health service.  There will be no charge for these immunizations.

A. Tetanus-Diphtheria

B. Influenza

C. Mumps

D. Hepatitis B Vaccine (Note:  May be given as soon as HBV screening is drawn)

E. Pneumovax

8.
Passive immunization with immune globulin (gamma globulin) shall be considered for the following kinds of exposure.

A. Hepatitis

B. Varicella zoster

C. Measles (Rubeola)

D. German Measles (Rubella)

9. 
In general, routine programs designed to detect carriers of pathogens among hospital personnel contribute little to infection control.  Programs to detect asymptomatic carriers of staph, strep, meningococci, salmonellae, shigellae, and amoebae, therefore, are not recommended as routine practices.

10.
Outbreak of infections within the hospital due to such organisms may prompt a search for personnel carriers as part of the study and control of the outbreak.  The Infection Control Coordinator shall assist in searches for carriers whenever indicated by specific epidemiologic circumstances.

3.8.2(1)C
HIV Precautions:

All employees shall be instructed in the following precautions and are strongly encouraged to follow these recommendations.  (Refer to MMWR Supplement, August 21, 1987/Vol 36/No. 25, Recommendations for prevention of HIV transmission in Health Care Settings).  For additional information these Standard Precautions and precautions for Invasive procedures are excerpts from this document.

Precautions to Prevent Transmission of HIV:

Standard Precautions:

Standard Precautions should be consistently used for all patients.  This approach previously recommended by CDC (3, 4), and referred to as "universal blood and body-fluid precautions" or "Standard Precautions," should be used in the care of all patients especially including those in emergency-care settings in which the risk of blood exposure is increased and the infection status of the patient is usually unknown (20).

1.
All health-care workers should routinely use appropriate barrier precautions to prevent skin and mucous-membrane exposure when in contact with blood or body fluids of any patients is anticipated.  Gloves should be worn for touching blood and body fluids, mucous membranes, or non-intact skin of all patients, for handling items or surfaces soiled with blood or body fluids, and for performing venipuncture and other vascular access procedures.  Gloves should be changed after contact with each patient.  Masks and protective eyewear or face shields should be worn during procedures that are likely to generate droplets of blood or other body fluids to prevent exposure of mucous membranes of the mouth, nose and eyes.  Gowns or aprons should be worn during procedures that are likely to generate splashes of blood or other body fluids.

2.
Hands and other skin surfaces should be washed immediately and thoroughly if contaminated with blood or other body fluids.  Hands should be washed immediately after gloves are removed.

3.
All health-care workers should take precautions to prevent injuries caused by needles, scalpels, and other sharp instruments or devices during procedures; when cleaning used instruments; during disposal of used needles; and when handling sharp instruments after procedures.  To prevent needlestick injuries, needles should not be recapped, purposely bent or broken by hand, removed from the syringes and needles, scalpel blades, and other sharp items should be placed in puncture-resistant containers for disposal; the puncture-resistant containers should be located as close as practical to the use area.  Large-bore reusable needles should be placed in a puncture-resistant container for transport to the reprocessing area.

4.
Although saliva has not been implicated in HIV transmission, to minimize the need for emergency mouth-to-mouth resuscitation, mouthpieces, resuscitation bags, or other ventilation devices should be available for use in areas in which the need for resuscitation is predictable.

5.
Health-care workers who have exudative lesions or weeping dermatitis should refrain from all direct patient care and from handling patient-care equipment until the condition resolves.

6.
Pregnant health-care workers are not known to be at greater risk of contracting HIV infection that health-care workers who are not pregnant; however, if a health-care worker develops HIV infection during pregnancy, the infant is at risk of infection resulting from perinatal transmission.  Because of the risk, pregnant health-care workers should be especially familiar with and strictly adhere to precautions to minimize the risk of HIV transmission.

Implementation of Standard blood and body-fluid precautions for all patients eliminates the need for use of the isolation category of "Blood and Body Fluid Precautions" previously recommended by CDC (7) for patients known or suspected to be infected with blood-borne pathogens.  Isolation precautions (e.g., enteric, "AFB" [7]) should be used as necessary if associated conditions, such as infectious diarrhea or tuberculosis, are diagnosed or suspected.

PRECAUTIONS FOR INVASIVE PROCEDURES:

In this document, an invasive procedure is defined as surgical entry into tissues, cavities, or organs or repair of major traumatic injuries 1)  in an operating or delivery room, emergency department, or outpatient setting, including both physicians' and dentists' offices; 2) cardiac catheterization and angiographic procedures; 3) a vaginal or cesarean delivery or other invasive obstetric procedure during which bleeding may occur; or 4) the manipulation, cutting, or removal of any oral or perioral tissues, including tooth structure, during which bleeding occurs or the potential for bleeding exists.  The universal blood and body-fluid precautions listed above, combined with the precautions listed below, should be the minimum precautions for all such invasive procedures.

1.
All health-care workers who participate in invasive procedures must routinely use appropriate barrier precautions to prevent skin and mucous-membrane contact with blood and other body fluids of all patients.  Gloves and surgical masks must be worn for all invasive procedures.  Protective eyewear or face shields should be worn for procedures that commonly result in the generation of droplets, splashing of blood or other body fluids, or the generation of bone chips.  Gowns or aprons made of materials that provide an effective barrier should be worn during invasive procedures that are likely to result in the splashing of blood or other body fluids.  All health-care workers who perform or assist in vaginal or cesarean deliveries should wear gloves and gowns when handling the placenta or the infant until blood and amniotic fluid have been removed from the infant's skin and should wear gloves during post-delivery care of the umbilical cord.

2.
If a glove is torn, or a needlestick, or other injury occurs, the glove should be removed and a new glove used as promptly as patient safety permits; the needle or instrument involved in the incident should also be removed from the sterile field.

PRECAUTIONS FOR DENTISTRY:

Blood, saliva, and gingival fluid from all dental patients should be considered infective.  Special emphasis should be place on the following precautions for preventing transmission of blood-borne pathogens in dental practice in both institutional and non-institutional settings.

1.
In addition to wearing gloves for contact with oral mucous membranes of all patients, all dental workers should wear surgical masks and protective eyewear or chin-length plastic face shields during dental procedures in which splashing or spattering of blood, saliva, or gingival fluids is likely.  Rubber dams, high-speed evacuation and proper patient positioning, when appropriate, should be utilized to minimize generation of droplets and spatter.

2.
Hand pieces should be sterilized after use with each patient, since blood, saliva, or gingival fluid of patients may be aspirated into the hand piece or waterline.

Hand pieces that cannot be sterilized should be flushed, the outside surface cleaned and wiped with a suitable chemical germicide, and then rinsed.  Hand pieces should be flushed at the beginning of the day and after use with each patient.  Manufacturers' recommendations should be followed for use and maintenance of waterlines and check valves and for flushing of hand pieces.  The same precautions should be used for ultrasonic scalers and air or water syringes.

3.
Blood and saliva should be thoroughly and carefully cleaned from material that has been used in the mouth (e.g., impression materials, bite registration), especially before polishing and grinding intra-oral devices.  Contaminated materials, impressions, and intra-oral devices should also be cleaned and disinfected before being handled in the dental laboratory and before they are placed in the patient's mouth.  Because of the increasing variety of dental materials used intra-orally, dental workers should consult with manufacturers as to the stability of specific materials when using disinfection procedures.

4.
Dental equipment and surfaces that are difficult to disinfect (e.g., light handles or X-ray unit heads) and that may become contaminated should be wrapped with impervious-backed paper, aluminum foil, or clear plastic wrap.  The covering should be removed and discarded and clean coverings should be put in place after use with each patient.

*General infection-control precautions are more specifically addressed in previous recommendations for infection-control practices for dentistry (8).

PRECAUTIONS FOR AUTOPSIES OR MORTICIANS' SERVICES:

In addition to the Standard Precautions listed above, persons performing postmortem procedures should use the following precautions:

1.
All persons performing or assisting in postmortem procedures should wear gloves, masks, protective eyewear, gowns, and waterproof aprons.

2.
Instruments and surfaces contaminated during postmortem procedures should be decontaminated with an appropriate chemical germicide.

PRECAUTIONS FOR DIALYSIS:

Patients with end-stage renal disease who are undergoing maintenance dialysis and who have HIV infection can be dialyzed in hospital-based or freestanding dialysis units using conventional infection-control precautions (21).  Standard Precautions should be used when dialyzing all patients.

Strategies for disinfecting the dialysis fluid pathways of the hemodialysis machine are targeted to control bacterial contamination and generally consist of using 500-750 parts per million (ppm) of sodium hypochlorite (household bleach) for 30-40 minutes of 1.5%-2% formaldehyde overnight.  In addition, several chemical germicides formulated to disinfect dialysis machines are commercially available.  None of these protocols or procedures needs to be changed dialyzing patients infected with HIV.

Patients infected with HIV can be dialyzed by either hemodialysis or peritoneal dialysis and do not need to be isolated from other patients.  The type of dialysis treatment (i.e., hemodialysis or peritoneal dialysis) should be based on the needs of the patient.  The dialyzer may be discarded after each use.  Alternatively, centers that reuse dialyzers-i.e., a specific single-use dialyzer is issued to a specific patient, removed, cleaned, disinfected, and reused several times on the same patient only-may include HIV-infected patients in the dialyzer-reuse program.  An individual dialyzer must never be used on more than one patient.

PRECAUTIONS FOR LABORATORIES:

Blood and other body fluids for all patients should be considered infective.  To supplement the Standard Precautions listed above, the following precautions are recommended for health-care workers in clinical laboratories.

Additional precautions for research and industrial laboratories are addressed elsewhere (22, 23).

1.
All specimens of blood and body fluids should be put in a well-constructed container with a secure lid to prevent leaking during transport.  Care should be taken when collecting each specimen to avoid contaminating the outside of the container and of the laboratory form accompanying the specimen.

2.
All persons processing blood and body fluid specimens (i.e., removing tops from vacuum tubes) should wear gloves.  Masks and protective eyewear should be worn if mucous-membrane contact with blood or body fluids is anticipated.  Gloves should be changed and hands washed after completion of specimen processing.

3.
For routine procedures, such as histologic and pathologic studies or microbiologic culturing, a biological safety cabinet is not necessary.  However, biological safety cabinets (Class I or II) should be used whenever procedures are conducted that have a high potential for generating droplets.  These include activities such as blending, sonicating, and vigorous mixing.

4.
Mechanical pipetting devices should be used for manipulating all liquids in the laboratory.  Mouth pipetting must not be done.

5.
Use of needles and syringes should be limited to situations in which there is no alternative, and the recommendations for preventing injuries with needles outlined under Standard Precautions should be followed.

6.
Laboratory work surfaces should be decontaminated with an appropriate chemical germicide after a spill of blood or other body fluids and when work activities are completed.

7.
Contaminated materials used in laboratory tests should be decontaminated before reprocessing or be placed in bags and disposed of in accordance with institutional policies for disposal of infective waste (24).

8.
Scientific equipment that has been contaminated with blood or other body fluids should be decontaminated and cleaned before being repaired in the laboratory or transported to the manufacturer.

9.
All persons should wash their hands after completing laboratory activities and should remove protective clothing before leaving the laboratory.

Implementation of Standard blood and body-fluid precautions for all patients eliminates the need for warning labels on specimens since blood and other body-fluids from all patients should be considered infective.
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PERSPECTIVES IN DISEASE PREVENTION and HEALTH PROMOTION:
Update: Standard Precautions for Prevention of Transmission of Human Immunodeficiency Virus, Hepatitis B Virus, and Other Bloodborne Pathogens in Health-Care Settings.  (MMWR June 24, 1988/Vol. 37/No.24)

INTRODUCTION

The purpose of this report is to clarify and supplement the CDC publication entitled "Recommendations for Prevention of HIV Transmission in Health-Care Settings" (1).*

In January 1996, CDC published a document entitled "Guidelines for Isolation Precautions in Hospitals" (2) that contained a section entitled "Blood and Body Fluid Precautions."  The recommendations in this section called for blood and body fluid precautions when a patient was known or suspected to be infected with bloodborne pathogens.  In August 1987, CDC published a document entitled "Recommendations for Prevention of HIV Transmission in Health-Care Settings" (1).  In contrast to the 1983 document, the 1987 document recommended that blood and body fluid precautions be consistently used for all patients regardless of their bloodborne infection status.  This extension of blood and body fluid precautions to all patients is referred to as "Universal Blood and Body Fluid Precautions" or "Standard Precautions."  Under Standard Precautions, blood and certain body fluids of all patients are considered potentially infectious for human immunodeficiency virus (HIV), Hepatitis B virus (HBV), and other bloodborne pathogens.

*The August 1987 publication should be consulted for general information and specific recommendations not addressed in this update.

Standard Precautions are intended to prevent parenteral, mucous membrane, and nonintact skin exposures of health-care workers to bloodborne pathogens.  In addition, immunization with HBV vaccine is recommended as an important adjunct to Standard Precautions for health-care workers who have exposures to blood (3,4).

Since the recommendations for Standard Precautions were published in August 1987.  CDC and the Food and Drug Administration (FDA) have received requests for clarification of the following issues: 1) body fluids to which Standard Precautions apply, 2) use of protective barriers, 3) use of gloves for phlebotomy, 4) selection of gloves for use while observing Standard Precautions, and 5) need for making change in waste management programs as a result of adopting Standard Precautions.

Body fluids to Which Standard Precautions Apply
Standard Precautions apply to blood and to other body fluids containing visible blood.  Occupational transmission of HIV and HBV to health-care workers by blood is documented (4,5).  

Blood is the single most important source of HIV, HBV, and other bloodborne pathogens in the occupational setting.  Infection control efforts for HIV, HBV, and other bloodborne pathogens must focus on preventing exposures to blood as well as on delivery of HBV immunization.

Standard Precautions also apply to semen and vaginal secretions.  Although both of these fluids have been implicated in the sexual transmission of HIV and HBV, they have not been implicated in occupational transmission from patient to health-care worker.  This observation is not unexpected, since exposure to semen and vaginal secretions in the health-care setting is limited, and the routine practice of wearing gloves for performing vaginal examinations protects health-care workers from exposure to potentially infectious vaginal secretions.

Standard Precautions also apply to tissues and to the following fluids: cerebrospinal fluid (CSF), synovial fluid, pleural fluid, peritoneal fluid, pericardial fluid, and amniotic fluid.  The risk of transmission of HIV and HBV from these fluids is unknown;  epidemiologic studies in the health-care and community setting are currently inadequate to assess the potential risk to health-care workers from occupational exposures to them.  However, HIV has been isolated from CSF, synovial fluid and amniotic fluid, (6, 8), and HBsAg has been detected in synovial fluid, amniotic fluid, and peritoneal fluid (9-11).  One case of HIV transmission was reported after a percutaneous exposure to bloody pleural fluid obtained by needle aspiration (12).  Whereas aseptic procedures used to obtain these fluids for diagnostic or therapeutic purposes protect health-care workers from skin exposures, they cannot prevent penetrating injuries due to contaminated needles or other sharp instruments.

Body Fluids to Which Standard Precautions Do Not Apply 

Standard Precautions do not apply to feces, nasal secretions and sputum, sweat, tears, urine, and vomitus unless they contain visible blood.  The risk of transmission of HIV and HBV from these body fluids and materials is extremely low or nonexistent.  HIV has been isolated and HBsAg has been demonstrated in some of these fluids; however, epidemiologic studies in the health-care community setting have not implicated these fluids or materials in the transmission of HIV and HBV infections (13, 14). Some of the above fluids and excretions represent a potential source for nosocomial and community-acquired infections with other pathogens, and recommendations for preventing the transmission of non blood borne pathogens have been published (2).

PRECAUTIONS FOR OTHER BODY FLUIDS IN SPECIAL SETTINGS:

Human breast milk has been implicated in perinatal transmission of HIV, and HBsAg has been found in the milk of mothers infected with HBV (10,13).  However, occupational exposure to human breast milk has not been implicated in the transmission of HIV or HBV infection to health-care workers.  Moreover, the health-care worker will not have the same type of intensive exposure to breast milk as the nursing neonate.  Whereas Standard Precautions do not apply to human breast milk, health-care workers in situations may wear gloves where exposures to breast milk might be frequent, for example, in breast milk banking.

Saliva of some persons infected with HBV has been shown to contain HBV-DNA at concentrations 1/1,000 to 1/10,000 of that found in the infected person's serum (15) HBsAg-positive saliva has been shown to be infectious when injected into experimental animals and in human bite exposures (16-18).  However, HBsAg-positive saliva has not been shown to be infectious when applied to oral mucous membranes in experimental primate studies (18) or through contamination of musical instruments or cardiopulmonary resuscitation dummies used by HBV carriers (19,20).  Epidemiological studies of non-sexual household contacts of HIV-infected patients, including several small series in which HIV transmission failed to occur after bites or after percutaneous inoculation or contamination of cuts and open wounds with saliva from HIV-infected patients, suggest that the potential for salivary transmission of HIV is remote (5,13,14, 21,22).  One case report from Germany has suggested the possibility of transmission of HIV in a household setting from an infected child to a sibling through a human bite (23).  The bite did not break the skin or result in bleeding.  Since the date of seroconversion to HIV was not known for either child in this case, evidence for the role of saliva in the transmission of the virus is unclear (23).  Another case report suggested the possibility of transmission of HIV from husband to wife by contact with saliva during kissing (24).  However, follow-up studies did not confirm HIV infection in the wife (21).

Standard Precautions do not apply to saliva.  General infection control practices already in existence--including the use of gloves for digital examination of mucous membranes and endotracheal suctioning, and handwashing after exposure to saliva--should further minimize the minute risk, if any, for salivary transmission of HIV and HBV (1, 25).  Gloves need not be worn when feeding patients and when wiping saliva from skin.

Special precautions, however, are recommended for dentistry (1).  Occupationally acquired infection with HBV in dental workers has been documented (4), and two possible cases of Occupationally acquired HIV infection involving dentists have been reported (5,26).  During dental procedures, contamination of saliva with blood is predictable, trauma to health-care workers' hands is common, and blood spattering may occur.  Infection Control precautions for dentistry minimize the potential for nonintact skin and mucous membrane contact of dental setting may also protect the patient's oral mucous membranes from exposures to blood, which may occur from breaks in the skin of dental workers' hands.

3.8.2(1)D
Use of Protective Barriers:

Protective barriers reduce the risk of exposure of the health-care workers' skin or mucous membranes to potentially infective materials.  For Standard Precautions, protective barriers reduce the risk of exposure to blood, body fluids containing visible blood, and other fluids to which Standard Precautions apply.  Examples of protective barriers include gloves, gowns, masks, and protective eyewear.  Gloves should reduce the incidence of contamination of hands, but they cannot prevent penetrating injuries due to needles or other sharp instruments.  Masks and protective eyewear or face shields should reduce the incidence of contamination of mucous membranes of the mouth, nose, and eyes.

Standard Precautions are intended to supplement rather than replace recommendations for routine infection control, such as handwashing and using gloves to prevent gross microbial contamination of hands (27).  Because specifying the types of barriers needed for every possible clinical situation is impractical, some judgment must be exercised.

The risk of nosocomial transmission of HIV, HBV, and other bloodborne pathogens can be minimized if health-care workers use the following general guidelines:+

+The August 1987 publication should be consulted for general information and specific recommendations not addressed in this update.
1.
Take care to prevent injuries when using needles, scalpels, and other sharp instruments or devices; when handling sharp instruments after procedures; when cleaning used instruments; and when disposing of used needles.  Do not recap used needles by hand; do not remove used needles from disposable syringes by hand; and do not bend, break, or otherwise manipulate used needles by hand.  Place used disposable syringes and needles, scalpel blades, and other sharp items in puncture-resistant containers for disposal.  Locate the puncture-resistant containers as close to the use area as is practical.

2.
Use protective barriers to prevent exposure to blood, body fluids containing visible blood, and other fluids to which Standard Precautions apply.  The type of protective barrier(s) should be appropriate for the procedure being performed and the type of exposure anticipated.

3.
Immediately and thoroughly wash hands and other skin surfaces that are contaminated with blood, body fluids containing visible blood, or other body fluids to which Standard Precautions apply.

3.8.2(1)E
Glove Use for Phlebotomy:

Gloves should reduce the incidence of blood contamination of hands during phlebotomy (drawing blood samples), but they cannot prevent penetrating injuries caused by needles or other sharp instruments.  The likelihood of hand contamination with blood containing HIV, HBV, or other bloodborne pathogens during phlebotomy depends on several factors: 1) the skill and technique of the health-care worker, 2) the frequency with which the health-care worker performs the procedure (other factors being equal, the cumulative risk of blood exposure is higher for a health-care worker who performs more procedures), 3) whether the procedure occurs in a routine or emergency situation (where blood contact may be more likely), and 4), the prevalence of infection with bloodborne pathogens in the patient population.  The likelihood of infection after skin exposure to blood containing HIV or HBV will depend on the concentration of virus (viral concentration is much higher for Hepatitis B than for HIV), the duration of contact, the presence of skin lesions on the hands of the health-care worker, and--for HBV--the immune status of the health-care worker.  Although not accurately quantified, the risk of HIV infection following intact skin contact with infective blood is certainly much less than the 0.5% risk following percutaneous needlestick exposures (5).  In Standard Precautions, all blood is assumed to be potentially infective for bloodborne pathogens, but in certain settings (e.g., volunteer blood-donation centers) the prevalence of infection with some bloodborne pathogens (e.g., HIV, HBV) is known to be very low.  Some institutions have relaxed recommendations for using gloves for phlebotomy procedures by skilled phlebotomists in settings where the prevalence of bloodborne pathogens is known to be very low.

Institutions that judge that routine gloving for all phlebotomies is not necessary should periodically reevaluate their policy.  Gloves should always be available to health-care workers who wish to use them for phlebotomy.  In addition, the following general guidelines apply:

1.
Use gloves for performing phlebotomy when the health-care worker has cuts, scratches, or other breaks in his/her skin.

2.
Use gloves in situations where the health-care worker judges that hand contamination with blood may occur, for example, when performing phlebotomy on an uncooperative patient.

3.
Use gloves for performing finger and/or heel sticks on infants and children.

4.
Use gloves when persons are receiving training in phlebotomy.

3.8.2(1)F
Selection of Gloves:

The Center for Devices and Radiological Health, FDA, has responsibility for regulating the medical glove industry.  Medical gloves include those marketed as sterile surgical or non-sterile examination gloves made of vinyl or latex.  General-purpose utility ("rubber") gloves are also used in the health-care setting, FDA does not regulate them since they are not promoted for medical use.  There are no reported differences in barrier effectiveness between intact latex and intact vinyl used to manufacture gloves.  Thus, the type of gloves selected should be appropriate for the task being performed.

The following general guidelines are recommended:

1.
Use sterile gloves for procedures involving contact with normally sterile areas of the body.

2.
Use examination gloves for procedures involving contact with mucous membranes, unless otherwise indicated and for other patient care or diagnostic procedures that do not require the use of sterile gloves.

3.
Change gloves between patient contacts.

4.
Do not wash or disinfect surgical or examination gloves for reuse.  Washing with surfactants may cause "wicking," i.e., the enhanced penetration of liquids through undetected holes in the glove.  Disinfecting agents may cause deterioration.

5.
Use general-purpose utility gloves (e.g., rubber household gloves) for housekeeping chores involving potential blood contact and for instrument cleaning and decontamination procedures.  Utility gloves may be decontaminated and reused but should be discarded if they are peeling, cracked, or discolored, or if they have punctures, tears, or other evidence of deterioration.

3.8.2(1)G
Waste Management:

Standard Precautions are not intended to change waste management programs previously recommended by CDC for health-care workers settings (1).  Policies for defining, collecting, storing, decontaminating, and disposing of infective waste are generally determined by institutions in accordance with state and local regulations.  Information regarding waste management regulations in health-care settings may be obtained from state or local health departments or agencies responsible for waste management.
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3.8.2(2)
Prophylaxis Programs to Protect Employees & Patients Exposed to Communicable Diseases:
A. Mass prophylaxis for all persons in contact with a person having a previously undiagnosed communicable disease should never occur.  The Infection Control Chairperson and Infection Control Coordinator shall individually review each case, and the Infection Control Chairperson and the individual’s attending physician shall jointly make the decision for prophylaxis.  The decision shall be based on:

1. Potential infectiousness of the patient.

2. Type and duration of contact.

3. Results of laboratory examinations.

4. Host susceptibility.

B. In all patient-care activities, personnel can decrease the risk of acquiring or transmitting infection by careful handwashing and by taking care of patients with potentially transmissible infections according to the CDC Guideline for Isolation Precautions in Hospitals.

These are the current recommendations for prophylactic treatment of employees exposed to the following communicable diseases:

1. CHICKEN POX-There is no evidence supporting the efficacy of gamma globulin in preventing chicken pox.  Zoster immune globulin (VZIG) should be administered within 72 hours of exposure to employees who are exposed, susceptible, immunosupressed, HIV infected or pregnant.

2. HEPATITIS A-Immune globulin (IG) 0.02 ml/kg body weight administered intramuscularly within two weeks after exposure, has proven effective in preventing clinical illness in the majority of exposed persons and in modifying clinical disease in the rest.

3. HEPATITIS B-Refer to Infection Control Manual, 3.8.4, Hepatitis B Policies.

4. HEPATITIS C-Immune globulin is not recommended for exposure.

5. MENINGOCCAL DISEASE-Antimicrobial prophylaxis is indicated only for hospital personnel who have had intensive close (eg: mouth to mouth resuscitation, endotracheal intubation) contact with an infected patient or rendering prolonged direct care.  Prophylaxis for casual contacts (transporters, housekeepers) may only encourage the emergence of resistant strains.  Antimicrobial prophylaxis should be started as soon as possible, preferably within 24 hrs after the diagnosis has been made and should not await results of antimicrobial sensitivity testing.  The current recommendation for meningococcal prophylaxis in adults is Rifampin 600 mg every 12 hours x2days(4 doses) or ceftriaxone 250mg, IM single dose or ciprofloxacin 500mg, PO, single dose.

6. PERTUSSIS-Erythromycin 500mg qid, po or trimethoprim-sulfamethoxozale (tab BID, PO, for 14 days after exposure).

7. TUBERCULOSIS-Pre-employment and annual PPD's must be the baseline for the TB prophylaxis program.  Guidelines recommended for employees exposed to an infectious tuberculosis patient are as follows:

8. UNKNOWN TB STATUS-Skin test immediately; if negative, repeat in ten weeks from date of exposure and then annually.  If positive, refer to Infection Control, 3.8.1.12 for Notification of State Reportable Diseases.

9. NEGATIVE REACTORS- Skin test immediately, if a PPD has not been administered within a year, and then ten weeks after exposure.  If negative, return to annual testing schedule; if positive, follow up in Infection Control.

3.8.2(3)
Guidelines to Protect Personnel with Certain Conditions from Unnecessary Exposure to Infection:

A.
Pregnant Personnel:

1. Shall not be assigned to care for patients with known Hepatitis B or who are carriers unless they have received three (3) doses of Hepatitis vaccine and have been documented to have anti-HBs.

2. Shall not be assigned to care for patients with rubella, or infants with congenital rubella syndrome or rubeola.

3. Pregnant personnel will be informed of the risks associated with parvovirus and cytomegalovirus (CMV) infections, herpes simplex and of infection control procedures to prevent transmission when working with high risk patient groups.

C. Personnel not immune to chickenpox shall not be assigned to care for patients with chickenpox or Herpes Zoster (disseminated or localized).  (Refer to Infection Control Manual, 3.8.2 (4), Policies for Employees Exposed to Chicken Pox).

3.8.2(4)
Policy for Employees Exposed to Chickenpox
Employees who have never had chickenpox but have been exposed to persons with Varicella Zoster virus infections are susceptible to chickenpox.  As a result they pose a hazard to susceptible patients and personnel.

1. Employees who give a history of having had chickenpox may continue to work.

2. Employees who give a negative or unknown history for chickenpox and who have been exposed to chickenpox will be screened for immunity to Varicella.  A blood sample will be sent to a reference laboratory.

3. Employees are removed from work beginning on the tenth day after exposure pending results of the screening.  (As a precaution employees are considered exposed from 2 days prior to the on-set of rash in family members or other contacts until six days after on-set of the rash).

4. If the results of the screening test indicates immunity, the employee is considered immune to chickenpox and may return to work.

5. If the results of the screening indicates susceptibility:

a. Varicella

a) The employee will remain away from work for the maximum incubation period of chickenpox beginning on the tenth day until the 21st day after exposure.

b) If illness does not develop by 2l days the employee may return to work.

c) If chickenpox develops, the employee will remain at home until all lesions have dried and crusted.

b. Zoster

a) Restrict personnel with zoster from contact with patients until their lesions are crusted.

b) Restrict susceptible personnel from patient contact from the tenth day after the first exposure through the 21st day after the last exposure (28th day if VZIG was given).

6.
Administrative leave will be granted to employees who have been exposed to an active case of varicella while on duty.

7.
Varicella vaccine will be administered for hospital based health care workers who do not have a history of varicella infection or serologic evidence of varicella immunity unless there is a medical exemption given by their provider.

3.8.3
AIDS POLICIES:

3.8.3 (1)
Acquired Immune Deficiency Syndrome (AIDS) and Human Immunodeficiency Virus (HIV).  A General Overview (AIDS Etiology, Diagnosis, Treatment, and Prevention, published by J.B. Lippincott, 1985) 

The acquired immunodeficiency syndrome (AIDS)(Causative organism: HIV) (Human Immune deficiency virus) is characterized by abnormal host defense mechanisms that predispose to infections with opportunistic organisms (including Pneumocystis carini, atypical mycobacteria, and Cryptococcus neoformans), Kaposi's sarcoma, and less commonly other neoplasm’s such as non-Hodgkin's lymphomas.  Typically, patients with AIDS have a defect of cellular immunity with cutaneous anergy, reduced numbers of T cells, and decreased ratios of OKT4 (helper-inducer) to OKT8 (suppressor-cytotoxic) T cell subsets.  Serum immunoglobulin levels are generally normal or elevated.

AIDS generally represents a sexually transmitted disease.  Spread of AIDS by casual contact as might occur among members of the same household appears to be non-existent on the basis of current available data. 

The epidemiology of AIDS suggests that exposure to the causative agent occurs by means that are similar to those that result in infection with the Hepatitis B virus - that is, through contact with blood or body secretions.  These exposures are sexual contact, sharing of contaminated needles by IV drug abusers, and use of untested contaminated blood products.  Hepatitis B infection however has a much higher risk of transmission, not only due to the presence of a high titer of virus in some patients, but also due to infection from contaminated environmental sources.  Hepatitis B, unlike HIV can survive outside the body for a prolonged period of time, and household contacts are at great risk of acquiring Hepatitis B without sexual contact from an infected member.

3.8.3(2)
Revision of the CDC Surveillance Case Definition For Acquired Immunodeficiency Syndrome (AIDS).  (Refer to MMWR Supplement, August 14, 1987/Volume 36/No. 15).

INTRODUCTION:

The following revised case definition for surveillance of Acquired Immunodeficiency Syndrome (AIDS) was developed by CDC in collaboration with public health and clinical specialists.  The objectives of the revision are 

a)
to track more effectively the severe disabling morbidity associated with infection with Human Immunodeficiency Virus (HIV). 

b)
to simplify reporting of AIDS cases;

c)
to increase the sensitivity and specificity of the definition through greater diagnostic application of laboratory evidence for HIV infection; and CD4 and count.

d)
to be consistent with current diagnostic practice, which in some cases includes presumptive, i.e. without confirmatory laboratory evidence, diagnosis of AIDS - indicative diseases (e.g.) pneumocystis carini pneumonia, Kaposis sarcoma.

The definition is organized into three sections that depend on the status of laboratory evidence of HIV infection (e.g., HIV antibody) (Figure 1).  The major proposed changes apply to patients with laboratory evidence for HIV infection:

a).
Inclusion of HIV encephalopathy, HIV wasting syndrome, and a broader range of  specific AIDS-Indicative diseases (Section II. A);

b).
Inclusion of AIDS patients whose indicator diseases are diagnosed presumptively (Section II. B); and

c).
Elimination of exclusions due to other causes of immunodeficiency (Sec. I. A).

Application of the definition for children differs from that for adults in two ways.  First, multiple or recurrent serious bacterial infections and lymphoid interstitial pneumonia/pulmonary lymphoid hyperplasia are accepted as indicative of AIDS among children but not among adults.  Second, for children less than 15 months of age whose mothers are thought to have HIV infection during the child's perinatal period, the laboratory criteria for HIV infection are more stringent.  Since the presence of HIV antibody in the child is, by itself, insufficient evidence for HIV infection because of the persistence of passively acquired maternal antibodies less than 15 months after birth.

The new definition is effective immediately.  State and local health departments are requested to apply the new definition henceforth to patients reported to them.  The initiation of the actual reporting of cases that meet the new definition is targeted for September 1, 1987, when modified computer software and report forms should be in place to accommodate the changes. CSTE had recommended retrospective application of the revised definition to patients already reported to health departments.  The new definition follows:

1987 REVISION OF CASE DEFINITION FOR AIDS FOR SURVEILLANCE PURPOSES

For national reporting, a case of AIDS is defined as an illness characterized by one or more of the following "indicator" diseases, depending on the status of laboratory evidence of HIV infection, as shown below.

I.
Without Laboratory Evidence Regarding HIV Infection

If laboratory tests for HIV were not performed or gave inconclusive results (See Appendix I) and the patient had no other cause of immunodeficiency listed in Section I. A below, then any disease listed in Section I. B indicates AIDS if it was diagnosed by a definitive method  (See Appendix II).

A.
Causes of immunodeficiency that disqualify diseases as indicators of AIDS in the absence of laboratory evidence for HIV infection

1.
High-dose or long-term systemic corticosteroid therapy or other immuno-suppressive/cytotoxic therapy less than or equal to 3 months before the onset of the indicator disease

2.
any of the following diseases diagnosed less than or equal to 3 months after diagnosis of the indicator disease:  Hodgkin's disease, non-Hodgkin's lymphoma (other than primary brain lymphoma), lymphocytic leukemia, multiple myeloma, any other cancer of lymphoreticular of histiocytic tissue, or angioimmunoblastic lymphadenopathy

3.
a genetic (congenital) immunodeficiency syndrome or an acquired immunodeficiency syndrome atypical of HIV infection, such as one involving hypogammaglobulinemia

B.
Indicator diseases diagnosed definitively (See Appendix II)

1.
candidiasis of the esophagus, trachea, bronchi, or lungs

2.
cryptococcosis, extrapulmonary

3.
cryptosporidiosis with diarrhea persisting greater than 1 month

4.
cytomegalovirus disease of an organ other than liver, spleen or other lymph nodes in a patient greater than 1 month of age

5.
herpes simplex virus infection causing a mucocutaneous ulcer that persists longer than 1 month; or bronchitis, pneumonitis, or esophagitis for any duration affecting  a patient greater than 1 month of age

6.
Kaposi's sarcoma affecting a patient less than 60 years of age

7.
lymphoma of the brain (primary) effecting a patient less than 60 years of age

8.
lymphoid interstitial pneumonia and/or pulmonary lymphoid hyperplasia (LIP/PLH complex) affecting a child less than 13 years of age

9.
Mycobacterium avium complex or M. Kansasii disease, disseminated (at a site other than or in addition to lungs, skin, or cervical or hilar lymph nodes)

10.
Pneumocystis carini pneumonia

11.
Progressive multifocal leukoencephalopathy

12.
toxoplasmosis of the brain affecting a patient greater than 1 month of age.

II.
With Laboratory Evidence of HIV Infection

Regardless of the presence of other causes of immunodeficiency (I. A), in the presence of laboratory evidence for HIV infection (See Appendix I), any disease listed above (I. B) or below (II. A or II. B) indicates a diagnosis of AIDS.

A.
Indicator diseases diagnosed definitively (See Appendix II)

1.
Bacterial infections, multiple or recurrent (any combination of at least two within a 2-year period), of the following types affecting a child less than 13 years of age:

Septicemia, pneumonia, meningitis, bone of joint infection, or abscess of an internal organ or body cavity (excluding otitis media or superficial skin or mucosal abscesses), caused by Haemophilus, Streptococcus (including pneumococcus), or other pyogenic bacteria.

2.
Coccidioidomycosis, disseminated (at a site other than or in addition to lungs or cervical or hilar lymph nodes)

3.
HIV encephalopathy (also called "HIV dementia," "AIDS dementia," or "subacute encephalitis due to HIV") (see Appendix II for description)

4.
histoplasmosis, disseminated (at a site other than or in addition to lungs or cervical or hilar lymph nodes)

5.
isosporiasis with diarrhea persisting longer than 1 month

6.
Kaposi's sarcoma at any age

7.
lymphoma of the brain (primary) at any age

8.
Other non-Hodgkin's lymphoma of B-cell or unknown immunologic phenotype and the following histologic types:

a.
Small noncleaved lymphoma (either Burkitt or non-Burkitt type) (see Appendix IV for equivalent terms and numeric codes used in the International Classification of Diseases, Ninth Revision, Clinical Modification)

b.
immunoblastic sarcoma (equivalent to any of the following, although not necessarily all in combination: immunoblastic lymphoma, large-cell lymphoma, diffuse histiocytic lymphoma, diffuse undifferentiated lymphoma, or high-grade lymphoma) (See Appendix IV for equivalent terms and numeric codes used in the International Classification of Diseases, Ninth Revision, Clinical Modification)

NOTE:  Lymphomas are not included here if they are of T-cell immunologic phenotype or their histologic type is not described or is described as "lymphocytic", "lymphoblastic", "small cleaved," or "plasmacytoid lymphocytic"

9.
any mycobacterial disease caused by mycobacteria other then M. tuberculosis, disseminated (at a site other then or in addition to lungs, skin, or cervical or hilar lymph nodes)

10.
disease caused by M. tuberculosis, extrapulmonary (involving at least one site outside the lungs, regardless of whether there is concurrent pulmonary involvement)

11.
Salmonella (nontyphoid) septicemia, recurrent

12. HIV wasting syndrome (emaciation, "slim disease") (See Appendix II for description)

B.  Indicator diseases diagnosed presumptively (by a method other then those in Appendix II)

NOTE:  Given the seriousness of diseases indicative of AIDS, it is generally important to diagnose them definitively, especially when therapy that would be used may have serious side effects or when definitive diagnosis is needed for eligibility for antiretroviral therapy.  Nonetheless, in some situations, a patient's condition will not permit the performance of definitive tests.  In other situations, accepted clinical practice may be to diagnose presumptively based on the presence of characteristic clinical and laboratory abnormalities.  Guide lines for presumptive diagnoses are suggested in Appendix III.

1.
candidiasis of the esophagus

2.
cytomegalovirus retinitis with loss of vision

3.
Kaposi's sarcoma

4.
lymphoid interstitial pneumonia and/or pulmonary lymphoid hyperplasia (LIP/PLH complex) affecting a child less than 13 years of age

5.
mycobacterial disease (acid-fast bacilli with species not identified by culture), disseminated (involving al least one site other than or in addition to lungs, skin, or cervical or hilar lymph nodes)

6.
Pneumocystis carini pneumonia

7.
toxoplasmosis of the brain affecting a patient greater than 1 month of age

III.
With Laboratory Evidence Against HIV Infection

With laboratory test results negative for HIV infection (See Appendix I), a diagnosis of AIDS for surveillance purposes is ruled out unless:

A.
all the other causes of immunodeficiency listed above in Section 1.A are excluded; AND

B.
the patient has had either:

1.
Pneumocystis carini pneumonia diagnosed by a definitive method (see Appendix II); OR

2.
any of the other diseases indicative of AIDS listed above in Section I. B diagnosed by a definitive method (See Appendix II); AND 

3.
 a T-helper/inducer (CD4) lymphocyte count less than 400/mm3.

COMMENTARY

The surveillance of severe disease associated with HIV infection remains an essential, though not the only, indicator of the course of the HIV epidemic.  The number of AIDS cases and the relative distribution of cases by demographic, geographic, and behavioral risk variables are the oldest indices of the epidemic, which began in 1981 and for which data are available retrospectively back to 1978.  The original surveillance case definition, based on then-available knowledge, provided useful epidemiologic data on severe HIV disease (1).  To ensure a reasonable predictive value for underlying immunodeficiency caused by what was then an unknown agent, the indicators of AIDS in the old case definition were restricted to particular opportunistic diseases diagnosed by reliable methods in patients without specific known causes of immunodeficiency.  After HIV was discovered to be the cause of AIDS, however, and highly sensitive and specific HIV-antibody tests became available, the spectrum of manifestations of HIV infection became better defined, and classification systems for HIV infection were developed (2-5).  It became apparent that some progressive, seriously disabling, and even fatal conditions (e.g., encephalopathy, wasting syndrome) affecting a substantial number of HIV -infected patients were not subject to epidemiologic surveillance, as they were not included in the AIDS cases definition.  For reporting purposes, the revision adds to the definition most of those severe non-infectious, non-cancerous HIV-associated conditions that are categorized in the CDC clinical classification systems for HIV infection among adults and children (4,5).

Another limitation of the old definition was that AIDS-Indicative diseases are diagnosed presumptively (i.e., without confirmation by methods required by the old definition) in 10%-15% of patients diagnosed with such diseases; thus, an appreciable proportion of AIDS cases were missed for reporting purposes (6,7).  This proportion may be increasing, which would compromise the old case definition's usefulness as a tool for monitoring trends.  The revised case definition permits the reporting of these clinically diagnosed cases as long as there is laboratory evidence of HIV infection.

The effectiveness of the revision will depend on how extensively HIV-antibody tests are used.  Approximately one third of AIDS patients in the United States have been from New York City and San Francisco, where, since 1985, less than 7% have been reported with HIV-antibody test results, compared with greater than 60% in other areas.  The impact of the revision on the reported numbers of AIDS cases will also depend on the proportion of AIDS patients in whom indicator diseases are diagnosed presumptively rather then definitively.  The use of presumptive diagnostic criteria varies geographically, being more common in certain rural area and in urban areas with many indigent AIDS patients.
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Conversely, the AIDS surveillance definition may rarely misclassify other patients as having serious HIV disease if they have no HIV -antibody test but have an AIDS-Indicative disease with a background incidence unrelated to HIV infection, such as cryptococcal meningitis.

The diagnostic criteria accepted by the AIDS surveillance case definition should not be interpreted as the standard of good medical practice.  Presumptive diagnoses are accepted in the definition because not to count them would be to ignore substantial morbidity resulting from HIV infection.  Likewise, the definition accepts a reactive screening test for HIV antibody without confirmation by a supplemental test because a repeatedly reactive screening test result, in combination with an indicator disease, is highly indicative of true HIV disease.  For national surveillance purposes, the tiny proportion of possibly false-positive screening tests in persons with AIDS-Indicative diseases is of little consequence.  For the individual patient, however, a correct diagnosis is critically important.  The use of supplement tests is, therefore, strongly endorsed.  An increase in the diagnostic use of HIV-antibody tests could improve both the quality of medical care and the function of the new case definition, as well as assist in providing counseling to prevent transmission of HIV.

Refer to the following diagram flow chart on the next page.

Laboratory Evidence For or Against HIV Infection
1. For Infection:

When a patient has disease consistent with AIDS:

a.  A serum specimen from a patient equal to or greater than 15 months of age, or from a child less than 15 months of age whose mother is not thought to have had HIV infection during the child's perinatal period, that is repeatedly reactive for HIV antibody by a screening test (e.g., enzyme-linked immunosorbent assay (ELISA), as long as subsequent HIV-antibody test (e.g., Western blot, immunofluorescence assay), if done, are positive; OR

b
a serum specimen from a child less than 15 months of age, whose mother is thought to have had HIV infection during the child's perinatal period, that is repeatedly reactive for HIV antibody by a screening test (e.g., ELISA), plus increased serum immunoglobulin levels and at least one of ten following abnormal immunologic test results:  reduced absolute lymphocyte count, depressed CD4 (T-helper) lymphocyte count, or decreased CD4/CD8 (helper/suppressor) ratio, as long as subsequent antibody test (e.g., Western blot, immunofluorescence assay), if done, are positive; OR

c.  a positive test for HIV serum antigen; OR

d.  a positive HIV culture confirmed by both reverse transcriptase detection and a specific HIV-antigen test or in situ hybridization using a nucleic acid probe; OR

e.  a positive result on any other highly specific test for HIV (e.g., nucleic acid probe of peripheral blood lymphocytes).

2.
Against Infection:

A nonreactive screening test for serum antibody to HIV (e.g., ELISA) without a reactive or positive result on any other test for HIV infection (e.g., antibody, antigen, culture), if done.

3.
Inconclusive (Neither For nor Against Infection):

a.
a repeatedly reactive screening test for serum antibody to HIV (e.g., ELISA) followed by a negative or inconclusive supplemental test (e.g., Western blot, immunofluorescence assay) without a positive HIV culture or serum antigen test, if done; OR

b.
a serum specimen from a child less than 15 months of age, whose mother is thought to have had HIV infection during the child's perinatal period, that is repeatedly reactive for HIV antibody by a screening test, even if positive by a supplemental test, without additional evidence for immunodeficiency as described above (in 1.b) and without a positive HIV culture or serum antigen test, if done.

Appendix II

Definitive Diagnostic Methods for Diseases Indicative of AIDS

Diseases
Definitive Diagnostic Methods

Cryptosporidiosis

Cytomegalovirus

isosporiasis

Kaposi's sarcoma

lymphoma

lymphoid pneumonia
microscopy (histology or cytology).

 or hyperplasia

progressive multifocal

 leukoencephalopathy

toxoplasmosis

Candidiasis
gross inspection by endoscopy or autopsy or by microscopy (histology or cytology) on a specimen obtained directly from the tissues affected (including scrapings from the mucosal surface), not from a culture

Coccidioidomycosis
microscopy (histology or cytology),

cryptococcosis
culture, or detection of antigen

herpes simplex virus
in a specimen obtained directly

histoplasmosis
from those tissues

Tuberculosis

other mycobacteriosis

salmonellosis
culture.

other bacterial

  infection

HIV encephalopathy*
clinical findings of disabling

(dementia)
cognitive and/or motor dysfunction interfering with occupation or activities of daily living, or loss of behavioral developmental milestones affecting a child, progressing over weeks to months, in the absence of a concurrent illness or condition other than HIV infection that could explain the findings. Methods to rule out such concurrent illnesses and conditions must include cerebrospinal fluid examination and either brain imaging (computed tomography of magnetic resonance) or autopsy.

HIV wasting syndrome*
findings of profound involuntary weight loss greater than 10% of baseline body weight plus either chronic diarrhea (at least two loose stools per day for equal to or greater than 30 days) or chronic weakness and documented fever (for equal to or greater than 30 days, intermittent or constant) in the absence of a concurrent illness on condition other than HIV infection that could explain the findings (e.g., cancer, tuberculosis, cryptosporidiosis, or other specific enteritis).

*For HIV encephalopathy and HIV wasting syndrome, the methods of diagnosis described here are not truly definitive, but are sufficiently rigorous for surveillance purposes.

Appendix III

Suggested Guidelines for Presumptive Diagnosis of Diseases Indicative Of AIDS

Diseases
Presumptive Diagnostic Criteria

Candidiasis of Esophagus

a.
recent onset of retrosternal pain on swallowing; AND

b.
oral candidiasis diagnosed by the gross appearance of white patches or plaques on an erythematous base or by the microscopic appearance of fungal mycelial filaments in an uncultured specimen scraped from the oral mucosa.

cytomegalovirus
a characteristic appearance on serial

retinitis
ophthalmoscopic examinations (e.g., discrete patches of retinal whitening with distinct whitening borders, spreading in a centrifugal manner, following blood vessels, progressing over several months, frequently associated with retinal vasculitis , hemorrhage, and necrosis).  Resolution of active disease leaves retinal scarring and atrophy with retinal pigment epithelial mottling.

mycobacteriosis
microscopy of a specimen from stool or normally sterile body fluids or tissue from a site other than lungs, skin, or cervical or hilar lymph nodes, showing acid-fast bacilli of a species not identified by culture.

Kaposi's
a characteristic gross appearance of an erythematous or violaceous 

sarcoma
plaque-like lesion on skin or mucous membrane.

(NOTE:  Presumptive diagnosis of Kaposi's sarcoma should not be made by clinicians who have seen few cases of it.)

lymphoid
bilateral reticulonodular interstitial pulmonary infiltrates present on chest X-ray

interstitial
for equal to or greater than 2 months with no pathogen identified and no response to antibiotic treatment.

pneumonia

Pneumocystis 


a.
a history of dyspnea on exertion or non-carini productive cough of recent onset (within the Pneumonia past 3 months); AND

b.
chest X-ray evidence of diffuse bilateral interstitial infiltrates or gallium scan evidence of diffuse bilateral pulmonary disease; AND

c.
arterial blood gas analysis showing an arterial pO2 of less than 70 mm Hg or a low respiratory diffusing capacity (less than 80% of predicted values) or an increase in the alveolar-arterial oxygen tension gradient; AND

d.
no evidence of a bacterial pneumonia

toxoplasmosis

of the brain

a.
recent onset of a focal neurologic of the brain abnormality consistent with intracranial disease or a reduced level of consciousness; AND

b.
brain imaging evidence of a lesion having a mass effect (on computer tomography or nuclear magnetic resonance) or the radiographic appearance of which is enhanced by injection of contrast medium; AND

c.
serum antibody to toxoplasmosis or successful response to therapy for toxoplasmosis.

Appendix IV

Equivalent Terms and International Classification of Disease (ICD) Codes for AIDS-Indicative Lymphomas

The following terms and codes describe lymphomas indicative of AIDS in patients with antibody evidence for HIV infection (Section II. A. 8 of the AIDS case definition).  Many of these terms are obsolete or equivalent to one another.

ICD-9-CM (1978)

Codes
Terms

200.0
Reticulosarcoma lymphoma (malignant); histiocytic (diffuse) reticulum cell sarcoma:  pleomorphic cell type or not otherwise specified

200.2
Burkitt's tumor or lymphoma malignant lymphoma, Burkitt's type

ICD-0 (Oncologic Histologic Types 1976)

Codes
Terms

9600/3
Malignant lymphoma, undifferentiated cell type non-Burkitt's or not otherwise specified

9601/3
Malignant lymphoma, stem cell type stem cell lymphoma

9612/3
Malignant lymphoma, immunoblastic type immunoblastic sarcoma, immunoblastic lymphoma, or immunoblastic lymphosarcoma

9632/3
Malignant lymphoma centroblastic type diffuse or not otherwise specified, or germinoblastic sarcoma: diffuse or not otherwise specified.

9633/3
Malignant lymphoma, follicular center cell, non-cleaved diffuse or not otherwise specified

9640/3
Reticulosarcoma, not otherwise specified malignant lymphoma, histiocytic:  diffuse or not otherwise specified reticulum cell sarcoma, not otherwise specified malignant lymphoma, reticulum cell type

9641/3
Reticulosarcoma, pleomorphic cell type Malignant lymphoma, histiocytic, pleomorphic cell type reticulum cell sarcoma, pleomorphic cell type

9750/3
Burkitt's lymphoma or Burkitt's tumor.  Malignant lymphoma, undifferentiated, Burkitt's type malignant lymmalignant lymphoma, undifferentiated, Burkitt's type malignant lymphoma, lymphoblastic, Burkitt's type

3.8.3(3)
AIDS Update:  1993 Revised classification System for HIV Infection and Expanded Surveillance Case Definition for AIDS Among Adolescent and Adults.
CD4+ T-Lymphocyte Categories

The three CD4+ T-Lymphocyte categories are defined as follows:

SYMBOL 183 \f "Symbol" \s 10 \h
Category 1: > 500 cells/SYMBOL 109 \f "Symbol"L

SYMBOL 183 \f "Symbol" \s 10 \h
Category 2: 200-499 cells/SYMBOL 109 \f "Symbol"L

SYMBOL 183 \f "Symbol" \s 10 \h
Category 3: SYMBOL 60 \f "Symbol"200 cells/SYMBOL 109 \f "Symbol"L

These categories correspond to CD4+ T-Lymphocyte counts per microliter of blood and guide clinical and therapeutic actions in the management of HIV-infective adolescents and adults (22-28).  The revised HIV classification system also allows for the use of the percentage of CD4+ T-cells (Appendix A).

HIV infected persons should be classified based on existing guidelines for the medical management of HIV-infected persons (22).  Thus, the lowest accurate, but not necessarily the most recent, CD4+ T-Lymphocyte count should be used for classification purposes.

Clinical Categories

The clinical categories of HIV infection are defined as follows:

Category A

Category A consists of one or more of the conditions listed below in an adolescent or adult (SYMBOL 56 \f "Lucida Bright Math Symbol"13 years) with documented HIV infection.  Conditions listed in Categories B and C must not have occurred.

SYMBOL 183 \f "Symbol" \s 10 \h
Asymptomatic HIV Infection

SYMBOL 183 \f "Symbol" \s 10 \h
Persistent generalized lymphadenopathy

SYMBOL 183 \f "Symbol" \s 10 \h
Acute (primary) HIV infection with accompanying illness or history of acute HIV infection (29, 30).

Category B

Category B consists of symptomatic conditions in an HIV-infected adolescent or adult that are not included among conditions listed in clinical Category C and that meet at least one of the following criteria: a) the conditions are attributed to HIV infection or are indicative of a defect in cell-mediated immunity; or b) the condition are considered by physicians to have a clinical course or to require management that is complicated by HIV infection.  Examples of conditions in clinical Category B include, but are not limited to:

SYMBOL 183 \f "Symbol" \s 10 \h
Bacillary angiomatosis

SYMBOL 183 \f "Symbol" \s 10 \h
Candidiasis, oropharyngeal (thrush)

SYMBOL 183 \f "Symbol" \s 10 \h
Candidiasis, vulvovaginal; persistent, frequent, or poorly responsive to therapy

SYMBOL 183 \f "Symbol" \s 10 \h
Cervical dysplasia (moderate or severe)/cervical carcinoma in situ

SYMBOL 183 \f "Symbol" \s 10 \h
Constitutional symptoms, such as fever (38.5 C) or diarrhea lasting SYMBOL 62 \f "Symbol"1 month

SYMBOL 183 \f "Symbol" \s 10 \h
Hairy leukoplakia, oral

SYMBOL 183 \f "Symbol" \s 10 \h
Herpes zoster (shingles), involving at least two distinct episodes or more than one dermatome

SYMBOL 183 \f "Symbol" \s 10 \h
Idiopathic thrombocytopenic purpura

SYMBOL 183 \f "Symbol" \s 10 \h
Listeriosis

SYMBOL 183 \f "Symbol" \s 10 \h
Pelvic inflammatory disease, particularly if complicated by tubo-ovarian abscess

SYMBOL 183 \f "Symbol" \s 10 \h
Peripheral neuropathy

For classification purposes, Category B conditions take precedence over those in Category A.  For example, someone previously treated for oral or persistent vaginal candidiasis (and who has not developed a Category C disease)  but who is now asymptomatic should be classified in clinical category B.

Category C

Category C includes the clinical conditions listed in the AIDS surveillance case definition (Appendix B).  For classification purposes, once a Category C condition has occurred, the person will remain in Category C.

3.8.3(4)
AIDS (HIV): Precautions for Clinical and Laboratory and Pathology Staffs  [reprinted from MMWR, 31:577-579, 1983]

A.
The following precautions are advised in providing care to AIDS patients: (Precautions appropriate for particular infections that concurrently occur in AIDS (HIV) patients shall be added, if needed.)

1.
Extraordinary care shall be taken to avoid accidental wounds from sharp instruments contaminated with potentially infectious material and to avoid contact of open skin lesions with material from AIDS (HIV) patients.

2.
Gloves shall be worn when handling blood specimens, blood-soiled items, body fluids, excretions, and secretions, as well as surfaces, materials, and objects exposed to them.

3.
Gowns shall be worn when clothing may be soiled with body fluids, blood, secretions, or excretions.

4.
Hands shall be washed after removing gowns and gloves and before leaving the rooms of known or suspected AIDS (HIV) patients.  Hands shall also be washed thoroughly and immediately if they become contaminated with blood.  (Refer to Infection Control Manual, 3.8.1.19, Handwashing Protocol).

5.
Blood and other specimens shall be transported to the laboratory and pathology in a leakproof biohazard labeled container.  The container and bag shall be examined carefully for leaks or cracks.

6.
Blood spills shall be cleaned up promptly with 5.25% sodium hypochlorite solution.  (Refer to Infection Control Manual, 3.8.5 (4), Cleaning Blood Spill).

7.
Articles soiled with blood shall be placed in an impervious bag promptly before being sent for reprocessing or incineration.  Reusable items shall be reprocessed in accordance with hospital policies for HBV contaminated items.  Lensed instruments shall be sterilized after use on AIDS (HIV) patients.

8.
Needles shall not be bent after use, but shall be promptly placed in a puncture-resistant container used solely for such disposal.  Needles shall not be reinserted into their original sheath before being discarded into the container, since this is a common cause of needle injury.  (Refer to Infection Control Manual, 3.8.1.13, Disposal Of Contaminated Needles and Syringes).

9.
Disposable syringes and needles are preferred.  Only needle-locking syringes or one-piece needle-syringe units shall be used to aspirate fluids from patients, so that collected fluid can be safely discharged through the needle, if desired.  If reusable syringes are used, they shall be decontaminated before reprocessing.

10.
A private room is indicated for patients who are too ill to use good hygiene, such as those with profuse diarrhea, fecal incontinence, or altered behavior secondary to central nervous system infections.

B.
The following precautions are advised for persons performing laboratory tests or studies on clinical specimens from known or suspected AIDS (HIV) cases: 

1.
Mechanical pipetting devices shall be used for the manipulation of all liquids in the pathology and laboratory.  Mouth pipetting shall not be allowed.

2.
Needles and syringes shall be handled as stipulated in Section A-8.

3.
Laboratory coats, gowns, or other uniforms shall be worn while working with potentially infectious materials and shall be discarded appropriately before leaving the laboratory.

4.
Gloves shall be worn to avoid skin contact with blood, specimens, containing blood, blood-soiled items, body fluids, excretions, and secretions, as well as surfaces, materials, and objects exposed to them.

5.
All procedures and manipulations of potentially infectious material shall be performed carefully to minimize the creation of droplets and aerosols.

6.
Biological safety cabinets (Class I or II) and other primary containment devices (e.g., centrifuge safety cups) are advised whenever procedures are conducted that have a high potential for creating aerosols or infectious droplets.  These include centrifuging, blending, sonicating, vigorous mixing, and harvesting infected tissues from animals or embyonated eggs.  Fluorescent activated cell sorters generate droplets that could potentially result in infectious aerosols.  Translucent plastic shielding between the droplet collecting area and the equipment operator should be used to reduce the presently uncertain magnitude of this risk.  Primary containment devices are also used in handling materials that might contain concentrated infectious agents or organisms in greater quantities than expected in clinical specimens.

7.
Laboratory and Pathology work surfaces shall be decontaminated with a disinfectant, such as sodium hypochlorite, following any spill of potentially infectious material and at the completion of work activities.  (Refer to Infection Control Manual, 3.8.5 (4), Cleaning Blood Spills).

8.
All potentially contaminated materials used in laboratory tests shall be decontaminated, preferably by autoclaving, before disposal or reprocessing.

9.
All personnel shall wash their hands following completion of laboratory activities, removal of protective clothing, and before leaving the laboratory.

C.
The following precautions are advised for persons performing autopsies or providing morticians' services to known or suspected AIDS patients:

1.
As part of immediate postmortem care, deceased persons shall be identified on the Health Summary in their chart as either known or suspected AIDS (HIV).

2.
The procedures followed before, during, and after the postmortem examination are similar to those for Hepatitis B.  All personnel involved in performing an autopsy shall wear double gloves, masks, protective eyewear, gowns, waterproof aprons, and waterproof shoe coverings.  The wearing of metal mesh gloves is optional; however, it is strongly encouraged.  Instruments and surfaces contaminated during the postmortem examination shall be handled as potentially infective items.

3.
Morticians shall evaluate specific procedures used in providing mortuary care and take appropriate precautions to prevent the parenteral or mucous-membrane exposure of personnel to body fluids.

3.8.4 
HEPATITIS B POLICIES:

3.8.4(1)
Exposure Control Plan: see Exposure Control Plan Section VII and Section VIII.  Plan is located in the Emergency Room, Administration Office, Lab, Nursing Office, Maintenanace, Safety and Environmental, Infection Control Office for employee health policies.

3.8.4(2)
Guidelines for the Care of Patients Hospitalized with Hepatitis B:
Patients admitted to the hospital who are Hepatitis B surface antigen (HBsAg) positive represent a reservoir of Hepatitis B virus (HBV) that can be transmitted to staff members and other patients.

The following are mechanisms of Hepatitis B transmission, listed in order of efficiency of disease transmission: 1) direct percutaneous inoculation by needle of contaminated serum or plasma, such as by transfusion of contaminated blood or blood products, tattooing, ear piercing, acupuncture, drug abuse, or accidental needlesticks; 2) percutaneous transfer of infected serum, such cuts, scratches, abrasions, or other overt or apparent breaks in skin; 3) contamination of mucosal surfaces by infective serum, such as by accidental splashes in the eye or mouth or other means of skin-to-mouth or skin-to-eye contact; 4) Introduction of other known infective secretions such as saliva, semen or peritoneal fluid onto mucosal surfaces; 5) indirect transfer of serum via vectors or inanimate environmental surfaces (staff may physically carry HBV from infected to susceptible patients via contaminated hands, gloves and other objects).

Because blood is the most consistently effective vehicle of HBV transmission, the strategy for the prevention and control of Hepatitis B in the hospital environment is directed toward careful handling of blood or blood contaminated articles.

A.
Specific Precautions:

1.
Private room: A patient need not be put in a private room.  A private room may be indicated if profuse bleeding is likely to cause environmental contamination.

2.
Gloves:  Persons having direct contact with the patient's blood or articles that are contaminated with blood or using instruments for vascular access shall wear gloves.  Gloves are recommended for venipuncture.  Persons who have dermatitis shall wear gloves for all patient contact.

3.
Hands: Hands shall be washed before and after direct contact with patient or with items in contact with a patient's blood.  (Refer to Infection Control Manual 3.8.1.19, Handwashing Protocol.)

4.
Gowns: Persons shall wear gowns when they have contact with patient's blood, are carrying out procedures in which excessive blood spills or splatters may occur, or using instruments on a patient in such a manner that excessive blood contamination can be expected.

5.
Masks: Masks are not needed for normal patient contact.  However, if a patient is being treated or is undergoing instrumentation in such a manner that blood may be splattered, masks shall be worn.

6.
Sphygmomanometer and Stethoscope: These items require no special precautions unless they are visibly contaminated with blood, or other body fluids contaminated with blood.  If contaminated, the articles shall be cleaned with a disinfectant.

7.
Thermometers: Electronic thermometers with disposable probe covers shall be used.

8.
Articles such as Books and Magazines: (See sphygmomanometers).

9.
Needles and Syringes: Special precautions shall be taken when blood is collected from patients with hepatitis.  Disposable needles and syringes shall be used.  They shall not be reused.  Used needles shall not be recapped; together with the syringe, they shall be placed into a red, plastic needle disposable container or beige wall safe container.  Needles shall not be purposely bent or broken by hand, since accidental needle puncture may occur.  (Refer to Infection Control Manual, 3.8.1.13, Disposal of Contaminated Needles and Syringes).

10.
Dressings and Tissues: These items shall be placed in an regular trash bag that is securely closed in the patient's room. 

11.
Urine and Feces: The usual precautions practiced with urine and feces shall be employed, i.e., when directly handling urine and feces or containers with urine or feces, personnel shall wear gloves and practice good handwashing technique.  Urine and feces shall be flushed directly down the toilet.  Urinals/Bedpans and like utensils shall be cleaned and replaced at bedside.  Patients with hepatitis may share a toilet facility with other patients.  Patients shall wash their hands after using the toilet facility.

12.
Special Instruments: No special precautions are required except for those used for vascular access or those that may be contaminated with blood. After use, these shall be cleaned thoroughly and sterilized or disinfected with an appropriate high-level disinfectant.

13.
Linen:  shall be placed in one blue plastic laundry bag.  If the outside of the bag is contaminated with infected material then the first bag will be placed in a second bag (double bagged).  Soiled linen should be carefully gathered together so as to confine any obvious contamination within the center of the linen.  Then the linen should be carried from the room and placed in a blue plastic bag located outside the room's door.

14.
Dishes:  No special precautions.

15.
Clothing and Personal Effects: No special precautions are needed unless there is visible contamination with blood, in which case clothing shall be treated as linen and personal effects as articles.

16.
Laboratory Specimens: Specimens (urine, sputum, feces and blood) shall be put in sterile, labeled containers with the lid securely closed.

17.
Requisitions: Lab and radiology requisitions require no special handling.

18.
Patient's Chart: No special precautions are required for handling.

19.
In addition to infecting the neonate, HBV carrier mothers pose a risk to medical staff and fellow patients.  Appropriate practices and environmental measures can minimize transmission of HBV to staff and patients.

20.
Transporting Patients: No special precautions are required.

21.
Concurrent Cleaning: Routine daily cleaning procedures that are used in the rest of the hospital ward can be used for rooms housing hepatitis patients.  Special attention shall be given to areas or items grossly contaminated with blood.  Floors and other environmental surfaces contaminated visibly with blood shall be thoroughly cleaned with a disinfectant by gloved cleaning personnel.

22.
Terminal Cleaning: There are no special precautions for disinfection after a room is no longer occupied by a hepatitis patient except for those described under "Concurrent Cleaning"

B.
Guidelines for the care of HBsAg positive Mothers and their Newborn Infants; (Refer to Infection Control Manual, 3.8.4 (3), Protocol for Hepatitis B Perinatal Infection Control Program).

In addition to infecting the neonate, HBV carriers pose a risk to the medical staff and fellow patients.  Appropriate practices and environmental measures can minimize this risk.

1.
Delivery Room:

a.
Attendants at delivery who will be exposed to blood shall as a minimum, wear gloves.

b.
The delivery room floor, tables and equipment shall be cleaned with a disinfectant.

c.
Used sterile equipment shall be cleaned after patient use.  All instruments shall be rinsed with water by the using units in their dirty utility room and then placed in a covered container that has an enzymatic solution, soaked two to five minutes or as long as required, then rinsed with water prior to placing in an impervious decontaminated bag.

d.
Items that have areas that are impossible to thoroughly clean, such as mattress seams, shall be covered with an impervious plastic cover shall be changed after each use.

e.
Blood spills shall be treated with Household bleach with a solution of 1:10 (1 part bleach to 10 part's water).  (Refer to the Infection Control Manual, 3.8.5 (4), Blood Spills).

f.
Housekeeping shall empty the trash after each delivery.

g.
After delivery, dressings soiled with lochia or wound exudates shall be placed in a red bag and disposed of by Housekeeping.

2.
Newborn Infant: The neonate is rarely infectious at birth.  Even if the neonate is Infected connatally, detectable viral replication will not occur for several weeks.  After a thorough skin cleansing, the infant need not be separated from his or her mother or be placed in special isolation.  Washing and rinsing should be thorough and done carefully by a gloved attendant using soap and water (Refer to Infection Control Manual 3.8.4 (3), Protocol for Hepatitis B Perinatal Infection Control Program for dosage and schedule for HBIG and Hepatitis B Vaccine).

3.
C-Sections:

a.
Surgery personnel shall perform the C-Sections in accordance with their guidelines.  (Refer to Infection Control Manual, 3.8.10(2), Surgical Suites).

b.
Anesthesiologist shall maintain own equipment and medications.

3.8.4(3)
Protocol for Hepatitis B Perinatal Infection Control Program:

I.
PREGNANT WOMEN:

A.
Draw blood for anti-HBc or (Hepatitis B Core Antibody) on all pregnant women, except those documented to be immune through exposure or immunized times three (x3) with the Hepatitis B vaccine.  (See below).  Record Lab results or vaccine history HBsAg Box on Prenatal Record.

1.
Time:
a.
As client appears for initial prenatal visit, vaccination will be given.

b.
HBsAg testing should be repeated late in the pregnancy for women who are HBsAg - negative but who are at high risk of HBV infection (e.g., injecting drug users, those with current sexually transmitted diseases) or who have had clinically apparent hepatitis.

c.
Women admitted for a delivery that have not had no prenatal testing or no documented HEP B vaccination, should have blood drawn for anti-HBc testing.  The infant should receive Hepatitis B vaccine within12 hours of birth.

2.
Women who do not need to be screened in current pregnancy:

a.
Completion of series (3 shots) Hepatitis B documented in chart OR

b.
Lab documented immunity:

HBcAb (anti-HBc) negative

immune by immunization

HBsAb (anti-HBs) positive

HBcAb (anti-HBc) positive

immune by past disease

HBsAb (anti-HBs) positive

3.
Women who do need screening in current pregnancy:

a.
Incomplete Hepatitis B vaccine series.

b.
No laboratory documented immunity as above.

HBcAb (anti-HBc) negative status from a prior pregnancy is NOT sufficient.

c.
Women that are Hepatitis B carriers (HBsAg positive).

B.
Household contacts and sex partners of HBsAG-positive women initially identified through prenatal testing should be screened and if susceptible vaccinated by appointment with Family Medicine Clinic.

C.
Hepatitis B Immunization:

1.
For HBsAG-negative women offer vaccine to immunized or partially immunized prenatal and postpartum women.  Women in populations at high risk for HBV infection have the risk of changing their HBsAg status during subsequent pregnancies.  A complete series of HBV vaccine administered to HBV seronegative prenatal and/or postpartum women will remove this potential risk.

"Vaccination during pregnancy.

On the basis of limited experience, there is no apparent risk of adverse effects to developing fetuses when Hepatitis B vaccine is administered to pregnant women.  The vaccine contains noninfectious HBsAg particles and should cause no risk to the fetus.  HBV infection affecting a pregnant woman may result in severe disease for the mother and chronic infection for the newborn.  Therefore, neither pregnancy nor lactation should be considered a contraindication to vaccination of women."

MMWR November 22, 1991/Vol. 40/No. RR-13

If vaccine administered prior to hospital discharge, include plan and date for vaccination of seronegative women.  Explain importance of immunization to patient.

II.
NEWBORN INFANTS BORN OF HBsAg POSITIVE MOTHERS OR MOTHERS WITH ACUTE SYMPTOMATIC HEPATITIS B IN THIRD TRIMESTER OF PREGNANCY

A.
Give Hepatitis B Immune Globulin (HBIG) according to the approved schedule.  Refer to Attachment I for specific dose and schedule.

B.
Give Hepatitis B vaccine according to dosage schedule.  Refer to Attachment I. Information regarding Hepatitis B Vaccine:

1.
Hepatitis B vaccine is approved for newborns and infants at any age.

2.
Infants born of HBeAg positive mothers need both passive immunization with HBIG and active immunization with Hepatitis B in order to reduce their chances of becoming a chronic carrier to 5% or less.

C.
Infants Born of HBeAg Positive Mother's Newborn whose exposure is identified after the time of delivery should:
1.
Receive HBIG 0.5cc IM if 1 week of age or less and follow Hepatitis-B schedule of Attachment I.

2.
Omit HBIG if more than 1 week of age and follow vaccine schedule of Attachment I.

3.
Notify Viral Hepatitis Program office, extension 1560 or 729-1560.

D.
To monitor infant protective antibody levels obtains post vaccine series blood specimen for (HBsAG if antiHBc positive) anti-HBs, and anti-HBc.

Complete Hepatitis B Lab slips.

1.
Time:  At 9 - 12 months of age and completed HEP B series.

E.
Point of Information: Routine infant immunization schedules (DPT, Polio, etc.) need not be modified unless new contrary data becomes available.  If time frame is appropriate, vaccine may be combined with other childhood vaccines.  Refer to Attachment I.

III.
RECORDING OF INFORMATION
A.
Prenatal Flow Record

1.
Risk/Problem Section

a.
Record results of Hepatitis B surface antibody screen (Anti-HBs).  If Anti-HBs (+) positive no further testing for HBsAg or Anti-HBs will be done by the Lab.  If neg, Anti-HBc will be done.

b.
Record Positive HBsAg test results in red on prenatal problem list on prenatal flow record.  (Also circle + in box on form).

c.
Record date drawn.

2.
Plan/Referral Section

a.
Note plan and date for any needed future serum testing for women prior to or at delivery, i.e., if testing HBsAg positive before third trimester test needs to be repeated (refer to I.B.).

b. Note need for infant, of HBeAg positive mother to receive HBIG within 15 minutes of birth.

Questions regarding this program protocol should be directed to: Viral Hepatitis Program, at the Alaska Native Medical Center, 4315 Diplomacy Drive, Anchorage, Alaska 99508, (907) 729-1560.

ATTACHMENT I

INFANT DOSAGE AND SCHEDULE for

HEPATITIS B IMMUNE GLOBULIN (HBIG) and

HEPATITIS B VACCINE 

SCHEDULE
1. For all infants born of mothers who are HBsAg positive? Begin HBV immunization for newborns.
DOSE
TIME
A.
Hepatitis B vaccine
Within 12 hours of 0.5cc IM (dose #1) birth

B.
Hepatitis B vaccine 
4-8 weeks of age 0.5cc IM (dose #2)

C.
Hepatitis B vaccine
6 months of age 0.5cc IM (dose #3)

For infants born of mothers who are HBeAg positive?

A.
HBIG 0.5cc IM within 15 minutes of delivery.

B.
Begin HBV immunization for newborns with Hepatitis B vaccine as above.

PAGE  
26

_1086417517.doc
[image: image1.png]Volume 20
. Nurnber 5 CDC SSI definitions, 1992 273

Skin A ..
Superficial
Incisional
SSi
Subcutaneous _|

Tissue

Deep Soft Tissue _| Deep Incisional

(fascia & muscle) SSi
Organ/Space
Organ/Space - Ssi

Fig. 1. Schematic of the anatomy of SSis and their appropriate classifications.







