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3.8.41
HIV Testing:

I. Purpose: To ensure availability, confidentiality and counseling for HIV testing.

II. Background: Laboratory testing for the human immunodeficiency virus (HIV)

III. Policy:

A. HIV Pretest Counseling

1. Introduction

a) Introduce yourself and explain your role.

b) Explain the purpose of the session.

c) Explain Confidentiality.

d) Explain laws relating to discrimination against individuals with HIV disease

2.
Help Client Assess Risk

a) Determine if the client has been tested before.

b) Determine why the client wants the test

c) Describe the testing procedure. 

d) Explain the meaning of the test.

e) Explain benefits of testing.

f) Assess client's understanding of transmission of HIV.

g) Determine client's assessment of personal risk and risk in partners.

3.
Prevention Recommendations

a) Review all risk reduction messages with client.

b) Help client develop a realistic plan to reduce risks.

c) Advise all clients with risk factors for HIV not to donate blood, plasma, tissue, organs, or semen.

4.
Partner Referral

5.
Client’s Decision About Testing

a) Ask the client if s/he wants to proceed with the test. 

b) Assess with the client how s/he will use the test results.

c) Assess how s/he plans to handle the waiting time until the test results are received.

6.
Conclusion

a) Address all clients remaining questions.

b) Provide a handout to reinforce the prevention recommendations.

c) Make sure the client knows when and where to return for test results.

d) If the client is likely to see a different counselor for test results, let the client know.

e) Provide referrals for support and information during waiting period.

B. Seronegative Post-Test Counseling

1. Introduction

a) Introduce (or reintroduce) yourself.

b) Define the purpose of the session.

c) Briefly review what confidentiality means in your setting.

2. The Test Result

a) Give the client the HIV test result

b) Discuss meaning of a seronegative result.

c) Discuss need for retesting

3. Risk Reduction

a) Discuss with client how to decrease their risk of HIV infection from now on

4. Conclusion

a) Address all of the clients remaining questions.

b) Provide a handout to reinforce the prevention recommendations.

c) Provide handouts on condom usage and offer condoms.  As appropriate.

d) Provide information about telephone hotlines and support groups.

e) Discuss retesting if the client has had a potential exposure within the past 6 months.

f) Be prepared to refer the client for follow-up support services.

C. Seropositive Post-Test Counseling

1. Introduction

a) Introduce or re-introduce yourself.

b) Define the purpose of the counseling session.

c) Briefly review what confidentiality means in your setting.

2. The Test Result

a) Give the client the HIV test result.  Allow time for client to absorb information.

b) Discuss meaning of seropositive result

c) Discuss the benefits and urgency of early medical intervention and healthy lifestyle changes.

3. Medical Follow Up and Psycholocial Support

a) Refer to medical provider

b) Encourage clients to get support

4. Risk Reduction

a) Discuss risk reduction recommendations.

b) Explain lack of transmission from casual contact.

5. Partner Referral

a) Review with the client his/her plan to notify sex and needle sharing partners.

b) Based on his/her responses, coach the client on what to say to partners and how to say it.

c) If the client needs assistance with partner notification, consult with your referral doctor.

6. Conclusion

a) Address the client's remaining questions.

b) Determine if and how you can telephone or contact the client to support compliance.

c) Provide handouts that reinforce the prevention recommendations.

d) Provide other materials as appropriate (including pamphlets, condoms, names and telephone numbers for support groups, mental health counseling, and drug treatment).

e) Review what might happen when the client tells someone about the infection.

D. Testing Categories:

1. The following categories of patients should be counseled to reduce risk and offered testing for HIV.  Obtain verbal consent for the HIV test.

a) Persons who have sexually transmitted disease.

b) Persons who have multiple sexual partners.

c) Drug users.

d) Person who consider themselves at risk.

e) Pregnancy.

f) Persons with active tuberculosis.

g) Persons with clinical findings suggestive of HIV infection.

h) Persons planning marriage.

i) Persons who received transfusions between 1978 and today.

E. Testing Procedure:

1. The provider obtains permission for an HIV antibody test and provides counseling.  No written permission is required.  The statement “testing and counseling” on the chart implies consent was verbally obtained.

2. The specimen will be labeled with Name, Chart #, Date and Time of specimen drawn.

3. The HIV antibody test will be recorded on the PCC.

4. The HIV antibody test will be accessioned into the computer.

5. The specimen will be sent to the appropriate laboratory for testing.  The laboratory will notify the provider personally of positive test results.

6. A written interim report will be sent to the provider.  The final report will be sent to the medical record.

F. Medical Records and Test Results:

1. All test results will be filed in the patient’s chart.

2. Any member of the staff that has access to laboratory results will have access to the HIV report.

3. HIV & AIDS are reportable diseases.  Patients diagnosed, as having HIV or AIDS will have the diagnosis recorded in their medical record.  The patient’s name and diagnosis must be reported to the State of Alaska, Public Health Department.

4. HIV test results should not be routinely given until the Western Blot is back.

5. Post test-counseling guidelines.

G. AIDS Coordinator and Follow - up:

1. The AIDS Committee chairperson shall recommend a member of the medical staff to be AIDS Coordinator.  Duties will include:

2. Be a resource for counseling and testing for Anchorage Service Unit patients.

3. Provide post-test counseling of HIV positive patients.

4. Coordinate provision for ongoing care to HIV positive patients; maintaining patient confidentiality.

5. Review periodically the follow-up of all HIV positive individuals receiving care by the Anchorage Service Unit, regardless of provider.

6. Be a contact resource person for Alaska Area patients needing health services in Anchorage resulting from their HIV disease.

7. Supervise clinically other personnel specifically designated to do testing and counseling.

8. Monitor epidemiological data on HIV in the Anchorage Service Unit. 

9. Communicate with other agencies or corporations who provide services to HIV patient’s and AIDS education.

3.8.42
Latex:
I. BACKGROUND:

Latex sensitivity is becoming a significant problem for patients and health care workers.  Latex is made from the sap of a tropical tree.  The conversion of the natural liquid latex into a finished rubber product: i.e. surgical glove requires the addition of multiple chemicals to create the desired physical properties.  Antibodies to a series of natural rubber protein have been detected in people sensitive to latex.

A. Reactions:
Reactions can be a mild Type IV immune responses, characterized by rash, pruritis, peeling, blisters, swelling of the hands or arms or a severe Type I, IgE-mediated response characterized by rhinitis, conjunctivitis, hives, wheezing, SOB, hypotension, angioedema, or cardiac arrest.

An individual with mild sensitivity can develop a more severe reaction with repeated exposures.

B. Those at Risk:

The majority of latex sensitivity is seen in healthcare workers who wear latex gloves.  Patients with chronic conditions that allow high exposure to latex (e.g. those born with spina bifida necessitating repeated invasive procedures such as catheterization of the genitourinary tract, & patients with more than 9 surgeries in the past).  Latex allergies have also been linked to allergies to certain foods including bananas, avocados, chestnuts, kiwi fruit, and tomatoes.

C. Products Which Contain Latex in the Hospital, Home and Community:

See Attachment I.

II. RESPONSIBILITY:

A. Identify high-risk patients & employees at risk for known systemic response.  Provide non-powdered, low latex allergen gloves as standard issue.  [References: 4, 5, 6, and 10]

B. Substitute latex free products for patients sensitive to latex.

C. Educate staff & patients regarding their latex risk.

D. The Latex Committee will review, update, and distribute this policy every other year to hospital staff.  The Infection Control Coordinator will be the initial contact for employees and patients with latex allergies.

E. The Latex committee is a subcommittee of the Infection Control committee.  The latex committee will consist of Infection Control Coordinator, Central Sterile Supply, Dental, Pharmacy, Nursing, Surgery Service, Internal Medicine, Human Resources, and PCC representative.  The Latex Committee will be an educational resource for employees and patients.

III. PROCEDURES:

A. Identify Latex Allergy Patients:

1. Educate health care providers on latex allergy.

2. Have a physician verify a diagnosis of latex allergy in those with suspected sensitivities.  Draw a serum for a Heavea Braziliensis to test for latex sensitivity.

3. Notify health care providers caring for the patient of latex allergy.

4. Initiate in hospital latex precautions.

B. Latex Sensitive Patients:

1. Will have a red allergy band placed on their wrist, indicating latex allergy.

2. Will have labeled latex free cart placed outside the door (Obtain from CSS).

3. Will have a sign posted outside the room door, this will be found on latex cart.

4. Will be placed in a private room.

5. Will have allergy stickers on both the in and out patient charts.

6. Will have latex allergy documented on the Kardex and medication record.

7. Will have only latex free gloves available in the room.

8. Will have their room cleaned prior to admission by personnel wearing non-latex gloves.

9. Will have equipment-containing latex removed from the room.  Equipment that cannot be removed will be covered.  See attachment II.

Surgery will maintain a latex free-labeled cart, which will be in the room with the patient and go with the patient to the Post Anesthesia Recovery.

Latex free carts will be available at the following sites:

a)
Emergency Room

b)
CSS

12.
Notify Health Information Systems to:

a)
Add a Health Summary entry for latex allergy.

b)
Place a colored label with latex allergy on the front of the chart.

13. The various units (Dietary, Housekeeping, CSS, Infection Control, Pharmacy, Surgery, Anesthesia, etc.) will receive notification of the latex allergic patient per nursing staff.

14. Review with patient the educational handout including non-latex alternative products.

15. Instruct the patient to consult their physician for an epinephrine kit if indicated.

C.
Medications and Intravenous Administrations in the Latex Sensitive Patient:

1. Place tourniquet over clothing or over stockinet sleeve and secure with a non-latex tape or dressing (on latex free cart).

2. If you do not use latex free tubing then flush IV tubing completely (at least 50cc) to wash out any latex residue.  Rinse latex residue off exterior of IV tubing with water or NS.

3. Access ports on IV’s will be covered with tape and not used.

4. In-line stopcock will be used to administer medications.

5. Do not puncture add ports on IV bags, add medications through the spike port immediately prior to hanging the bag.

6. Do not puncture stoppers on medication vials; withdraw medications by removing stopper with hemostats and draw up the medication directly from the vial.

7. Administer medication immediately after preparing to decrease the amount of time the medication is in contact with the rubber stopper.

8. Do not use pre-mixed medication syringes, because their stoppers are rubber, instead withdraw medication from multi-dose vials supplied by pharmacy.

9. The PCA anti-reflux tubing has an Y-port with a lurelock connection that can be used by removing the y-port and attaching second tubing.

10. The pump IV tubing should not be used in latex sensitive patients since it contains latex.

D.
Additional Precautions:

1. Place BP cuff over clothing or stockinet sleeve.

2. Wrap stethoscope tubing with gauze; latex free cart contains a latex free stethoscope.

3. Place plastic wrap over finger for oximeter monitoring.

4. Remove elastic from oxygen masks and tie on with cloth ties, which should be found in the latex free cart.

5. Do not use ted hose.

6. Do not allow balloons in patient’s room.

7. Do not give the patient rubber soled or non-slip slippers.

8. Place tourniquets for drawing blood over clothes or stockinet sleeve.

9. Nutrition and Food Service: Enter latex allergy into dietary computer program. Dietary will not serve these patients kiwi, bananas, chestnuts, water chestnuts, avocados, papaya, fig, passion fruit, nectarine, plum, cherries, melons, tomato or celery.

E.
Latex Sensitive Employees:

1.
Have all employees fill out a latex allergy questionnaire. (See Attachment Three)

2.
Employees who present with symptoms, which may be related to latex, must report to Employee Health.

3.
Employees will be referred to Family Medicine for definitive testing & recommendations.

4.
Employee Health and Supervisors will monitor recommendations regarding changes in the employees’ work environment.

5.
Employees can expect that reasonable accommodations will be made to assure their safe job performance.

6.
All recommendations/ limitations reported on a CA II form will be reported to Human Resources & their immediate supervisors.

7.
Notify Health Information Systems to:

a)
Add entry to the Health Summary for latex allergy.

b)
Place a colored label with latex allergy on the front of the charts.

F.
Education:

1.
New employees will be oriented to ANMC’s Latex Allergy Guideline during new employee orientation.

2.
All employees will be updated on this policy during annual training.
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LATEX IN THE HOSPITAL ENVIRONMENT
UPDATED Spring 1999 

Frequently contain LATEX 
Examples of LATEX-SAFE alternatives/barriers 

Adhesives, skin (Smith+Nephew)

Anesthesia circuits, bags, oxygen masks 
Mastisol (Ferndale)

Neoprene (Anesthesia Associates, Ohmeda adult), some Vital Signs 

Bandaids

Blood pressure cuff, tubing (J&J)

Bulb syringe 
Active Strip (3M), CURAD flexible Neon, Readi-Bandages

Cleen Cuff (Vital Signs), nylon (some Trimline)

selected Davol, Medline, Rusch, Premium,Baxter 

Casts: Delta-Lite Podiatry, Orthoflex (J&J)

Catheters, condom

Catheters, indwelling & systems, UDS

Catheters, cardiac, vascular, pulmonary

Catheters, straight, coude

Catheters, feeding

CPR manikins & Medical training aids 
Scotchcast soft,Delta-Lites,recent Conformable(J&J), Caraglas Ultra,liners(Gore)

Clear Advantage (Mentor), ProSys NL (ConvaTec), selected Coloplast, Rochester

some Am BioMed, Argyle,Bard,Cook, Dale, Kendall,Lifetech,Mentor, Rochester,

Rusch, Vitaid. Adapters & plug (Addto)

some World Medical, Am BioMed,

Mentor, RobNel (Sherwood),Coloplast, selected Bard, Rusch catheters

Accumark feeding catheter (Sims Portex)

most Laerdal products 

Dressings: Dyna-flex, butterfly closures (J&J)

BDF Elastoplast, Action Wrap, Coban (3M)

Lyofoam (Acme), Spandage (Medi-tech) 
Duoderm (Squibb), Reston foam (3M), Opsite, Venigard, Comfeel (Coloplast)

Xeroform(Sherwood),PinCare(Hollister),Bioclusive,Montg. ry strap(J&J),Webril

(Kendall), Metalline,Selopor,Opraflex(Lohmann), Centurion brief,some Airstrips 

NOTE: latex in package only: Steri-strip wound closure system, Tegaderm, Tegasorb,Active Strips (3M), Nu-Derm (J&J), CURAD

Elastic wrap: ACE, Esmarch, Zimmer

Dyna-flex, Elastikon (J&J)

Electrode bulbs, pads, grounding

Endotracheal tubes, airways

Enemas, Ready-to-use (Fleet Pediatric and

Mineral oil have latex valve- will soon change) 
E-Cotton,CEB elastic(coNco),Champ (Carolon),Adban Adhesive,X-Mark(Avcor)

Co-Flex, PowerFlex(Andover), Comprilan (Jobst), Esmark (DeRoyal, NHP)

some Baxter,Dantec EMG, Conmed, ValleyLab, Vermont Med,Staodyn,Neotrode

selected Berman, Mallinckrodt, Polamedco, Portex, Rusch, Sheridan, Shiley

BabyLax,some Adult (Fleet), Theravac, Bowel Man. t Tube (MIC), Pharmaseal

set (Baxter), cone irrigation set (Convatec), silicone retention cuff tip(Lafayette) 

G-tubes, buttons

Gloves: sterile, clean, surgical, orthodontic 
Silicone (Bard, Flexiflo, MIC, Rusch, Stomate)

Allergard (J&J),dermaprene (Ansell), N-DEX (Best), Safeskin Nitrile, Neolon, SensiCare,Tru-touch (Maxxim), Nitrex, Tactyl 1,2 (SmartPractice), Duraprene, Triflex (Baxter), Elastyren (Hermal, Center Labs), Boston Medical, Masel 

Incentive deep breathing exerciser

IV access: injection ports, Y-sites, bags, pumps,

buretrol ports, PRN adapters, buretrol ports,

PRN adapters, needleless systems 
Voldyne 5000 (Sherwood David & Geck), Triflo II

Cover Y-sites and bag ports - do not puncture. Use stopcocks for meds.

Polymer injection caps (Braun), Abbot nitroglycerin tubing; SAFSITE (Braun),

Walrus, Gemini (IMED), selected Baxter (InterLink), Abbott systems, Braun

burettes; Clave, Abbott needleless systems, IV boards (Avcor), Terumo 

OR/Infection Control masks, hats, shoe covers 
some by Kimberly Clark,TECNOL; OR & sterile packs (CML, DeRoyal) twill ties

Medication vial stoppers 
some AmRegent, Astra, Bedford Labs, Fujisawa, Gensia,Glaxo, Lilly, Roche

Miscellaneous items 
Soft-Grip fabric clamp covers(Scanlan), Precision Dynamics I.D. bracelets 

Penrose drains

Pulse oximeters, thermometer probes 
Jackson-Pratt, Zimmer Hemovac

Nonin oximeters, selected Nellcor sensors, Diatec probe covers 

Reflex hammers

Respirators

Resusitators, manual 
Cover with plastic bag

Advantage (MSA), HEPA-Tech (Uvex), PFR 95 (Tecnol), 3M 1860

certain Ambu,Armstrong,Laerdal, Puriton Bennett, Vital Blue,Respironics,Rusch 

Spacer (for metered dose inhalers)

Stethescope tubing

Suction tubing

Syringes, disposable 
ACE spacer (Center Labs), OptiHaler (HealthScan)

PVC (some Littman) cover with ScopeCoat or latex-free stockinette (Albahealth)

PVC (Davol, Laerdal, Mallinckrodt, Superior, Yankauer) Medline, Ballard

Terumo Medical, Abbott PCA Abboject, Norm-Ject (Air-Tite),EpiPen, selected
BD syringes, AdvantaJet (Activa) 

Tapes: pink, Waterproof (3M), Zonas,Moleskin,

cloth, Waterproof (J&J), adhesive felt (Acme)

Tonopen disposable covers (glaucoma tester)

Tourniquets

Theraband (also strip, tube), Other OT supplies

Tubing, sheeting 
Dermicel (J&J), Durapore, Microfoam, Micropore, Transpore (3M)

Cath-Strip (Genetic Labs), Ice Tape (P.O.Pak), All-Felt (Universal Foot Care)

Children. s Medical,Grafco,VelcroPedic, X-Tourn straps(Avcor),Free-Band(KLP)

REP Bands & Cords (OPTP), Exercise putty (Rolyan)

plastic tubing -Tygon LR-40 (Norton), elastic thread, sheets (JPS Elastomerics) 

Vascular stockings (Jobst) 
Compriform Custom (Jobst) 

LATEX IN THE HOME AND COMMUNITY
UPDATED Spring 1999

PRIVATE
Frequently contain LATEX 
Examples of LATEX-SAFE alternatives/barriers 

Art supplies: paints, glue, erasers, fabric paints 
Elmers (School Glue,Glue-All,GluColors,Carpenters Wood Glue,Sno-Drift paste)

FaberCastel erasers, Crayola (except stamps, erasers),Liquitex paints, DickBlick

tempera & acrylic paints & soap erasers, Play-Doh 

Balloons

Balls: Koosh balls, tennis balls, bowling balls 
Mylar balloons, self-sealing Myloons
PVC (Hedstrom Sports Ball) 

Carpet backing, gym floor, basement sealant

Chewing gum

Clothes: applique on Tees, elastic on socks,

underwear, sneakers, sandals

Condoms, contraceptive sponges, diaphragm

Crutches: tips, axillary pads, hand grips 
Provide barrier - cloth or mat

Warner-Lambert, Wrigley gums

Cloth-covered elastic, neoprene (Decent Exposures, NOLATEX Industries)

Buster Brown elastic-free socks (Vermont Country Store)

Polyurethane (Avanti), female condom (Reality)

Cover with cloth, tape 

Dental dams, cups, bands, root canal material

orthodontic rubber bands

Diapers, Incontinence pads, rubber pants 
PURO/M27 intraoral elastics (Midwest Orthodontic),wire springs,sealant (Delton)

dams (Meer Dental, Hygenic Corp), John O Butler, Earloop masks (Richmond)

Huggies, First Quality,Gold Seal, Tranquility, Always, some Attends, Drypers

diapers (not training pants), Confidence (Paper-Pak) 

Feeding nipples

Food handled with latex gloves 
Silicone, vinyl (selected Gerber, Evenflo, MAM, Ross, Mead Johnson)

Synthetic gloves for food handling 

NOTE: associated allergies are reported to banana, avocado, chestnut, kiwi and other fruits

Handles on racquets, tools 
Vinyl, leather handles, or cover with cloth or tape 

Infant toothbrush-massager 
Soft bristle brush or cloth, Gerber/NUK 

Kitchen cleaning gloves 
PVC MYPLEX (Magla), cotton liners (Allerderm) 

Miscellaneous items 
some medical stickers by MediBadge, UAL, Cushie Tushie Potty Seat

Newsprint, ads, coupons, lottery scratch tickets 


Pacifiers 
Soothies (Children. s Med Ventures), selected Binky, Gerber, Infa, Kip, MAM 

Rubber bands, bungee cords 
Plasti bands 

Toys - Stretch Armstrong, old Barbies 
Jurassic Park figures (Kenner), 1993 Barbie, Disney dolls (Mattel), many toys by

Fisher Price, Little Tikes, Playschool, Discovery, Trolls (Norfin), Silly-putty 

Water toys & equipment: beach thongs, masks,

bathing suits, caps, scuba gear, goggles

Wheelchair cushions, tires 
PVC, plastic, nylon

Jay, ROHO cushions, Use leather gloves, Sof Care bed/chair cushions (Gaymar) 

Zippered plastic storage bags 
Waxed paper, plain plastic bags 

This list is offered as a guideline to individuals, families and professionals by the Latex Committee of the Nursing Council, Spina Bifida Association of America, and is updated twice a year. It is very difficult to obtain full and accurate information on the latex content of products, which may vary between companies and product series. 

PLEASE NOTE: The companies offering "alternatives" often ALSO make many LATEX products. Checking with suppliers before use with latex allergic individuals is strongly recommended. The information in this list is constantly changing as manufacturers improve their products and as we learn more about latex allergy. For the most current version of this list, visit the SBAA website at www.sbaa.org or send a SASE with $0.33 postage to Spina Bifida Association of America, 4590 MacArthur Blvd NW, Suite 250, Washington, DC 20007-4226, 800-621-3141. (For the Latex Allergy Information packet, which includes a current bibliography, guidelines for writing policies and procedures, and recommendations to avoid latex reactions, please send $5.00).

PLEASE NOTE: the companies offering "alternatives" often ALSO make many LATEX products. Checking with suppliers before use with latex allergic individuals is strongly recommended. The information in this list is constantly changing as manufacturers improve their products and as we learn more about latex allergy.

Additional information about Latex Allergy is available from:

Latex Allergy Information Service 860-482-6869 and A.L.E.R.T, Inc 888-972-5378

Did you know? Latex-free products can be ordered through these catalogs:

· Alternative Resource Catalog (latex products, including undergarments)

800-618-3129 or 412-486-4476

· CETRA products for Latex-free Living 888-LATEX-NO

· SAFETex Specialized products for a latex safe environment (ReliaCare Express) 888-225-1941

Ace wraps-brown (J & J Dynaflex)
White Conco E-Cotton Ace wraps

Airway, masks and straps, Naso-pharyngeal is latex
Hudson, Vital Signs airways and mask Concord Postex nasal airway

Ambu bag
clear Bag (Respironics, Laerdal, Intertech), vinyl bag

Anesthesia, ventilator circuits, bags
Neoprene (Anesthesia Associates, Ohmeda adult) well-washed systems

Anesthetic dental carpules
Use multi-dose vial

Art supplies: paints, glue, erasers
Elmers (School Glue, Glue-All, Glucolors, Carpenters Wood Glue, Sno-Drift Paste), Fiber Castel art erasers, Crayola Products (except for rubber stamps, erasers), Liquitex paints, Silly Putty

Balloons
Mylar balloons

Balls: Koosh balls, tennis balls
PVC (Hedstrom Sports Ball), cover floors

Band-Aids
Active strips (3M-Latex in package), Snippy Band (Quantasis, Readi-Bandages), sterile dressing with plastic tape, Stat-Strips (National Patent Medical)

Bed protectors (washable rubber)
Disposable underpads, cover with sheets

Bite blocks
Use folded gauze, silastic

Blood pressure cuff, tubing
Cleen Cuff (Vital Signs), Dinamap, Critikon, over clothing, stockinet or Webril

Bulb syringe
PVC (Davol)

Buretrols (have Latex diaphragm)
B. Braun Burettes

Cannulas (Acufex blue for arthroscopies)
Open an additional scope sheath for an extra port of entry

Cardiac custom packs
Pick case items separately

Casts: Delta-lite Conformable (J&J)
Scotchcast soft cast, Delta-lite S, Fiberglass, Fabric (J&J)

Catheter prep set (gloves are latex, so entire kit is unsafe
Open prep set with non-latex gloves, sterile paper barrier, surgilube, betadine solution, etc.

Catheters, condom
Silicone (Coloplast, mentor, Rochester)

Catheters, indwelling
Silicone (Argyle, Bard, Kendall, Rochester, Vitaid)

Catheters, leg bags, drainage systems
Velcro, nylon (Dale, Mentor), Bard systems

Catheters, rectal pressure
Cook, Lifetech

Catheters, straight, coude
Bard, Coloplast, Mentor, RobNel (Sherwood)

Catheters, urodynamics
Bard, Cook, Lifetech, Rusch

Chux (washable under pads)
Disposable underpads

Clothes, applique on Tees, Elastic on Socks, underwear
Cover elastic with cloth (Decent Exposures-covered elastic)

Colostomy pouch


Compression stockings (Ted hose)
Wrap with non-latex ace bandage

Condoms, contraceptive diaphragm
Polyurethane (Avanti), female condom (Reality), Polymer male condoms soon on market

Crutches: tips, axillary pads, hand grips
Cover with cloth, tape

Dental braces with rubber elastics
Wire springs

Dental rubber dams
Sterile plastic bags

Dental prophylaxis polishing cups


Diapers, Incontinence pads, rubber pants
Huggies, First Quality, Gold Seal, Tranquillity, Drypers, Attends (some)

Dilators-Sherwood Red Rubber


Drainage gags-Cysto-flow collection bag and tubing
Urimeter (avoid patient contact with drainage port

Drains-rubber
Vinyl Penrose drains

Drapes-Baxter blue paper towel
Vidrape

Dressings: Moleskin (J&J), Action Wrap, Coban (3M), BDF Elastoplast
Duoderm (Squibb), Reston foam (3M), Opsite, Venigard, Comfeel (Coloplast), Xerofoam (Sherwood), PinCare (Hollister), Bioclusive, Montgomery straps (J&J), Webril (Kendall), Note: Steri-strips, Tegaderm, Tegasorb (3M) have lates in package, Kerlix (Kendall), Kling (J&J)

Elastic wrap: ACE Esmarch, Zimmer, Dyna-flex, Elastikon (J&J)
Adban Adhesive Compression Bandage (Avcor), cover skin with cotton barrier

Electrode bulbs, pads, grounding
Baxter, Dantec EMG, Conmed, ValleyLab, Vermont Med

Endodontic file markers
Silicone

Endotracheal tubes, airways
Berman, Mallinckrodt, Polamedco, Portex, Sheridan, Shiley

Enemas, ready-to-use (Fleet-latex valve)
Glycerin, Babylax (Fleet), Theravac, Bower Management tube (MIC)

Eyedropper squeeze bulbs
Do not draw liquid into bulb

Feeding nipples
Silicone (Gerber, Evenflow, MAM), some Ross, Mead Johnson nipples

Feminine sanitary pads
Kimberly-Clark products

Finger cots
Non-latex glove finger

Fluid circulating warming blankets
Cover and keep away from patient skin

Foam pillows
Cover, use down pillow

Food handled with latex gloves 
Synthetic gloves for food handling

Food related to latex gloves
kiwi, banana, avocado, potato, tomato, chestnuts, peach, papaya, fig, passion fruit, plum, nectarine, cherry, melon, celery

G-tubes, buttons
Silicone (Bard, MIC, Stomate)

Gastroscopy tubes


Gloves, sterile, clean, surgical
Vinyl, neoprene, polymer gloves: Allergard (J&J), dermaprene (Anseli), Neolon, SensiCare, Trutouch (B-D), Nitrex, Tactyl 1,2 (Smart Practive), duraprene, Triflex (Baxter)

Handles on racquets, tools
Vinyl, leather handles, or cover with cloth or tape

Instrument mats


IV access: injection ports, Y-sites bags, buretrol ports, PRN adapters, Needleless systems
Cover Y-sites and do not puncture: Use stopcocks for meds.  Flush all tubing.  Abbott nitroglycerin tubing; Walrus, Gemini (IMED), some Baxter systems, Braun burettes, Braun, Clave, Abbott needleless systems

IV med. pumps (cassettes have latex


Infant toothbrush-massager
Soft bristle brush or cloth

Kitchen cleaning gloves
Vinyl, cotton liners (Allerderm)

Medication vial stoppers
Eli Lilly, Fujisawa; if not certain, remove stopper

Mouth gags
Replace rubber with silastic

NG tube


Newsprint ads, coupons dusted with latex


OR masks, hats, shoe covers
Replace elastic bands with twill tape ties

Orthopedic appliances


Oxford tubes


Oxygen masks, Cannulas
Remove elastic bands, check content of valves

Pacifiers
Plastic, silicone, vinyl (Binky, Gerber, Infa, Kip, MAM)

Penrose drains
Jackson-Pratt, Zimmer Hemovac, silicone tubing

Pulse oximeters
Certain Oxisensor (Nellcor), cover digit with Tegaderm

Reflex hammers
Cover with a baggie

Respirators-TB (3M9970)
Advantage (MSA), HEPA-TECH (Uvex)

Resuscitators, manual
Silicone: PMR 2 (Puritan Bennett), SPUR (Ambu) Vital Blue, Respironics, Laerdal, Armstrong

Rubber bands
String, Vessiloops, small pieces of non-latex

Rubber head straps (OR)


Slippers-latex bottoms and elastic
Have patient bring slippers from home

Stethoscope tubing
PVC tubing, cover with stockinet or ScopeCoat

Suction catheters, tubing
PVC (Davol, Laerdal, Mallinckrodt, Superior, Yankauer)

Syringes, disposable
Draw up medication in syringe right before use: Abboject, PCA (Abbott), use glass syringes

tapes: adhesive, porous, pink Waterproof (3M)
Dermaclear, Dermicel, Waterproof (J&J), Durapore, Microfoam, Microprobe, Transport(3M), plastic, silk tape

Ted hose
Non-latex ace wrap

Teeth protectors
Use silastic

Theraband, Therastrip, Theratube
Cover with cloth, exercise putty (Rolyan)

Tourniquet
Children’s Med Ventures, Grafco, VelcroPedic, or over clothes

Toys-Stretch Armstrong, old Barbie’s, Bowling balls
Jurassic Park Figures (Kenner), post 1993 Barbie’s, Disney dolls (Mattel), many toys by Fisher Price, Little Tikes, Playskool, Discovery, Trolls (Norfin)

Tubing, sheeting
Plastic tubing-Tygon LR-40 (Norton), elastic thread, sheets (JPS Elastometrics)

Tympanometers-rubber


Ureteral stints


Waterproof mattress covers on beds, OR tables, and stretchers
Cover with sheets and avoid any contact with patient skin

Water toys & equipment: thongs, masks, bathing suits, caps, scuba gear, goggles
PVC, plastic

Wheelchair cushions, tires
Jay, ROHS cushions, Cover seats, Use leather gloves

Zippered plastic storage bags
Waxed paper, plain plastic bags, Ziploc (DOW)




ALASKA NATIVE TRIBAL HEALTH CONSORTIUM

SCREENING QUESTIONNAIRE FOR NATURAL RUBBER LATEX SENSITIVITY

IMPORTANT CAUTION: This questionnaire is not intended to be all-inclusive.  Individuals who are uncertain whether they have sensitivities or allergies to natural rubber latex proteins and/or chemicals should consult a physician.

Hospital employee position i.e.: RN, MD, LAB TECH etc.: ________________________________

1.
Has a doctor ever told you that you have an allergy to any latex product?

( Yes
( No

If yes, to what specifically did the doctor say you were allergic?  __________________________

____________________________________________________________________________________________________

2.
Have you had a reaction to any of the following personal sources of latex?

Yes
No
Yes
No
Yes
No

Balloons
(
(
carpet backing
(
(
garden hoses
(
(
Rubber gloves
(
(
clothing
(
(
golf grips
(
(
Hot water bottles
(
(
rubber cement
(
(
latex cuffs
(
(
Rubber balls
(
(
suspender
(
(
milking machines
(
(
Rubber bands
(
(
teething rings
(
(
ostomy bags
(
(
Adhesive tape
(
(
condoms
(
(
dental masks
(
(
Ace bandages
(
(
corsets
(
(
pacifiers
(
(
Dental bite blocks
(
(
dental rubber dams
(
(
shoe wear
(
(
Bandages
(
(
erasers
(
(
tennis grip
(
(
Belts
(
(
face masks
(
(
weather stripping
(
(
Brassieres
(
(
foam pillows
(
(
IV tubing
(
(
3.
Do you have a history of the following?

Yes
No
Yes
No
Yes
No

Contact dermatitis
(
(
hay fever
(
(
autoimmune disease
(
(
Rhinitis or conjunctivitis
(
(
eczema
(
(
asthma
(
(
Hives
(
(
unexplained rash
(
(
Please PRINT the following:

Name:
Sex:

Date of Birth:
Health Record #:

Position held:
Supervisor & Dept:

Office #:
Date:

OVER

4.
These foods are associated with latex allergy.  Do you have any reaction to them?  Circle the ones to which you react to & indicate the type of reaction.

( Yes
( No Type of reaction

banana
milk

avocado
peaches

potato
tomato

kiwi
papaya

chestnuts
passion fruit

poinsettia plant

5.
When exposed to latex gloves or any other latex product do you develop:

Ig-E  Type I reaction

(
Hives
(
Nausea, abdominal cramping

(
Dizziness
(
Itching burning eyes

(
Shortness of breath
(
Runny nose

(
Generalized swelling (face, hands)
(
Generalized itching

(
Wheezing
(
No Type of Reaction

Type IV reaction

(
Itching of hands
(
No Type of Reaction

(
Peeling, scaling of hands

(
Blisters, sores, bumps

(
Swelling of hands

(
Redness
6.
After dental work have you experienced any of the reactions (Type I or Type IV) listed above?

Yes
No
Yes
No

itching
(
(
runny nose
(
(
tearing
(
(
facial swelling/redness
(
(
sneezing
(
(
Reviewed by ___________________________________________________________ MD, DO.

Patient/ Employee signature: _______________________________________________________

Employee Health

LATEX RISK




BASIC SAFEGUARDS
All gloves low allergen non-powdered










REFERRAL TO FAMILY MEDICINE CLINIC



MEDICAL RECOMMENDATIONS

MADE TO EMPLOYEE



JOB DESCRIPTION MODIFIED

IF POSSIBLE BY FAMILY MEDICINE CLINC

CONSULTANT BASED ON

TYPE OF SENSITIVITY



MONITORING MONTHLY/

COORDINATED WITH 

INFECTION CONTROL


NOTIFICATIONS
EMPLOYEE RELATIONS

SUPERVISORS


TEACHING SUPERVISORS AND EMPLOYEES OF RISK

3.8.43
METHICILLIN-RESISTANT STAPHYLOCOCCUS AUREUS (MRSA):
I.
PURPOSE: To prevent the spread of MRSA from infected or colonized patients to other patients, visitors and staff.

II.
BACKGROUND: In recent years the emergence of MRSA has become a major nosocomial pathogen that has been difficult to eradicate for the following reasons.

A. Becomes endemic in the hospital.

B. Requires more costly and toxic antibiotics to treat.

C. Easily spread by hands of hospital personnel.

III.
DEFINITION: MRSA is a gram-positive coccus, which can cause bacteremia, post-op wound infections, and burn infections, pneumonia, omphalitis and intravascular cannula-related infections.  MRSA is resistant to oxacillin, methicillin, nafcillin and cephalosporins.  Staphylococcus aureus found resistant to methicillin should be considered resistant to all cephalosporins regardless of sensitivity test results.

IV.
RESPONSIBILITIES:

A. It is the responsibility of the physician to diagnose and treat MRSA.

B. It is the responsibility of all health care providers to use good handwashing techniques to prevent the spread of MRSA.  Antimicrobial agents are available for use.

C. It is the responsibility of all health care providers to follow the recommended isolation precautions.

V.
POLICY:

A.
Inpatient:

1. The infected or colonized MRSA patient will be placed in a private room in Contact Isolation.

2. If multiple patients are colonized or infected with MRSA, these patients can be placed in the same room.

3. Dedicated equipment (stethescope, BP, thermometer) will be placed in the room.

4. Equipment-required for patient use (stretchers, gurneys) will be disinfected before being used on another patient.

5. If the patient is transported to other units (e.g.: Radiology, PT) the nursing unit will notify the department regarding the use of CONTACT PRECAUTIONS.

6. Employees with dermatitis or open draining wounds will not care for MRSA patients.

7. Patients will not leave the room unless there is a medical necessity (Radiology, PT, etc.).

8. Patients will remain in Isolation until 3 negative wound cultures are obtained.  Other sites, e.g., respiratory, urine will need 3 negative cultures also.  If unable to obtain a culture (e.g.: wound closed), patient will continue to remain in isolation until discharged.

9. When MRSA patients are readmitted to the hospital with an infection process, they will be placed in Isolation until 3 negative cultures are obtained. Lab will notify Infection Control of an MRSA patient.  Infection Control will follow up on correct Isolation.

10. Cohorting of staff and patients will be followed.

11. Infection Control will notify Health Information Systems of an MRSA patient.  HIS will put this information into the Health Summary.

12. Housekeeping will terminally disinfect the room and equipment.

13. All staff WILL practice good infection control techniques.  This includes HANDWASHING, wearing of proper Personal Protective Equipment (PPE’S) and following CONTACT PRECAUTIONS.

14. Visitors will be instructed in Contact Precautions.

B.
Emergency Room/ UCC:

1. If a patient presents with a lower extremity cellulitis or a lower extremity wound infection which is complex and may require surgical intervention (i.e.: unresponsive to parenteral treatment), the patient should be referred to the Surgery Service.

2. If a patient presents with an upper extremity cellulitis or an upper extremity wound which is complex and may require surgical intervention (i.e.: unresponsive to parenteral treatment), the patient should be referred to the Orthopedic Service.

3. If a patient presents with simple cellulitis they should be referred to Family Medicine Clinic.

4. Each service is to decide whether to admit the patient or treat the patient on an outpatient basis.

5. If the patient requires dressing changes the individual service is to decide where the dressing changes will be done.  The dressing changes can be done in the clinic or ER/UCC.  Arrangements are to be made with ER/UCC.

6. If the patient requires IV antibiotics the individual service is to administer the antibiotic in the clinic if possible, admit the patient or make arrangements with the ER/UCC.

VI.
REFERENCES:

A. Bennett, John V., M.C., Brachman Philip S., MD: Hospital Infections, 3rd Edition.  1992.

B. Boyce, John M., “Nosocomial Infections, New Issue and strategies for Prevention of Methicillin Resistant Staphylococcus Aureus.  Detection, Epidemiology and Control Measures.”  Infectious Disease Clinic of North America:  Vol. 3, No 4, Dec. 1989, pp. 901-913

C. Garner, Julia S., RN, MN, CDC Guidelines for Isolation Precautions in Hospitals, January 1996.

D. APIC Infection Control And Applied Epidemiology, Principles and Practices, 2000.

3.8.44 Needlestick:
I. PURPOSE:  To provide a standard policy for evaluation, treatment, and follow up for all needlestick/splash recipients.  To provide a standard policy for evaluation, treatment and follow up of source patient’s when possible.

II. BACKGROUND:  There is a risk that Health Care Workers will be exposed to HBV, HCV, and HIV through a needlestick/splash incident.

III. DEFINITIONS:

A. Needlestick refers to an injury from a contaminated needle in which a break in the skin has occurred.

B. Sharp refers to an injury from any contaminated sharp object to include scissors, scalpel, or dental burrs in which a break in the skin occurred.

C. A Splash refers to any body fluid, to which universal precautions apply, coming in contact with mucous membranes or non-intact skin of another individual.

D. HBV refers to Hepatitis B Virus, previously called serum hepatitis.

E. HCV refers to Hepatitis C Virus, a form of non-A non-B hepatitis; transmission routes through contaminated blood, primarily the transfusion of infected blood and sharing of infected needles.

F. HIV refers to the Human Immunodeficiency Virus, which is the virus that causes AIDS.

G. Regular workday hours refer to the hours the Infection Control Coordinator is available, that is Monday through Friday 8:00 AM through 4:00 PM.  The Infection Control Coordinator is not available after 4:00 PM, weekends, or Holidays.

IV. RESPONSIBILITIES:

A. Employee:

1. Notifies Supervisor, Charge Nurse or House Supervisor.

2. Obtains Needlestick packet from designated area in department of incident.

3. Direct hire employee will fill out top portion of AK Dept of Labor form.

4. Civil Service employee will fill out pink highlighted area:

5. Reports to ER.

B. Supervisor or Acting Supervisor:

1. Fills out green highlighted area for civil service employee.

2. Fills bottom portion of AK Dept. of Labor form.

3. Supervisor gives packet to Employee to bring to ER.

4. Supervisor assures that source patients chart is brought to ER.

5. Charge Nurse is responsible for getting source patient tested.

C. Emergency Room (ER):

1. Front Clerk:

a) Checks in employee.

b) Informs Triage Nurse of employee needlestick/splash.

c) Triage Nurse:

d) Assures employee is given priority to be seen by physician.

e) Assures source patients’ chart number is written on PCIS.

D.
ER Physician:

1.
Evaluate the employee:

a) Orders: SGPT, HEP B core AB (HBcAb), HEP B surface AB (HbsAb) (If had series of 3 do only HbsAb), HIV, & HEP C (anti-HCV) and recommends treatment.

b) Clerk orders required labs using “needlestick” under accession prompt.

c) Physician fills out PCIS; Federal employees: CA Forms (blue areas); Direct hire & SCF: AK Dept. of Labor form.

2.
Evaluate the source patients chart:

a) Writes lab orders on “Source Patient PCIS”: SGPT, HEP B core AB (HBcAb), HEP B surface AB (HbsAb) (If had series of 3 do only HbsAb), HIV, & HEP C (anti-HCV).

b) Assures that the “Source Patient” chart is returned to clinic or ward (if appropriate) and supervisor or charge nurse on ward is aware that lab order needs to be drawn.

c) Clerk will E-mail Internal Medicine Clinic that needlestick/ splash has occurred which will include employee name, DOB, chart #, department and extension.

3.
Send ALL forms including PCIS to Infection Control, ANC-ICC.

E.
Internal Medicine Clinic:

1. For further follow up Employee will:

2. Call 729-1500 INT MED Clinic to schedule an appointment for a follow up.  If employee started chemotherapy the appt. should be made sooner than 1 wk.

3. Will give employee results of employee lab test and source patient lab tests.

4. Will do F/U as needed.

F.
If the source patient has no documentation for HIV, HCV, or HBV the employee is referred to the Emergency Room.  The provider will order tests.

G.
If the source patient is positive for HIV see policy  5, A.

H.
If the source patient is positive for HBV see policy 5, C.

I.
If the source patient is positive for HCV see policy 5, D.

V.
POLICY:

A.
The Physician Provider will, for the employee with a needlestick/splash exposure from an HIV positive patient, follow Provisional Public Health Services guidelines which are as follows: (refer to next page)

Policy 5, A continued…

                                              Suggested Post Prophylaxis Regimen (PEP)

                                                        #1. Two (2) drug regimen

                                            Combivir ( Lamivudine/Zidovudine Combination)

                                                          One (1) one tablet B.I.D

                                                                       OR

                                 Lamivudine 150 mg one (1) tablet and Stavudine 40 mg one (1) tablet B.I.D

                                                         30 mg B.I.D for  <60 kg

                                                       #2. Three (3) drug Regimen

                                                       Choose one of the above and

a.) One protease Inhibitor (e.g.: Nelfinavir) 1250 mg B.I.D

                                     OR

                         Kaletra 3 capsules B/I.D

b.) One non nucleoside transcrptase Inhibitor (e.g.: Efavirenz)

                         600 mg every PM

                     All regimens are four week durations





B. Post exposure Prophylaxis (PEP) should be initiated promptly, preferably within 1-2 hours postexposure.  Although animal studies suggest that PEP probably is not effective when started later than 24-36 hours post-exposure (6, 7), the interval after which there is no benefit from PEP for humans is undefined.  Initiating therapy after a long interval (e.g., 1-2 weeks) may be considered for the highest risk exposures, even if infection is not prevented, early treatment of acute HIV infection may be beneficial (B).  The optimal duration of PEP is unknown; because 4 weeks of ZDV appeared protective, PEP should probably be administered for 4 weeks, if tolerated.

C. If the employee is not immune to the Hepatitis B the Physician or Provider will offer Hepatitis B Immune Globulin 0.06 ml/kg IM and offer to initiate, continue or complete Hepatitis B series.

D. If the source patient is Hepatitis C positive the Physician or Provider will refer the employee to the Hepatitis Program or their primary care physician for follow up testing and counseling.  Recommend repeat serology every 2 & 6 months.  No specific effective prophylaxis is yet available.

VI. REFERENCES:

A.
Center for Disease Control: Guidelines for Prevention of Transmission of Human Immunodeficiency Virus and Hepatitis B Virus to Health-Care and Public-Safety workers. MMWR 1989, 38: 1-27.

B.
Center for Disease Control: Update: Provisional Public Health Service Recommendations for Chemoprophylaxis after Occupational Exposure to HIV, MMWR 1996; 45: 468-472.

C.
Center for Disease Control: Public Health Service Statement on Management of Occupational Exposure to Human Immunodeficiency Virus, Including Considerations Regarding Zidovudine Postexposure Use.  MMWR 1990; 39: 1-11.

D.
Poland, G.A., Love, K.R. & Hughes, C.E.: Routine Immunization of the HIV Positive asymptomatic Patient.  J. Gen. Int. Medicine 1990; 5:147-152.

E.
Schiff, E.: Immunoprophylaxis of Viral Hepatitis: A Practical Guide.  American Journal of Gastroenterology 1987; 82:287-291.

3.8.45 Protection Against Occupational Exposure to Hepatitis B Virus (HBV), Hepatitis C Virus (HCV), Human Immunodeficiency Virus (HIV), and Other Infectious Diseases
I. PURPOSE: The purpose of this release is to establish a uniform Infection Control Policy for Health Care Workers, at the Alaska Native Medical Center, which recognizes Standard precautions and transmission based precautions.

II. BACKGROUND: The presence of Hepatitis B Virus (HBV), Hepatitis C Virus (HCV), and Human Immunodeficiency Virus (HIV) increases the risk that Health Care Workers will be Blood and body fluids from patients can be transmitted to health care workers HBV, HCV, and HIV and other Infectious Diseases.,  especially if Standard and Transmission Based Precautions are not followed for all patients.

III. DEFINITIONS:
A. Acquired Immunodeficiency Syndrome (AIDS): Is a disease complex characterized by a collapse of the body’s natural immunity against disease.

B.
Exposure (or potential exposure) includes contact with abraded skin or open cutaneous wounds, mucous membranes or parenteral contact with Blood, Body Fluids and Tissues.  These tissues and fluids refer not only to human material but also organs and excreta from experimental animals, embryonated eggs, tissue or cell cultures, culture media, etc.

C.
Exposure Categories:

1. Category I: Tasks that involve exposure to blood, body fluids, or tissues.  All procedures or other job-related tasks that involve an inherent potential for mucous membrane or skin contact with blood body fluids or tissues or a potential for spills or splashes of them.

2. Category II: Tasks that involve no exposure to blood, body fluids or tissues, But employment may require performing unplanned category I Tasks.  The normal work routine involves no exposure to blood, body fluids or tissues, but exposure or potential exposure may be required as a condition of employment.

3. Category III: Tasks that involve no exposure to blood, body fluids, or tissues.  category I tasks are not a condition of employment.  The normal work routine involves no exposure to blood, body fluids, or tissues (although situations can be imagined or hypothesized under which anyone, anywhere, might encounter potential exposure to body fluids).  Persons who perform these duties are not called upon as part of their employment to perform or assist in emergency medical care or first aid or to be potentially exposed in some other way.

D.
Health Care Workers: Persons including students and trainees whose activities involve contact with patients or with blood, body fluids or tissues from patients in a health care setting.

E.
Hepatitis B Virus and Hepatitis C Virus: Are viruses that affect the liver.

F.
Human Immunodeficiency Virus:  HIV is the virus that causes AIDS.

G.
Needlesticks/Sharps Injuries:  Injuries resulting from the handling of needles and sharps.

H.
Standard Precautions:  Precautions designed to prevent infections that are transmitted by direct or indirect contact with infectious blood or body fluids, secretions and excretions (except sweat): regardless of whether or not they contain visible blood and non intact skin and mucous membranes.

I.
Transmission based precautions: Are designed for patients documented or suspected to be infected or colonized 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.  These are used in addition to Standard Precautions.

IV.
RESPONSIBILITIES:
A. The Infection Control Committee will be responsible for formulating policies regarding HBV, HCV, HIV and other Infectious Diseases.  The Administrator will be responsible for implementation of these hospital policies.

B. The Infection Control Coordinator will perform surveys and report results of compliance to Administration, Infection Control Committee Chairperson and the Clinical Service and Support Chiefs.

C. Each supervisor will assure compliance with this policy.

V.
POLICY:
A. The policy of the Alaska Native Medical Center is to provide appropriate safeguards for health care workers and visitors who may be exposed to HBV, HCV, HIV and other infectious diseases it is the employees responsibility to learn and understand the disease transmission process and adhere to the policies contained herein other infectious diseases.

B. The Infection Control Committee shall review this policy annually (or more frequently if necessary) for appropriateness.

C. Each Supervisor shall review this policy as often as necessary with employees.  Supervisors will observe employee activities to ensure compliance with universal secretion precautions.

VI.
PROCEDURES:
A. Training and Education:  The Alaska Native Medical Center will provide an initial training program for all employees and an annual update.  This program should ensure that all workers in category 1 & 2;

1. Understand the modes of transmission of HBV, HCV, HIV and other infectious diseases.

2. Can recognize and differentiate Category I and II tasks.

3. Know the types of protective clothing and equipment generally appropriate for Category I and II tasks and understand the basis for selection of clothing and equipment.

4. Are familiar with appropriate actions to take and persons to contact if unplanned Category I tasks are encountered.

5. Is familiar with and understand all the requirements for work practices and of protective equipment specific in the tasks they perform.

6. Know where protective clothing and equipment is kept, how to use it properly, and how to remove, handle, decontaminate, and dispose of contaminated clothing or equipment.

7. Know and understand the limitations of protective clothing and equipment.

8. Know the corrective actions to take in the event of spills or personal exposure to fluids or tissues, the appropriate reporting procedures, and the medical monitoring recommended in cases of suspected parenteral exposure.  It is the employee’s responsibility to learn and understand the disease transmission process and to adhere to the policies contained herein.

B.
Engineering Controls:  Whenever possible, engineering controls should be used as the primary method to reduce worker exposure to harmful substances by using intrinsically safe substances, procedures or devices.

1. Current recommended standard sterilization and disinfecting procedures for patient care equipment are adequate to sterilize or disinfect instruments, devices, or other items contaminated with blood or other body fluids from persons infected with blood-borne pathogens.

C.
Housekeeping:

1. Will be responsible for keeping the hospital clean using an approved disinfectant -detergent preparation.

2. Will be responsible for cleaning blood spills using approved procedures.

3. Will be responsible for the proper collection, transfer and disposal of infectious and hazardous wastes.  The individual departments will be responsible for properly bagging and identifying these wastes before collection by housekeeping.

4. Housekeeping service provided shall be in compliance with the Housekeeping programs policy and procedure manual.

D.
Laundry:  Laundry will be responsible for collecting soiled linen and for taking the laundry carts to a locked area on the back loading dock for processing by the contractor.

D. Medical Waste:

1. Will be sent to a commercial company before disposal in an approved sanitary landfill, or processed on site.

2. Blood, blood products and other potentially infectious material in fluid form may be poured into a sanitary sewer or properly packaged and placed into a bio medical waste box for disposal.  “Properly packaged, means to solidify infectious waste fluids by using a solidifying powder (Isolyzer), cap the container, and place the container into a bio medical waste box in a upright position. Refer to medical waste policy 3.8.18 (1).

E. Work Practices:

1. Work practices will emphasize that all body fluids and tissues are infectious.  The importance of handwashing shall be greatly emphasized.

2. Work practices will provide for safe collection of fluids and tissues for disposal in accordance with applicable local, state and federal regulations.  Provision will be made for safe handling, and disposal of decontamination of protective clothing, equipment, soiled linens, etc.

3. Work practices will provide a procedure to follow in the event of spills or personal exposure to fluids or tissue, or needle sticks.  Prompt treatment and reporting will be done.

4. Work practices will provide specific and detailed procedures for proper disposal of needles, sharps, etc. in an approved puncture resistant container.  These containers will be incinerated when full.  Needles and sharps will not be recapped, bent or broken by hand.

F. Isolation: 

1. Isolation practices will be carried out as outlined in the Infection Control Manual.

2. Isolation waste will be placed into regular trash.  Red bags will be provided for CDC class IV diseases (e.g.: Rabies, Anthrax, Brucellosis, Tularemia, Plague, Lassa Fever and Hemorrhagic Fever and Ebola- Marburg Viral Diseases).

3. Isolation linen will be placed into a blue impermeable plastic bag.  Soiled linen bags should be double bagged if the bag is torn, leaking, or the outside of the bag is contaminated with blood or body fluids.

H.
Personal Protective Equipment: Based upon the fluid or tissue to which there is potential exposure, the likelihood of exposure occurring, the potential volume of material, the probable route of exposure and overall working conditions and job requirements.  ANMC will provide and maintain protective equipment appropriate to the specific requirements for each task.

1.
Gloves: The use of disposable gloves is indicated for patient contact or procedures in which body fluids may be handled.  Gloves should always be worn when worker’s hands are abraded or active dermatitis is present.  In particular, gloves must be worn when examining patients with active bleeding, large abrasions, or dermatitis.  Gloves must be worn at all times during the instrumental examination of the patient’s oropharynx, gastrointestinal tract and genitourinary tract.  Also, gloves must be used when handling bagged secretions and obviously contaminated linen.  Gloves must be worn while performing tests on lab specimens containing blood or body fluids.  Gloves must be worn when handling any type of blood, body secretions .  Gloves must be of an appropriate material, usually latex or EPA approved vinyl, of appropriate quality for the procedures performed, and of appropriate size for each health care worker.

2.
Gowns: Impervious gowns, or aprons, will be worn when a procedure is likely to generate splashes of body fluids on the health care worker’s skin or clothing, and in Isolation areas.

3.
Masks and Eye Protectors: Their use is indicated when the worker’s mucous membranes (eyes, mouth or nose)may come into contact with blood or body fluids (i.e., situations in which blood splashes or body fluids spatters may occur).

4.
Resuscitation Equipment: Pocket masks, resuscitation bags, or other ventilation devices will be provided and placed in strategic locations where the need for resuscitation is likely.  These devices will be used for all resuscitations, including situations in which emergency mouth-to-mouth resuscitation may occur.

5. Invasive Procedures: For purposes of this policy, an invasive procedure is any procedure which results in exposure to body fluids.  Personal protective equipment shall be used when performing invasive procedures, including drawing blood, to avoid injuries from sharp instruments.  Gowns, masks, and eye protection will be worn when a health care worker’s skin or mucous membranes come in contact with blood or body fluids.  The specific protective measures used will depend on the type of exposure; generally, two factors will determine the required protection:

a)
The flow characteristics of the body fluid e.g. High pressure flow - arterial bleeding, as opposed to low-pressure flow - venipuncture, bladder catheterization.

b)
The potential infectiousness of the fluid; blood, amniotic fluid, seminal fluids have higher concentrations of HIV; oral secretions can contain Hepatitis B virus, urine has a high concentration of cytomegalovirus (CMV).  Tears, for instance, have a low potential for infectiousness.  Those procedures which generate high-pressure flow, or aerosol mixtures, when they involve fluids with highly infectious potential, (for HIV or Hepatitis B), require eye, nose/mouth, glove and gown protection.  Such procedures are commonly encountered in the emergency room, dental clinic, operating room, delivery room, and during endoscopy. Procedures involving low-pressure flow, with highly infectious fluids, would generally only require glove protection, unless other factors were present.  Common examples would include dressing changes, venipuncture, oral suctioning, and bladder catheterization.  Procedures involving small quantities of fluids with low potential for infection, under little or no pressure require gloves.

6.
Lab Specimens:
a)
All lab specimens will be placed into a well-constructed leak proof container with a screw top lids.  These specimens will then be placed into a leak proof biohazard plastic bag labeled and transported to the lab.

b)
Impervious gowns, as well as gloves, will be worn while performing tests on lab specimens of blood and body fluids.  Eye protection will be worn when there is a possibility that the mucous membranes will come in contact with blood and body fluids.

I.
Medical:  In addition to any health care surveillance required by other rules, regulations, or policies, ANMC will provide at no cost to the worker:

1. Voluntary HBV immunizations.

2. Monitoring, at the request of the health care worker or Supervisor with consent of the employee and, if possible, the patient, for HBV, HCV, and HIV antibodies and other tests for infectious diseases following known or suspected parenteral exposure to blood, body fluids or tissues.  This program will include provisions to protect the confidentiality of the health care worker.

3. Medical Counseling regarding testing will be arranged by employee health for the health care worker.

J. Recordkeeping:

1. ANMC Hospital Education Office will maintain records documenting:

a) The dates of the training sessions including the annual update.

b) The content of the training sessions.

c) The names of the persons conducting and receiving the training.

d) Post Test.

2. The Infection Control Coordinator will maintain records pertaining to surveys performed.  Routine surveillance surveys of the workplace for compliance with work practices and use of protective equipment.  Observed deficiencies will be documented and corrective actions recommended.

3. Each supervisor will implement corrective actions recommended and re-audit to document compliance within two months of receipt of Infection Control Coordinators survey results.

K.
EVALUATION:  The Infection Control Committee shall conduct an ongoing review of the current literature and technology to update facility practices for appropriateness and employee protection.

VII.
REFERENCES:
A. Centers for Disease Control: Up-date on Hepatitis B Prevention. Morbidity and Mortality Weekly Report 36:353-60, 19 June, 1987.

B. Centers For Disease Control: Update-Acquired Immunodeficiency Syndrome-United States. Morbidity and Mortality Weekly Report Supplement, 36: 522-526, 14 August, 1987.

C. Center For Disease Control: Recommendations For Prevention of Transmission In Health-Care Settings: Morbidity and Mortality Report Supplement, 36(2S):1S-16S, 21 August, 1987.

D. Centers for Disease Control: Update-Human Immunodeficiency Virus Infections in Health Care Workers Exposed to Blood of Infected Patients.  Morbidity and Mortality Weekly Report 36:285-289, 22 May, 1987.

E. Center for Disease Control: Guideline for Isolation Precautions in Hospitals-Infection Control and Hospital Epidemiology, January 1996.
F. Center For Disease Control: Guideline For Infection Control In Hospital Personnel, Personal Health, July, 1998.
G. Federal Register: Part II, Department Of Labor, Joint Advisory Notice:  Department Of Labor/Department Of Health And Human Services;  HBV/HIV Notice, October 30, 1987.  Federal Register: Part III, Department of Labor, Occupational Exposure to Bloodborne Pathogens; Final Rule, December 6, 1991.
H. Hospital Infection Control, OSHA Enforcement Document Emphasizes Protection and Education, March 1988.

I. Infection Control Manual, Alaska Native Medical Center, April 1999.

J. AIDS RESOURCE MANUAL: Section of Epidemiology; Division of Public Health; Department Of Health & Social Services; State Of Alaska.

3.8.46
Rubella–German Measles:
I. PURPOSE:  To identify the rubella (German Measles) status of persons.  To provide immunization to all susceptible staff to minimize the transmission of german measles to patients, staff and visitors.

II. BACKGROUND:  Nosocomial rubella outbreaks can occur due to health care workers entering the profession who have never been vaccinated or infected naturally with the german measles virus.

III. DEFINITION:  Rubella (also called german measles) is a highly communicable viral disease.  transmission occurs by droplet spread or by direct contact with nasal/throat secretions or urine of infected persons.  This policy applies to all part time and full time civil service and wage grade persons, commissioned corp., students, residents, and contract persons who have direct patient care, volunteers and native corporation persons.  For the purpose of this document this group will be referred to as persons.

IV. SYMPTOMS:  Symptoms of rubella are: slight fever, conjunctivitis, maculopapular rash, and headache, swelling of glands in the neck and behind the ears, malaise, and mild coryza.

V. INCUBATION PERIOD: The incubation period is 16 to 18 days, with a range of fourteen to twenty one days after exposure.  A person infected with rubella can transmit the disease seven days before the rash appears and up to four days after the rash.  Infants with congenital rubella may shed the virus for months after birth.

VI. IMMUNITY: Immunity means that a person is specifically resistant to infection.  Immunity is conferred by vaccination or through having the disease and developing antibodies.  Immunization by vaccine includes receiving the MMR (measles, mumps and rubella together).

VII. RESPONSIBILITIES:

A. The Infection Control Coordinator is responsible for:

1. Providing the necessary form for obtaining the rubella screen and following through on the test results.

2. The surveillance of persons, patients, and visitors exposed to Rubella.

3. Notifying the state and municipality of all rubella cases and of all adverse reactions from receiving the vaccine.

4. Ensuring that all persons who have an active case of rubella shall be relieved from patient contact until five days after the rash appears.

5. Ensuring that all persons having contact with a rubella case that cannot provide documentation of receiving the rubella vaccine or who cannot show documentation of immunity receive a dose of the MMR vaccine unless they come under the exception category.  Non pregnant females will be explained the theoretical risks emphasizing the need to prevent pregnancy for the next 3 months.

6. Ensuring that susceptible persons who have been exposed are relieved from patient contact from the seventh through the 21st day after exposure and/or five days after the rash appears (regardless of whether they have received the rubella vaccine or IG).

B. If born before January 1, 1957 the new employee is responsible for providing proof of an MMR, documentation of having had the disease or rubella titer to the Infection Control Coordinator within thirty days of hiring.  If born January 1, 1957 or later the employee will provide documentation of 2 MMR’s or documentation of having had the disease- rubella titer.

VIII.
PROCEDURES:

A.
Proof of rubella immunity will be required of all new persons.

B.
Persons are considered immune if they:

1. Have documentation of physician-diagnosed rubeola.

2. Have serologic evidence of immunity to rubella.

3. Have documentation of adequate rubella vaccination.

C.
Persons are considered susceptible if they:

1. Lack of laboratory evidence of immunity to rubella.

2. Lack of documentation of adequate immunization with a live virus on or after their first birthday.

D.
If born January 1, 1957 or later the employee will receive 2 doses of MMR.  The designated clinical department will give these.

E.
Exceptions for employees not receiving the MMR vaccine are:

1. Pregnancy or those contemplating pregnancy in the next three months.

2. Those with a febrile illness. Minor illnesses such as a mild upper-respiratory infection, with or without low-grade fever, are not a contraindication for vaccination.  However, these persons will be vaccinated as soon as they have recovered.

3. Allergies to eggs or neomycin.

4. Those persons who have received immune globulin, whole blood or other antibody containing blood products within the past three months.

5. Those persons who are immunocompromised, (leukemia, lymphoma, generalized malignancy, and HIV receiving therapy with alkylating agents, antimetabolites, radiation, large doses of corticosteroids, active tb not under treatment).  These person will have a rubella titer drawn.

6. Those persons who have a physicians order not to be immunized.

F.
This policy requires that all persons be immune to rubella.  It will be a condition of employment, unless covered by an exemption category.

G.
All persons will meet the requirements stated within this policy.  

IX.
OUTBREAK CONTROL:

A. All persons who have an active case of rubella shall be relieved from patient contact until five days after rash appears.

B. All persons with known contact to a rubella case who cannot provide documentation of immunity shall receive a dose of the MMR vaccine unless they come under the exception category.  The vaccine shall be administered within 72 hours of exposure unless they fall into the Exception category.

C. Susceptible personnel who have been exposed shall be relieved from patient contact from the 7th day after 1ast exposure through 21st day after last exposure (regardless of whether they have received the rubella vaccine or IG).  The person will be placed on Administrative Leave.

D. Consideration for giving immune globulin to susceptible persons e.g.: (pregnancy, immunocompromised persons or household contacts) will be made.  The recommended dose of IG is 0.25 ml/kg (0.11 ml/lb.) of body weight (maximum dose = 15 ml).  If IG is given to a susceptible person the person shall be vaccinated 3 months later unless the person falls in the Exception category.  Immune Globulin (IG) given after exposure to rubella will not prevent infection or viremia, but may modify or suppress symptoms and create an unwarranted sense of security.  The routine use of IG for postexposure prophylaxis of rubella in early pregnancy is not recommended.

X.
ATTACHMENTS:

A. Employee algorithm,

B. Employee Information about rubella vaccine.

Employee Vaccination Algorithm for Rubella (German Measles)



IMPORTANT INFORMATION ABOUT MEASLES, MUMPS, AND RUBELLA AND THE VACCINES

WHAT IS MEASLES?

Measles is the most serious of the common childhood diseases.  Usually it causes a rash, high fever, cough, runny nose, and watery eyes lasting 1 to 2 weeks.

Before measles vaccine shots were available, there were hundred of thousands of cases and hundred of deaths each year.  Nearly all children had measles by the time they were 15.  Now, wide use of measles vaccine has nearly eliminated measles from the United States.

Outbreaks of measles continue to occur in places where young people and adults congregate.  It is estimated that as high as 20 percent of young adults lack protective antibody to measles and may be susceptible to the infection.

WHAT IS MUMPS?

Mumps is a common disease of children.  Usually causes fever, headache, and inflammation of the salivary glands, which causes the cheeks to swell.  Sometimes it is more serious.  About one out of every four male adolescents or adults who get mumps develops painful inflammation and swelling of the testicles.  While this condition usually resolves, on rare occasions it may cause sterility.  Deafness can be a result of mumps.

WHAT IS RUBELLA?

Rubella is also called German measles.  It is a common disease of children and may also affect adults.  Usually it is very mild and causes a slight fever, rash, and swelling of glands in the neck.  The sickness lasts about three days.  Sometimes especially in adult women, there may be swelling and aching of joints for a week or two.  Very rarely, rubella can cause encephalitis, and inflammation of the brain, or purpura, a temporary bleeding disorder.

Rubella is most serious for pregnant woman, and can cause miscarriage or birth defects.  The last big rubella epidemic in the United States was in 1964.  Because of that epidemic, about 25,000 children were born with serious problems such as heart defects, deafness, blindness, or mental retardation because their mothers had rubella during the pregnancy.

Before rubella shots were available, rubella was so common that most children got the disease by the time they were 15.  Now because of the wide use of rubella vaccine, the number of cases of rubella is much lower.  However, if children are not vaccinated, they have a high risk of getting rubella and possibly exposing a pregnant woman to the disease.  If an unvaccinated woman becomes pregnant and catches rubella, she may have a defective baby.

Since rubella is a mild illness, many women of childbearing age do not recall if they had rubella as a child.  A simple blood test can show whether a person is immune to rubella or is not protected against the disease.  Overall, about one in five women of childbearing age are not protected against rubella.

VACCINATION AGAINST MEASLES, MUMPS, AND RUBELLA.

The vaccines are given by injection and are very effective.  Ninety percent or more of people who get the shot will have protection, probably for life.  However, because of recent outbreaks of measles in young adults with prior measles vaccination, a routine two-dose schedule is now recommended for children, college students, and medical personnel.  Measles, mumps, and rubella vaccines can be given one at a time or in a combined vaccine, (MR) measles-rubella, or (MMR) measles-mumps-rubella, by a single shot.

Experts recommend that adolescents and adults, especially women of childbearing age, who are not known to be immune to rubella should receive rubella vaccine or MMR if they might also be susceptible to measles or mumps.  Women should not receive the shot if they are pregnant or might become pregnant within three months.  There is no known risk in being vaccinated against any or all three of these diseases if you are already immune to any of them.

POSSIBLE SIDE EFFECTS FROM THE VACCINES

About 5 percent to 15 percent of persons who receive measles vaccine may develop a temperature of 103 degree or higher, beginning between 5 and 12 days after vaccination.  The fever usually lasts for one to two days, rarely as long as 5 days.  In one out of 20 people receiving the vaccine a skin rash may occur.

Mumps vaccine very rarely has side effects.  There have been reports of salivary glands swelling following vaccination.  Other side effects including rash and itching have been reported.

Up to 40 percent of susceptible adults who receive rubella vaccine have had joint pain, usually of the small joints.  Painful joints and transient arthritis occur more frequently and more severely in susceptible women than in children.  The symptoms usually begin 3 to 25 days after vaccination and may last for 1 to 11 days.  Adults with joint problems following vaccination usually do not have to disrupt work activities.  There are virtually, no side effects from the rubella vaccine in adults who are already immune through natural infection or previous immunization.

WARNING-Persons should not take these vaccines without needing to check with a doctor include:

· Anyone who had an allergic reaction to eating eggs so serious that it required medical treatment (does not apply to rubella vaccine).

· Anyone with cancer, leukemia or lymphoma immunocompromised.

· Anyone with a disease that lowers the body’s resistance to infection.

· Anyone taking a drug that lowers the body’s resistance to infection (such as cortisone, prednisone, or certain anticancer drugs).

· Anyone who has received a gamma globulin (immune globulin) within the preceding 3 months.

· Anyone who had an allergic reaction to an antibiotic called neomycin so serious that it required medical treatment.

PREGNANCY

Measles, mumps, and rubella vaccines are not known to cause special problems for pregnant women or their unborn babies.  However, doctors usually avoid giving any drugs or vaccines to pregnant women unless there is a specific need.  To be safe, pregnant women should not get these vaccines.  A woman who gets any of these vaccines should wait 3 months before getting pregnant.

Vaccinating a child whose mother is pregnant is not dangerous to the fetus.

3.8.47
Rubeola-Measles:

I. PURPOSE:  To identify the Rubeola (Measles) status of employees.  To provide immunizations to all susceptible staff thus preventing the transmission of measles to patients, staff, and visitors.

II. BACKGROUND:  Nosocomial measles outbreaks are increasing due to more health care workers entering the profession who have never been vaccinated or infected naturally with the measles virus.

III. DEFINITION:  Measles (also called Rubeola, hard measles, red measles, and ten-day measles) is a highly communicable viral disease.  Transmission occurs by droplet spread or by direct contact with nasal/throat secretions or urine of infected persons.

IV. SYMPTOMS:  Symptoms of measles are: fever, conjunctivitis, cough, runny nose, and Koplick’s spots on the buccal mucosa.  A characteristic dusky-red blotchy rash appears on the third to the seventh day, beginning and on the face becoming generalized and lasting four to six days.

V. INCUBATION PERIOD: The incubation period is about ten days, varying from eight of thirteen days after exposure to onset of fever; about fourteen days until the rash appears.  A person infected with measles can transmit the disease four to seven days before the rash appears and up to four days after the rash.

VI. IMMUNITY:  Immunity means that a person is specifically resistant to infection.  Immunity is conferred by vaccination or through having the disease and developing antibodies.  Immunization by vaccine includes receiving the MMR (measles, mumps, and rubella together).

VII. RESPONSIBILITIES:

A. The infection Control Coordinator is responsible for:

1. Providing the necessary form for obtaining the rubeola screen and following through on the test results.  

2. The surveillance of employees, patients and visitors exposed to rubeola.

3. Notifying the State and Municipality of all rubeola cases and of all adverse reactions from receiving the vaccine.

4. Ensuring that all employees who have an active case of rubeola shall be relieved from direct patient contact until seven days after the rash appears.

5. Ensuring that all employees with direct contact to a rubeola case who cannot provide documentation of receiving the measles vaccine or who cannot show documentation of immunity receive a dose of the MMR vaccine unless they come under the Exception category.  Non pregnant females will be explained the theoretical risks emphasizing the need to prevent pregnancy for the 3 mo.

6. Ensuring that susceptible personnel who have been exposed are relieved from direct patient contact from the fifth to the 21st day after exposure (regardless of whether they have received the measles vaccine or IG).

B.
If born before January 1, 1957 the new employee is responsible for providing proof of an MMR, documentation of having had the disease or Rubeola titer to the Infection Control Coordinator within thirty days of hiring.  If born January 1, 1957 the employee will provide documentation of 2 MMR’s or documentation of having had the disease- Rubeola titer.

VIII.
PROCEDURES:

A.
Proof of measles immunity will be required of all new employees.

B.
Persons are considered immune if they:

1. Have documentation of physician-diagnosed rubeola.

2. Have laboratory evidence of immunity to rubeola.

3. Have documentation of adequate rubeola vaccination.

C.
Persons are considered Susceptible if they:

1. Lack of laboratory evidence of immunity to Rubeola.

2. Lack of documentation of adequate immunization with a live virus on or after their first birthday.

D.
If born January 1, 1957 or later the employee will receive 2 doses of MMR.  The designated clinical department will give these.

E.
Exceptions for employees not receiving the MMR vaccine are:

1. Pregnancy or those contemplating pregnancy in the next three months.

2. Those with a febrile illness.  Depends on the cause of the illness and the severity of the symptoms.  Minor illnesses such as mild upper-respiratory infections with or without low-grade fever are not contraindications for vaccination.  However, these employees will be vaccinated as soon as they have recovered.

3. Allergies to eggs or neomycin.

4. Those employees who have received Immune globulin, whole blood or other antibody containing blood products within the past three months.

5. Those employees who are immunocompromised, e.g.:  (leukemia, lymphoma, generalized malignancy, receiving therapy with alkylating agents, antimetabolites, radiation, large doses of corticosteroids, active TB not under treatment should have a measles titer drawn.

6. Those employees who have a physician order not to be immunized.

F.
This policy requires that all employees be immune to measles (Rubeola).  It will be a condition of employment.

G.
All persons will meet the requirements stated within this policy.  Should persons refuse to comply they are subject to reassignment or removal.

IX.
OUTBREAK CONTROL:

A. All employees who have an active case of rubeola shall be relieved from direct patient contact until seven days after the rash appears.

B. All persons with known contact to a Rubeola case who cannot provide documentation of immunity shall receive a dose of the MMR vaccine unless they come under the Exception category.  The vaccine shall be administered within 72 hours of exposure unless they fall into the Exception category.

C. Susceptible personnel who have been exposed shall be relieved from direct patient contact from the 5th day after 1st exposure through 21st day after last exposure and/or 4 days after rash appears.

D. Consideration for giving Immune Globulin to susceptible employees’ i.e.: Pregnancy, immunocompromised employees or household contacts will be made.  IG will be given within six days of exposure.  The recommended dose of IG is 0.25 ml/kg (0.11 ml/lb.) of body weight (maximum dose = 15 ml).  If IG is given to a susceptible employee the employee shall be vaccinated three months later unless the employee falls in the Exception category.  IG shall not be used to control outbreak.

X.
ATTACHMENTS:

A. Employee Algorithm

B. Employee Information about Rubeola Vaccine

Employee Vaccination Algorithm for Rubeola (Measles)



IMPORTANT INFORMATION ABOUT MEASLES, MUMPS, AND RUBELLA AND THE VACCINES

WHAT IS MEASLES?

Measles is the most serious of the common childhood diseases.  Usually it causes a rash, high fever, cough, runny nose, and watery eyes lasting 1 to 2 weeks.

Before measles vaccine shots were available, there were hundred of thousands of cases and hundred of deaths each year.  Nearly all children had measles by the time they were 15.  Now, wide use of measles vaccine has nearly eliminated measles from the United States.

Outbreaks of measles continue to occur in places where young people and adults congregate.  It is estimated that as high as 20 percent of young adults lack protective antibody to measles and may be susceptible to the infection.

WHAT IS MUMPS?

Mumps is a common disease of children.  Usually causes fever, headache, and inflammation of the salivary glands, which causes the cheeks to swell.  Sometimes it is more serious.  About one out of every four male adolescents or adults who get mumps develops painful inflammation and swelling of the testicles.  While this condition usually resolves, on rare occasions it may cause sterility.  Deafness can be a result of mumps.

WHAT IS RUBELLA?

Rubella is also called German measles.  It is a common disease of children and may also affect adults.  Usually it is very mild and causes a slight fever, rash, and swelling of glands in the neck.  The sickness lasts about three days.  Sometimes especially in adult women, there may be swelling and aching of joints for a week or two.  Very rarely, rubella can cause encephalitis, and inflammation of the brain, or purpura, a temporary bleeding disorder.

Rubella is most serious to pregnant woman, for there is a good chance that she may have a miscarriage or that the baby will be born crippled, blind, or with other defects.  The last big rubella epidemic in the United States was in 1964.  Because of that epidemic, about 25,000 children were born with serious problems such as heart defects, deafness, blindness, or mental retardation because their mothers had rubella during the pregnancy.

Before rubella shots were available, rubella was so common that most children got the disease by the time they were 15.  Now because of the wide use of rubella vaccine, the number of cases of rubella is much lower.  However, if children are not vaccinated, they have a high risk of getting rubella and possibly exposing a pregnant woman to the disease.  If an unvaccinated woman becomes pregnant and catches rubella, she may have a defective baby.

Since rubella is a mild illness, many women of childbearing age do not recall if they had rubella as a child.  A simple blood test can show whether a person is immune to rubella or is not protected against the disease.  Overall, about one in five women of childbearing age are not protected against rubella.

The vaccines are given by injection and are very effective.  Ninety percent or more of people who get the shot will have protection, probably for life.  However, because of recent outbreaks of measles in young adults with prior measles vaccination, a routine two-dose schedule is now recommended for children, college students, and medical personnel.  Measles, mumps, and rubella vaccines can be given one at a time or in a combined vaccine, (MR) measles-rubella, or (MMR) measles-mumps-rubella, by a single shot.

Experts recommend that adolescents and adults, especially women of childbearing age, who are not known to be immune to rubella should receive rubella vaccine or MMR if they might also be susceptible to measles or mumps.  Women should not receive the shot if they are pregnant or might become pregnant within three months.  There is no known risk in being vaccinated against any or all three of these diseases if you are already immune to any of them.

POSSIBLE SIDE EFFECTS FROM THE VACCINES

About 5 percent to 15 percent of persons who receive measles vaccine may develop a temperature of 103 degree or higher, beginning between 5 and 12 days after vaccination.  The fever usually lasts for one to two days, rarely as long as 5 days.  In one out of 20 people receiving the vaccine a skin rash may occur.

Mumps vaccine very rarely has side effects.  There have been reports of salivary glands swelling following vaccination.  Other side effects including rash and itching have been reported.

Up to 40 percent of susceptible adults who receive rubella vaccine have had joint pain, usually of the small joints.  Painful joints and transient arthritis occur more frequently and more severely in susceptible women than in children.  The symptoms usually begin 3 to 25 days after vaccination and may last for 1 to 11 days.  Adults with joint problems following vaccination usually do not have to disrupt work activities.  There are virtually, no side effects from the rubella vaccine in adults who are already immune through natural infection or previous immunization.

WARNING-Persons who should not take these vaccines without needing to check with a doctor include:

· Anyone who had an allergic reaction to eating eggs so serious that it required medical treatment (does not apply to rubella vaccine).

· Anyone with cancer, leukemia or lymphoma.

· Anyone with a disease that lowers the body’s resistance to infection.

· Anyone taking a drug that lowers the body’s resistance to infection (such as cortisone, prednisone, or certain anticancer drugs).

· Anyone who has received a gamma globulin (immune globulin) within the preceding 3 months.

· Anyone who had an allergic reaction to an antibiotic called neomycin so serious that it required medical treatment.

PREGNANCY

Measles, mumps, and rubella vaccines are not known to cause special problems for pregnant women or their unborn babies.  However, doctors usually avoid giving any drugs or vaccines to pregnant women unless there is a specific need.  To be safe, pregnant women should not get these vaccines.  A woman who gets any of these vaccines should wait 3 months before getting pregnant.

Vaccinating a child whose mother is pregnant is not dangerous to the fetus.

3.8.48 Tuberculosis:
I. PURPOSE: The purpose of the Alaska Native Medical Center Tuberculosis Infection Control Policy is to eliminate or reduce as much as possible employee, patient, and visitor TB exposure at the Alaska Native Medical Center.

II. SCOPE: This infection control policy applies to all health care workers (employees, volunteers, students, and contract personnel), patients, and visitors at the Alaska Native Medical Center.

III. OBJECTIVES:

A. To prevent the transmission of tuberculosis (TB) from patients, visitors and Health Care Workers (HCW's).

B. To protect Alaska Native Medical Center patients and visitors of this facility from being infected with Tuberculosis.

C. To comply with federal regulations.

IV.
RESPONSIBILITIES:

A. The Chairperson for the Infection Control Committee should coordinate the overall program.  Infection Control, Safety & Environmental Management, TB control office, and departmental supervisors are responsible for specific elements of the program as defined in this policy.

B. The TB committee, a subcommittee of the Infection Control Committee, will conduct an annual review of this policy.  The composition of this committee includes a representative from Infection Control, Safety & Environmental Management, Nursing, Respiratory Therapy, Central Supply, Laboratory, and the Facility Engineer.  The TB Control Officer will serve as chairperson.

C. The TB Committee's responsibilities are to:

1. Regularly assess the effectiveness of the TB Policy.

2. Annually review the personal respiratory protection program for TB.

3. Annually determine TB risk for the ANMC using criteria in Appendix A.

4. Annually determine high-risk exposure employees and high-risk areas in the hospital.  Review the HCW roster for PPD conversions, clusters and increases in rates.

5. Annually review the number of drug resistant cases in the hospital and in Alaska.

6. Recommend to the Infection Control Committee remedies for any areas of deficiency or hazard discovered.

D. The Infection Control Department responsibilities are to:

1. Coordinate with the state and municipal health departments regarding policy and individual TB case management, household contact evaluation, and monitoring of drug therapy through public health nurses.

2. Maintain a log and document clusters (>2 cases) of all HCW PPD converters and TB cases.

3. Maintain and coordinate the HCW TB monitoring and protection program.

E. The TB Control Officer responsibilities are to:

1. supervise the TB Control Program

2. review a representative sample of admissions using the criteria in Appendix B

F. Safety & Environmental Management responsibilities are to:

1. Check the ventilation system within 24 hours of initiation of isolation procedure and daily while isolation is in effect.

2. Maintain the OSHA 300 log after receiving notification from Infection Control of PPD converters or TB disease in employees.

3. Fit test employees for respirator use.

G. Departmental Managers should:

1. Schedule employees for PPD's and respirator mask fit testing

V.
POLICY:

A. Purpose:  To provide Alaska Native Medical Center staff consistent recommendations to manage various aspects of tuberculosis. This includes early detection, isolation, and treatment of persons with active tuberculosis.  To determine the tuberculosis status of patients and employees. To provide adequate preventative therapy for those at risk. To prevent the development of drug resistant tuberculosis for those with active disease.  To prevent nosocomial tuberculosis infections, and to minimize the risk of tuberculosis exposure to employees and patients.

B. Background:  TB control must be based on a hierarchy of control measures.  The first and most important level of the hierarchy is the use of administrative measures to reduce the risk of exposure to persons with infectious TB.  The second level of the hierarchy is the use of engineering controls to prevent the spread and reduce the concentration of infectious droplet nuclei.  The third level of the hierarchy is the use of personal respiratory protective equipment in areas where there remains a significant risk of exposure to TB.

C. Health Care Workers: Health Care Workers (HCW) refers to all paid and unpaid persons working in the hospital who have the potential for exposure to tuberculosis.  The term Health Care Worker and employee is used interchangeably in this document.

1. Evaluation for and/or treatment of TB will be provided at no charge to the employee.  This includes a PPD upon employment then every 3 months for employees in high-risk areas (4E, 4W, 5E, 5W, CCU, RT, ER/UCC,FMC) and annually for all other employees.  Collection of sputum, chest x-rays, medical consultation and follow-up, and any tuberculosis medication for either prevention or active TB disease will be provided at no charge as needed while employed at ANMC.  Employees will be given 0.1 ml of Tuberculin Purified Protein Derivative, 5 TU, Interdermally.  PPD positive employees will fill out a screening form.

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 preceding the initial test.  The second test is performed 1-3 weeks after the first test.  If the second test is positive, this is most likely a boosted reaction, and the HCW should be classified as previously infected.  Employees will be given 0.1 ml of Tuberculin Purified Protein Derivative, 5 TU, Interdermally.

3. When unprotected employees are exposed to an active TB patient, the Infection Control Coordinator shall immediately make a list of employees (and patients) who are contacts (i.e. those who have shared air with the patient).  Any contacts that have not completed baseline screening should be tested as soon as possible.  Skin testing of all exposed tuberculin-negative employees should be completed within 10-12 weeks.  PPD positive employees will fill out a screening form.

4. Upon PPD conversion or acquiring TB disease, the Civil Service employee will complete a CA-2 form.  South Central Foundation or Direct Hire employees will fill out an Alaska Department of Labor form.

5. HCW's with positive PPD test results will be evaluated for preventive therapy regardless of their ages if they:

a) are recent converters,

b) are close contacts of persons who have active TB,

c) have a medical condition that increases the risk factors for active TB,

d) have HIV infection, or

e) use illicit drugs by injection.

6. The Infection Control/Employee Health Department will provide annual tuberculosis education and training.  This education will include TB transmission, isolation techniques, risk assessment information, and use of masks or respirators.  This will be provided on duty time for all employees.

7. Immuno-suppressed employees may request a transfer to another work area to avoid exposure to tuberculosis.  This request will be handled confidentially.  Pregnancy is not included in the immuno-suppressed category.

8. All employees assigned to service centers at high risk for exposure to TB (see appendix F) will be fit tested and provided with a respirator mask.  Any other employee can also request fit testing.  Employees, who cannot use a respirator for medical reasons, will not be required to care for TB patients.  The TB Control Officer will ensure adequate medical evaluation of employees unable to wear a respirator for medical reasons.

D. PPD Converters: A PPD converter is defined as someone with a >10 mm PPD and a known previously negative PPD within the past two years.  Any patient who is a PPD converter or a newly identified suspect tuberculosis patient shall be reported to Infection Control.  See Appendix C for a summary of Interpretation of Skin Tests.

1. Patient's who have had BCG will be administered a PPD unless there is documented proof of a positive PPD.  If the PPD is positive, the patient will be considered for prophylactic INH therapy.

E. Tuberculosis Patients: A diagnosis of TB should be considered in any patient with a persistent cough (>3 weeks duration), and with other signs and symptoms compatible with TB such as complaints of bloody sputum, night sweats, weight loss, anorexia, or fever.

1. Should these symptoms be reported to a health care worker, the patients will immediately be requested to wear a blue surgical mask.  As soon as possible, the patient will be placed into a negative airflow room with an adjacent anteroom (5W522, 5E506, 4E406, 4W422 or 2W336).  If these are unavailable the patient will be placed into a private negative airflow room.  Patients will be instructed to cover their mouths and noses with available tissues when coughing or sneezing.

2. Patients who are known to have active TB and have not completed therapy should have Air Borne Precautions applied until they are documented to be non-infectious.  Non-infectious is defined as 3 consecutive negative sputum smears or cultures on different days, or as deemed by TB control or Infection Control. Patients with known TB infections will be offered HIV screening.

3. ALL PATIENTS WITH TUBERCULOSIS WILL BE TREATED ACCORDING TO ATS/CDC GUIDELINES.  Appendix D offers acceptable regiments for the treatment of Tuberculosis.  All patients initially will be placed on four-drug therapy for two months.

F. Tuberculosis Outpatients: Patients with infectious TB who need to be seen in clinic should have appointments scheduled to avoid exposing HIV infected or other apparently immuno-compromised persons.  They shall be placed in separate areas, preferably negative pressure isolation rooms, and not in open waiting areas.  Patients shall wear a surgical mask and be given instructions to keep the mask on.  They should also be instructed to cover their nose and mouth with tissues when coughing or sneezing.  The rooms used to isolate and/ or examine an infectious TB patient shall be allowed to ventilate long enough to remove 99.9% of any airborne contaminants before anyone can enter without respirator protection.  See appendix E.

G. Prematernal Home (Care Cottage) and/or ANMC quarters: Active TB Patients or suspected active TB patients will not be allowed to stay at Care Cottage or Quayana House.  Hospital admission may be appropriate if other suitable housing cannot be located.

1. Asymptomatic PPD positive patients may stay at Care Cottage or Quayana House.  Symptomatic patients should have an appropriate medical evaluation to rule out active TB.

H. Pregnancy/ Prenatal Policy: A prenatal patient with a documented PPD positive reaction should have an appropriate medical evaluation to rule out active TB.

1. If there are no symptoms of tuberculosis, the PPD positive patient should have an appropriate medical evaluation and then be offered INH preventive therapy at the postpartum check-up.  Because the risk for INH associated hepatitis may be increased during the peripartum and post-partum period, the decision to use preventive therapy should be made on an individual basis and depends on the patient's estimated risk for progression to active disease.  INH is compatible with breast-feeding.

2. If the smear is positive or the CXR is suspicious for tuberculosis the patient will labor under Airborne Precautions isolation in the private birthing room with negative pressure.  C-sections will be done on the OB Surgical Suite.  Following delivery, the patient will be transferred to a negative pressure room for the duration of her stay.

3. If the mother shows evidence of active TB, she will be treated according to ATS/CDC guidelines and the infant will be placed on preventive INH therapy.  Ethambutol and Rifampin have also been used successfully during pregnancy with relativity little risk of tetrogencity or maternal toxicity.  Pyrazinamide (PZA) may be used in pregnancy if clinically indicated.

4. Prenatal Outpatients: A prenatal patient will have a PPD applied at the first prenatal visit.  The prenatal patient with a positive PPD is treated the same as a non-pregnant patient except for the following: Screen for symptoms of tuberculosis.  If no symptoms, defer the CXR until after delivery.  If the patient has not previously received INH, begin preventive therapy 6 weeks after delivery. If there are symptoms of tuberculosis provide abdominal shielding and obtain a CXR, collect sputum for AFB smear and culture.

I. Tuberculosis Inpatients: Primary Care Providers doing admission workups will include a TB history and documentation of patient symptoms of productive or prolonged cough, fever, chills, night sweats, easy fatigability, loss of appetite, weight loss and hemoptysis.  Nursing may place a PPD or order sputum collection for AFB at their discretion and document on the nursing admission history form.

1. Nursing will deliver food trays, obtain signatures on admission forms, and draw venous blood samples as necessary for all patients in Airborne Precautions.

2. Nursing will provide patients (upon being placed in isolation) with education about transmission and ways to prevent transmission of tuberculosis.

3. Nursing will notify Infection Control on admission and discharge of patient.  The date of notification of admission and discharge will be noted on the nursing Kardex in red.

4. TV, telephone, radio, and special dietary requests should be allowed if possible.  Nicotine patches will be provided upon request and after a medical evaluation.

5. Laboratory personnel, physicians, and/or nursing personnel will notify the Infection Control Coordinator of all positive AFB smears and all patients with suspected or known TB.

6. Physicians are responsible for documenting the TB diagnosis on the discharge sheet.  TB therapy will be prescribed according to ATS/CDC guidelines or after consultation with the TB control officer.  Discharge medication will be given to the patient in sufficient supply only until directly observed therapy begins or until the next appointment.

J. Isolation rooms with negative airflow ventilation with an anteroom will be provided.  The room will be properly labeled for Airborne Precautions when an active or suspected active TB patient is assigned to the room.  Doors and windows will be kept closed. TB smear positive patients will remain in their room with the door closed and the windows shut.  The admission nurse, physician, or Infection Control will initiate Airborne Precautions.  The number of persons entering an isolation room will be minimal.  All persons entering an Airborne Precautions room will wear respiratory protection masks or respirators as outlined in Section 14 page 6.  Personal protective equipment will be readily available.

1. Safety & Environmental Management or their delegate will be responsible for monitoring and documenting the ventilation system for negative pressure within the patient room within 24 hours of initiation of the isolation procedure and daily while isolation is in effect.  Safety & Environmental Management is also responsible for employee respirator fit testing.

2. The provider may discontinue isolation after 3 consecutive negative smears or cultures on different days.  (Smears will be sent to the State lab.)  Non-drug-resistant TB treated with standard drug therapy should be significantly less infectious after 2 weeks.

3. Continued isolation throughout the hospitalization should be strongly considered for patients who have infectious MDR TB.

4. The Director of Acute Care and Chief Physician Executive or TB Control Officer will deal with the management of patients who do not adhere to isolation practices on an individual basis.

5. All patients with a diagnosis of pneumonia will be placed in a negative pressure room  if available.

6. All patients suspected or known having infectious TB should be placed in a TB Isolation room, with airborne precautions.

7. Patients are to leave their rooms only for a medical necessity (PT, Radiology etc)

K. Pediatrics:  Children who may be infectious will be placed in isolation until they are determined to be non-infectious.  Pediatric patients who may be infectious include those who have laryngeal or extensive pulmonary involvement, pronounced cough, positive sputums or AFB smear, cavitary TB, or those for whom cough-inducing procedures are performed.

1. The source infection for a child with TB is often a member of the child's family.  Therefore, parents and other visitors of all pediatric TB patients should be evaluated for TB as soon as possible.  Until they have been evaluated, or the source case is identified, they should wear surgical masks when in areas of the facility outside of the child's room, and they should refrain from visiting common areas in the facility (e.g. cafeteria or lounge).  INH, Ethambutol and Rifampin are class C drugs and should be used if clinically indicated.  Pyrazinamide (PZA) is compatible with breast-feeding if clinically indicated.

L. Discharge of TB Patients from ANMC.  The Primary Care Provider is responsible for:

1. Writing a discharge note on the Tuberculosis patient or completing the discharge planning sheet.

2. Assessing the home by asking the patient if the home he/she is going to has household members at high risk for acquiring tuberculosis (e.g. HIV infection, children under age 5, or immuno-compromised).  Consultation with social services may be necessary to find suitable placement of the infectious TB patient.

3. Notifying Infection Control to coordinate discharge planning.

4. Scheduling a confirmed follow-up appointment for after discharge and documenting the appointment in the chart.

5. Making sure the patient has sufficient medication to take until the appointment for directly observed therapy has been arranged with the State Public Health Department or the Municipality.

6. Patients who live in Anchorage will be given a two-day supply of medications.

7. Patients who live outside of Anchorage will be given a months supply of medications.

M. Masks/ Respirators: All patients who are in Airborne Precautions will wear a blue surgical mask when out of the room or when visitors are present.  Avoid transportation of the patient in the hallway.  If transport is necessary, the patient shall wear a blue surgical mask outside the isolation room.  The staff escorting the patient does not need to wear a respirator mask.  Patients are to leave the room only for a medical necessity.

1. Visitors will wear a NIOSH approved TB respirator mask when in a TB isolation room.  Visitors will not be fit-tested for the respirator mask.

2. Employees shall wear a NIOSH approved TB respirator mask when working with any suspected or confirmed infectious TB patient.  Specifically, respirator masks will be worn:

a) with any AFB smear positive patient

b) with any AFB culture positive patient

c) with sputum inducing procedures for TB

d) with mist medication therapy or aerosol treatment (e.g. pentamidine therapy, Ribovirin)

e) with bronchoscopy procedures for the purpose of diagnosing tuberculosis

f) with any known or suspected drug resistant TB case

g) in a posted Airborne Precautions room

h) in an isolation room or exam room for at least 45 minutes after a suspected or confirmed TB patient has vacated the room (see appendix E for exceptions)

i) when working on the mechanical ventilation system from an Airborne Precautions room.

j) anytime ordered by the TB control officer, or Infection Control Coordinator, or Safety Officer

3. NIOSH approved N95 Respirator masks are the standard issue at ANMC.

4. PAPR (positive air purifying respirator) continuous air flow respirators are the only approved respirators for use by employees with beards or who are otherwise unable to use a respirator mask.

5. All employees assigned to high-risk service centers will be fit-tested for an N-95 respirator mask or have a PAPR unit available for use.  Other employees will be fit-tested upon request or as needed.  High Risk areas include 5E, 5W, 4E, 4W, Respiratory therapy, Internal Medicine Clinic, Family Medicine Clinic, ER, and CCU.

6. Safety & Environmental Management shall provide fit testing to select a properly sized respirator mask for HCW's.  HCW's are responsible to fit check their respirator masks for a proper face seal before each use.

7. HCWs are responsible for the care and storage of their PAPR or N95 respirator mask.  The N95 respirator mask can be reused by the HCW as long as the respirator mask maintains its structure and functional integrity and the filter material is not visibly soiled, damaged or contaminated.  If soiled, damaged or contaminated, replacement masks will be available.  The N95 respirator mask should be stored clean and dry.  Disposable type N95 respirator masks should be discarded at the end of the work shift.
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APPENDIX A

Definitions for Determining Risk:

Low Risk
There are <6 TB patients per year seen in the Hospital unit.
Yearly PPD’s staff.  Reassess risk yearly.  Evaluate ventilation system yearly and daily when room is in use.

Intermediate Risk
There are > 6 TB patients per year seen in the Hospital unit.
PPD’s every six months.  Reassess risk every 6 months.

Evaluate ventilation system every 6 months and daily when room is in use.

High Risk
There are two or more PPD conversions in HCW’s in a unit or a single occupational group that works in multiple areas over a 3 month period OR there is evidence of transmission of TB.
Initiate problem evaluation.  Repeat PPD test every 3 months.  Evaluate ventilation system every 3 months and isolation room negative pressure daily while in use.  Consider supplemental engineering measures.  Maintain highest index of suspicion for potential TB patients.

APPENDIX B

Criteria for Record Review by TB Control Officer

1. Review the number of TB patients seen by area or facility (inpatient and outpatient).  (This information can be obtained by laboratory surveillance or medical record review)

2. Review the drug-susceptibility patterns of TB patients seen at the facility.

3. Analyze HCW PPD test data by area (or by occupational group for persons not assigned to a specific area, such as respiratory therapists).

Review medical records of a sample of consecutive TB patients seen at the facility to evaluate infection control parameters.

Calculate intervals from:

· Admission until TB suspected

· Admission until TB evaluation performed

· Admission until AFB specimens ordered

· AFB specimens ordered until AFB specimens collected

· AFB specimens collected until AFB smears done and reported

· AFB specimens collected until cultures done and reported

· AFB specimens collected until species identification done and reported

· AFB specimens collected until drug susceptibility tests done and reported

· Admission until TB isolation initiated

· Admission until TB treatment initiated

· Duration of TB isolation

Additional information:

· Were appropriate criteria used for discontinuing isolation?

· History of prior admission to facility

· Adequacy of TB treatment regimen

· Were follow-up sputum specimens collected appropriately?

· Was appropriate discharge planning conducted?

Perform an observational review of TB infection control practices.

Perform a review of the most recent environmental evaluation and maintenance procedures.

APPENDIX C

Tuberculosis Skin Tests

PPD:  A PPD of 0.1 ml (5 tuberculin units) is administered intradermally.  Induration, not erythema is measured in mm.

SUMMARY OF INTERPRETATION OF SKIN TESTS

1.
A reaction of > 5 mm is classified as positive in:

· person with HIV infection or risk factors for HIV infection with unknown HIV status

· person who have had recent close contact with persons with active TB

· persons who have abnormal chest radiographs consistent with old healed TB

2.
A reaction of > 10 mm is classified as positive in all persons who do not meet any of the criteria above but who have other risk factors for TB including:

High Risk Groups

· Intravenous drug users known to be HIV seronegative

· persons with other medical conditions that have been reported to increase the risk of progressing from latent TB infection to active TB, including silicosis, gastrectomy, jejuno-ileal bypass surgery, being 10% or more below ideal body weight, chronic renal failure, diabetes mellitus, high dose corticosteroid and other immunosuppressive therapy, some hematologic disorders(e.g. leukemia’s and lymphomas), and other malignancies

High-Prevalence Groups

· foreign-born persons from high prevalence countries in Asia, Africa, and Latin America

· persons from medically underserved low income populations.

· residents of long-term care facilities (e.g. correctional institutions, nursing home)

· Persons from high risk population in their communities, as determined by local public health authorities.

3.
In duration of > 15 mm is classified as positive for persons who do not meet any of the above criteria.

4.
Recent converters are defined on the basis of both induration and age:

· > 10 mm increase within a 2 year period is classified as positive for persons:

< 35 years of age.

> 15 mm increase within a 2 year period is classified as positive for persons:

> 35 years of age.

· > 5 mm increases under certain circumstances (#1 above)

· Recent close contact implies household contact or unprotected occupational exposure similar in intensity and duration to household contact.

APPENDIX D

TABLE S2-2-Regimen for the Treatment of Tuberculosis (TB) in Children and Adults
Option
Indication
Total Duration
Initial Treatment Phase
Continuation Treatment Phase
Comments



of Therapy
Drugs*
Interval & Duration
Drugs
Interval & Duration


1. 
Pulmonary and extrapulmonary TB in adults

and children
6 mos.------
INH---

RIF

PZA

EMB or SM
Daily for 8

weeks
INH---

RIF
Daily or two or three times+

Weekly for 16 weeks.
· EMB or SM should be continued until susceptibility to INH and RIF is demonstrated

· In areas where primary INH resistance is <4% EMB or SM may not be necessary for patients with no individual risk factors for drug resistance.

· Regimen should be directly observed.

2. 
Pulmonary and

extrapulmonary

TB in adults and children.
6 mos.------
INH---

RIF

PZA

EMB or SM
Daily for 2

weeks, then two times wkly for 6 wk.
INH---

RIF
Two times wkly + for 16 wk.
· After the initial phase, EMB or SM should be continued until susceptibility to INH and RIF is demonstrated, unless drug resistance is unlikely.

· Regimen should be directly observed.

3. 
Pulmonary and extrapulmonary TB in adults and children.
6 mos.-----
INH---

RIF

PZA

EMB or SM


3 x wkly for

6 mos.
· This regimen has been shown to be effective for INH resistant TB.

4. 
Smear and culture negative pulmonary TB in adults.
4 mos. -----
INH---

RIF

PZA

EMB or SM
Follow option 1, 2, or 3

for 8 weeks.
INH---

RIF

PZA

EMB or SM
Daily or two or three times weekly for 8 wk.
· If drug resistance is unlikely (primary INH resistance <4% and patient has no individual risk factors for drug resistance).  EMB or SM may not be necessary and PZA may be discontinued after 2 mos.

5. 
Pulmonary and

extrapulmonary

TB in adults and

children when PZA is contradicted.
9 mos. -----
INH---

RIF

EMB or SM
Daily for 8 weeks.
INH---

RIF
Daily or two times wkly for 24 wk.
· EMB or SM should be continued until susceptibility to INH and RIF is demonstrated.

· In areas where primary INH resistance is <4%, EMB or SM may not be necessary for patients with no individual risk factors for drug resistance.

EMB= Ethambutol:  INH= Isoniazid PZA= Pyrazinamide; RIF= Rifampin; SM= Streptomycin

All regimens administered intermittently should be directly observed.  For infants and children with miliary TB, bone and joint TB, or TB meningitis, treatment should last at least 12 months.  For adults with these forms of extrapulmonary TB, response to therapy should be monitored closely.  If response is slow or suboptimal, treatment may be prolonged on a case-by-case basis.  Some evidence suggests that SM may be discontinued after 4 months if the isolate is susceptible to all drugs.

Note:  For all patients, if drug-susceptibility results show resistance to any of the first-line drugs, or if the patient remains symptomatic or smear or culture-positive after 3 months consult a TB medical expert.  Avoid treating pregnant women with SM because of the risk of ototoxicity to the fetus.
APPENDIX E

TABLE S2-3-Dosage Recommendations for the Initial Treatment of Tuberculosis in Children* & Adults


Dosage schedule

Drug
Daily dose (maximum dose)
Two doses per week (maximum dose)
Three doses per week (maximum dose)


Children
Adults
Children
Adults
Children
Adults

Isoniazid  ------------
10-20 mg/kg (300 mg)
5 mg/kg (300 mg)
20-40 mg/kg (900 mg)
15 mg/kg (900 mg)
20-40 mg/kg (900 mg)
15 mg/kg (900 mg)

Rifampin  ------------
10-20 mg/kg (600 mg)
10  mg/kg (600 mg)
10-20 mg/kg (600 mg)
10 mg/kg (600 mg)
10-20 mg/kg (600 mg)
10 mg/kg (600 mg)

Pyrazinamide  -------
15-30 mg/kg (2 gm)
15-30 mg/kg (2 gm)
50-70 mg/kg (4 gm)
50-70 mg/kg (4 gm)
50-70 mg/kg (3 gm)
50-70 mg/kg (3 gm)

Ethambutol  ---------
15-25 mg/kg  -----
15-25 mg/kg  -----
50 mg/kg   -------
50 mg/kg  -------
25-40 mg/kg  -------
25-30 mg/kg

Streptomycin  -------
20-40 mg/kg (1 gm)
15 mg/kg (1 gm)
20-40 mg/kg (1.5 gm)
20-40  mg/kg (1.5 gm)



*Persons < 12 years of age.

3.8.49
VANCOMYCIN RESISTANT ENTEROCOCCUS (VRE):
I. PURPOSE: To prevent the spread of VRE from infected or colonized patients to other patients, visitors and staff.

II. BACKGROUND: In recent years the emergence of VRE has become a major nosocomial pathogen that has been difficult to eradicate for the following reasons:

A. Becomes endemic in the hospital

B. Requires more costly and toxic antibiotics to treat

C. Easily spread by hands of hospital personnel

III. DEFINITION: VRE is a gram- positive coccus, which can cause bacteremia, wound infections, urinary tract infections.  VRE is resistant to vancomycin.

IV. RESPONSIBILITY:

A. It is the responsibility of the physician to diagnose and treat VRE.  Infected patients will be treated with the appropriate antibiotic.

B. It is the responsibility of all health care providers to use good handwashing techniques to prevent the spread of VRE.  Antimicrobial agents are available for use.

C. It is the responsibility of all health care providers to follow the recommended isolation precautions.

V. POLICY:

A. Inpatient:

1. The infected or colonized VRE patient will be placed in a private room in contact precautions.  First choice is the isolation room with an anteroom.

2. If multiple patients are colonized or infected with VRE, these patients can be placed in the same room.

3. Dedicated equipment (IV poles, stethoscope, thermometers etc.) will be placed in the room.

4. Equipment required for patient use (wheelchairs, gurneys) will be disinfected before being used for another patient.

5. If the patient is transported to other units (e.g.: Radiology, PT) the nursing unit will notify the department regarding the use of contact precautions.

6. Employees with dermatitis or open draining wounds will not care for these patients.

7. Patients will remain in contact precautions until they have three negative wound cultures obtained from different sites on different days.  Other sites will need three consecutive negative cultures also.  These cultures will be done one or more weeks apart.

8. Patients will not leave the room unless there is a medical necessity (Radiology, PT, etc.).

9. When VRE patients are readmitted to the hospital they will be place in contact precautions until 3 negative cultures are obtained.

10. Lab will notify Infection Control of a VRE patient.  Infection control will follow up on the correct Precautions.

11. Infection control will notify Health Information Systems of a VRE patient.  HIS will put this information into the Health summary.

12. Cohorting of staff and patients will be followed.

13. Roommates of newly infected or colonized patients will have cultures or rectal swabs to determine their status.

14. Housekeeping will terminally disinfect the room and equipment.

15. All staff will practice good infection control techniques.  This includes handwashing, wearing of proper Personal Protective Equipment (PPE’S) and following contact precautions.

16. Visitors will be instructed in Contact Precautions.

VI. Emergency Room/ UCC:

A. If a patient presents with a lower extremity cellulitis or a lower extremity wound infection which is complex and may require surgical intervention (i.e.: unresponsive to parenteral treatment), the patient should be referred to the Surgery Service.

If a patient presents with an upper extremity cellulitis or an upper extremity wound which is complex and may require surgical intervention (i.e.: unresponsive to parenteral treatment), the patient should be referred to the Orthopedic Service.

Each service is to decide whether to admit the patient or treat the patient on an outpatient basis.

If the patient requires dressing changes the individual service is to decide where the dressing changes will be done.  The dressing changes can be done in the clinic or ER/UCC.  Arrangements are to be made with ER/UCC.

B. If the patient requires IV antibiotics the individual service is to administer the antibiotic in the clinic if possible, admit the patient or make arrangements with the ER/UCC.

If a patient presents with simple cellulitis patients should be referred to Family Medicine.
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3.8.50
Communicable Disease Prophylaxis:

Several diseases (Hepatitis A & B, Pertussis, Meningococcal Disease and TB) require prophylaxis treatment with vaccines, drugs, immunoglobulin or PPD’s).

Referrals may be made by Infection Control, Municipality of Anchorage, State of Alaska, Section of Epidemiology and Individual Service Lines.

Prophylaxis Treatment of contacts (staff & family members).

The protocol will be as follows.

1. Notify Infection Control, x2920 or x2921 during regular hours M-F 0800-1600.  After hours, weekends and holidays leave a voice mail.

2. The patient will be treated by the individual service line.

3. Immediate family members will be treated by the individual service line.

4. In-Patient Pediatrics will write a prescription for the immediate family or household contacts for pediatric In-Patients only

5. For those contacts who do not have a provider:

a) Those under 16 refer to the children’s clinic, Nurse Practitioner, for PPD’s or therapy.

b) After hours the patients should be seen in the ER/UCC if this is Meningococcal disease or Pertussis.

c) Anchorage Service units will be referred to the Family Medicine Clinic.

d) Non Anchorage Service Units will be referred to Internal Medicine Clinic.

6. ER will refer patients to either the FMC, Internal Medicine clinic or Pediatrics as necessary.

7. Medications not carried in ER on a routine basis (i.e.: Rifampin) can be obtained from Outpatient Pharmacy (0800-2000).  After duty hours contact the Nurse Supervisor for the medications.

8. Staff will report to Infection Control during normal duty hours, x2920/x2921, M-F 0800-1600.  After hours, weekends and holidays, staff will report to ER.

MENINGOCOCCAL MENINGITIS

Rifampin:

Adults:
Rifampin, 600mg, Bid x2 days

Children:
OVER 1 month old: Rifampin 10mg/kg

UNDER 1 month old, Rifampin 5mg/kg

OR

Ceftriaxone:

Adults:
Ceftriaxone, 250mg, IM, given in a single dose

Children:
Ceftriaxone 125mg, IM, for children < 12 years of age.

Children:
Ceftriaxone 250 mg for children ≥ 12 years

OR

Ciprofloxacin

Adults:
Ciprofloxacin, 500 mg, PO, given in a single dose.

Children & Infants:
Ciprofloxacin 125-150mg/kg/day divided into 4 equal doses on each of 2 consecutive days.

PERTUSSIS

Children:
Less than 7 years of age who have not received 4 doses of pertussis vaccine (either DTP or DTaP) should have pertussis immunization initiated or continued; those who have received their third dose 6 months or more before exposure should be given a fourth dose.  Additionally, children aged less than 7 years who received a fourth dose more than 3 years earlier should receive a booster dose of DTP or DTaP.

Erythromycin:
Recommendation (40-50mg/kg/day, up to 2 gm/day, divided into four doses, for 14 days)

Clarithromycin:
15 mg/kg, up to 1gm/day, divided into two doses is recommended as an alternative for those who cannot tolerate erythromycin for 14 days.

Reference: Benenson, Abram S.; Control Of Communicable Diseases Manual, Sixteenth Edition, 1995.

TUBERCULOSIS

A contact investigation is the systematic evaluation of persons who have been exposed to a case of tuberculosis for evidence of tuberculosis infection or disease.

Contacts are someone who has been closely associated with a person who has active TB.  Pulmonary and laryngeal TB are spread through the air by means of droplet nuclei.  Therefore, the degree of exposure depends on how much air space has been shared with the patient.  Crowding and poor ventilation increases the risk. 

Adults:
Should be given a Mantoux (PPD) INTRADERMAL, (5TU).

If the PPD is negative a repeat skin test should be done 3 months after contact is broken.

If the initial Mantoux skin test is greater than or equal to 5 mm induration (ALL tests will be recorded in mm) it should be reported to the State Epidemiology TB Control Program (907-269-8000).  A CXR and symptom survey should be completed to rule out active disease.

Tuberculin reactors or converters with symptoms should have a series of three sputum specimens for acid-fast bacilli smear and mycobacterial culture.

Contacts or associates with signs or symptoms should be evaluated carefully to rule out disease.

Preventive therapy or treatment for active TB will be initiated.

Exposed newborns are at high risk for serious TB infection.  Contact State Department of Health at 269-8000 for guidance for managing newborns exposed to persons with active disease.

Reference: Tuberculosis Control In Alaska, State of Alaska, March 2001.pp: 47-50.

3.8.51 Clostridium difficile (Pseudomembranous Colitis) (CD)

I. PURPOSE: To prevent the spread of Clostridium difficile from infected or colonized patients to other patients, visitors and staff.

II. BACKGROUND: Clostridium difficile is the most frequent cause of nosocomial diarrhea.  Transmission generally occurs in the hospital from the environment and the hands of the health care worker.

III. DEFINITION: Clostridium difficile is a spore forming gram positive anaerobic bacillus that causes diarrhea and colitis typically after the use of broad spectrum antibiotics.

IV. RESPONSIILITY:

A. It is the responsibility of the physician to diagnose and treat CD.

B. It is the responsibility of all health care providers to use good handwashing techniques to prevent the spread of CD.  Antimicrobials agents are available for use.

C. It is the responsibility of all health care providers to follow the recommended isolation precautions.

V. POLICY:

A. The infected or colonized CD patient will be placed in a private room in CONTACT PRECAUTIONS.  First choice is the isolation room with an anteroom.

B. If multiple patients are colonized or infected with CD, these patients can be placed in the same room. 

C. Dedicated equipment(IV poles, stethescopes, thermometers etc.) will be placed in the room.

D. Equipment required for patient use (wheelchairs, gurneys) will be disinfected before being used for another patient.

E. If the patient is transported to other units (e.g.: Radiology, PT) the nursing unit will notify the department regarding the use of CONTACT PRECAUTIONS.

F. Patients will not leave the room unless there is a medical necessity (Radiology, PT etc).

G. Lab will notify Infection Control of a CD patient.   Infection Control will follow up on the correct Precautions.

H. 8..Patients will remain in CONTACT PRECAUTIONS until they have three negative stool cultures on three different days. They will be off the antibiotic two days before the cultures are done.

I. Housekeeping will terminally disinfect the room and equipment.

VI. References;

A. Bennett, John V.,MD., Brachman, Philip, Philip S.,MD Hospital Infections, 3rd edition 1992

B. Chin, James, MD, MPH,Editor, Control of Communicable Diseases Manual, 17th Edition, 2000, p. 154.

C. Garner, Julia S., RN MN, CDC Guidelines for Isolation Precautions in Hospitals, January, 1996.

D. Gerding, Dale N, MD, et al, Shea Position Paper, Clostridium Difficile-Associated Diarrhea And Colitis, Infection Control And Hospital Epidemiology, Vol. 16 No. 8, August 1995 pp. 459-477.

E. Yassin Said Fadi, MD, et al, Clostridium difficile-Associated Diarrhea and Colitis, Mayo Clinic porch, July 2001,Vol 76pp. 725-729.

F. Zafar, Abdul B. MBBS, MPH, et al.  Effectiveness of Infection Control program in controlling Nosocomial Clostridium difficile, American Journal of Infection Control (AJIC) Vol. 26, Number 6, December 1998, pp. 588-593.

3.8.52
Creutzfeld-Jacob Disease (CJD)

I. Purpose: To provide guidelines for controlling the transmission of Creutzfeld-Jakob Disease (CJD) in the Operating Room.

II. Background: CJD is a prion-transmissible neurodegenerative disease with an incident of one per million.  Infectivity is tissue dependant with brain, spinal, and eye suspected to have the highest infectivity.

III. Responsibility: all staff in the Operating Room, Pathology, and CSS.

IV. Policy:

A. Patients having craniotomies will be screened by the provider for CJD disease.  This includes a family history, cerebellar ataxia and rapidly progressing dementia.

B. Schedule case for the last one of the day.

C. Notify all units who will potentially be involved of possible CJD cases (CSS, nursing, lab, housekeeping, infection control).

D. Remove all unnecessary equipment from the room.

E. Use disposable items when possible.

F. Cover all surfaces including OR, table, respiratory, anesthesia equipment with impervious drapes, sheets.

G. Staff will wear impervious gowns, hats, face shields, shoe covers, double gloves.

H. Limit traffic in the room.

I. Use manual saws and not power drilled equipment (avoids splashing).

J. No flashing of instruments to be done. Avoid using instruments that require ETO or cold sterilization.

K. Clean spills with sodium hydroxide.

L. Place specimens in a container with ?? formalin and label with a biohazard sticker.

M. Physician will change gloves after obtaining specimen.

N. Use no touch technique when passing instruments or sharps.

O. Reusable instruments will be placed in an impervious container, red bagged with biohazard sticker.

P. Body fluids and liquid waste will be collected, solidified, labeled with a biohazard sticker, and incinerated.

Q. All disposable supplies will be placed in a red bag, labeled with a biohazard sticker, and incinerated.

R. Decontaminate surfaces by continually wetting all exposed surfaces with

S. Molar Sodium Hydroxide for 60 minutes;

T.  Rinse thoroughly with water afeter terminal cleaning;

U. will be cleaned with 1:10 dilution of 5.25% Sodium Hypochlorite;

V. then Virex.

W. Terminally clean the room.  Use safety eye shields, impervious gowns, disposable masks, gowns, and gloves.

X. Incinerate contaminated trash.  Place in red bag with biohazard sticker.

V.
References

A. APIC Text of Infection Control and Epidemiology, 2000 Edition, pp. 108-1 to 108-10.

B. Bennett, John, MD, Brachman, Philip, MD, Hospital Infections, Third Edition, pp. 807-808.

C. Control of Communicable Diseases Manual, Chin, James, MD, MPH, Editor, 17th Edition, 2000, pp. 183-186.

D. Hospital Infection Control, September 2001, Volume 28, Number 9, pp. 122-124.

E. Wenzel, Richard P., Prevention and Control of Nosocomial Infections, Third Edition p. 548.

3.8.53
NEUTROPENIC GUIDELINES

Aim:  To Protect our neutropenic patients from infection.

What:  Establish guidelines for the care of the patients with neutropenia. White blood cells, produced in the bone marrow are cells which fight infection.  Neutropenia is a condition that occurs when a patient’s white blood cell count is low.  This condition can increase the patient’s risk of infection.

Why: Patients have received or are receiving chemotherapy, radiation therapy, and/or other cancer treatments causing decreased blood counts and requiring protection from infection risks.

Who: Medicine Unit/5 East, Oncology Clinic, Oncologist, Inpatient Pediatrics, ICU.

When:  A patient is considered neutropenic when the ANC (Absolute Neutrophil Count) is 500 or less.  This condition usually occurs one to two weeks after chemotherapy treatment and can last 5 to 15 days.

Where:  ANMC

How:  Infection can occur when the patient’s white blood cell count is low.  To prevent or detect infection, the following precautions should be followed:

General Guidelines

· Neutropenic precautions and information sign to be placed on the patient’s door.

· Positive pressure room preferred but not required.

· Patients will have private room, disposable stethoscope, blood pressure cuff, and thermometer.

· Before entering the patient’s room, hands must be washed.

· When you enter the patient’s room, put on gloves that are provided inside the room.

· Patients placed on a neutropenic diet, which avoids unpeeled fresh fruits, raw vegetables, uncooked eggs, and uncooked fish.

· No fresh flowers, dried flowers, or live plants allowed in the patient’s room.

· Patient is provided with bottled water.

· Visitors should not see the patient if they:

1.
Have a upper respiratory tract infection.

2.
Have been exposed to a contagious disease within 7 days.

3.
Received the varicella vaccine within 7 days.

· Patients are to avoid receiving immunizations and injections if possible.

· Patients are to avoid enemas, rectal thermometers, and suppositories.

· Women patients should not use tampons, vaginal suppositories, or douches.

Discharge Instructions

· Check your temperature 3 times per day when neutropenic. If your temperature is 101.5 or greater once notify nurse or MD.  Do not take Aspirin or Non-steroidal medication.

· Check for signs of infection in areas such as Groshong/PICC/Implanted Access Device, any other tube or catheter site, mouth and perirectal are,.  Signs of infection include redness, swelling, tenderness, or drainage.  Notify MD with any of these signs.

· Wear shoes at all times while in the hospital or at home, thus avoiding injury.

· Shower or bathe daily.  If skin becomes dry, use lotion or oil to soften it and prevent it from cracking.

· Avoid manicures and pedicures at this time.

· Perform mouth care frequently (every 4 hours), especially before and after meals.

· Examine entire mouth daily for white patches, open or sore areas.  Rinse with Baking Soda mouth rinse (1 tsp. Baking Soda in 8 oz. of water).

· Use a soft toothbrush only and floss gently.

· Apply lubricant such as A&D ointment to lips to prevent chapping.

· Do not have dental work done without consulting your MD.

· Avoid large crowds, person with infections, and children under 12 years old.

· Use gloves when performing gardening activity.

· Avoid cleaning birdcages, cat litter boxes, and fish tanks.

· Avoid hot tubs and Jacuzzis: swim only in chlorinated/monitored swimming pools.

· Limit exposure to pets, fresh flowers, houseplants, and stagnant water.

· If you cut or scrape your skin, clean this area at once with soap and water and apply a band-aid.  Use an electric shaver than razor.

· Promote sexual hygiene/cleanliness: Avoidance of excessive friction during intercourse by proper use of water-based lubrication.  Avoid rectal intercourse.  Use a recommended birth control method.

References:

A. Cancer Chemotherapy Guidelines and Recommendations for Practice 2nd Edition

B. Oncology Nursing Society 1999 pages 51-56

C. University of California at San Diego Bone Marrow Transplant Unit, La Jolla, California.
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3.8.54
Fingernail Policy 
I. Purpose:  To prevent patients from getting nosocomial infections due to staff having long fingernails or wearing artificial nails.

II. Background: Artificial nails, acrylic nails, and long nails can harbor organisms that could be transmitted to patients.

III. Responsibility: It is the responsibility of employees who are involved in patient care, food handling, CSS, to have short nails and not wear artificial or acrylic nails.

IV. Policy.

A. Employees involved in direct patient care or food handling will not wear any type of artificial fingernails or overlays.

B. Employees will keep fingernails trimmed to a length of no more than ¼ inch long.

C. Any nail polish worn will be freshly applied and without cracks

V. References:

A. AORN  1999 Standards, Recommended Practices and Guideline, pp: 249-254

B. American Journal of Infection Control, APIC Guideline 1995: 23:251-269

C. APIC Guideline for Handwashing and Hand Antisepsis in Health Care Settings, 1992,1993,19994

D. APIC Text of Infection Control and Epidemiology, Vol. 1 , 2000 edition

E. Artificial Nails May Carry Danger of Staph Infection, Hospital Employee Health, May 2000, pp.

F. Hedderwick, Sara A, MRCP et al, Pathogenic Organisms Associated With Artificial Fingernails Worn by Healthcare Workers, Infection Control and Hospital Epidemiology, Vol. 21, No. 8 August 2000, pp.505-509 

G. Moolenaar, Ronald, MD et all . A Prolonged Outbreak of Pseudomonas aeruginosa in a Neonatal Intensive Care Unit:  Did Staff Fingernails Play a Role in Disease Transmission, , G.  Infection Control and Hospital Epidemiology, Volume 21, Number 2, pp.80-85.

H. Winslow,Elizabeth, PhD, RN, FAAN and Jacobson, Ann F. PhD, RN, Can a Fashion Statement Harm the Patient?  Long and Artificial Nails May Cause Nosocomial Infections. AJN, September 2000, Vol. 100, No. 9, pp. 63-65.
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