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INTRODUCTION

Infection control in hospitals has been re-emphasized with emergence of infectious discases like SARS,
Avian Flu, Anthrax etc. along with the ever-increasing cost of dealing with health care associated
infections (HAI). The fear of accidental infection with Human Immuno-Deficiency Yirus exists in all
segments of population, including those involved in delivery of health care. Strengthening of infection
control measures will resull in reassuring both health care workers and the patients attending the
hospitals. Further reduction in incidence of HAL will be economically beneficial 1o both paticnts and
hospitals. Hospitals can save substantial amount of expenditure in preventing HAI and shorter lengths of
hospital stay will benefit the patients as well. Rigid implementation of infection control practice can
reduce HAI at all levels of medical care.

In spite of the fact that the importance of prevention and control of HAI has been recognized at the
highest level, even the actual incidence of HAI in hospitals of this country is not known; except for
reports on post-operative wound infections. The various components of infection control for a multi-
disciplinary tertiary care center includes:

Surveillance of HAI

Management of HAI control activities
Manual for different high risk arcas
Sterilization and disinfection procedures
Biomedical waste management protocol
Housckeeping standards

Man power development

In service training

Immunization

Awareness programs

" 8 ® ® & ® ® @& w @
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HOSPITAL INFECTION CONTROL COMMITTEE STRUCTURE

The Hospital Infection Control Committee (HICC) is a multi-disciplinary comminee appointed by the

management of the hospital. The frequency of mecting will be at once in a month and the minimum
quorum is ten. The HICC shall include the following members:

-

Chairman - HICC

Infection Control Officer
Medical Superintendent
Administrative Officer
Quality Manager

ICU Intensavist

Surgeons- General, Orthopedics
Physacians

Anesthetists

Nursing Superintendent
Microbiologist

Pharmacy Incharge

Incharge - CSSD

infection Control Superyisor

Infection Control Nurse
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INFECTION CONTROL TEAM

The Hospital Infection Control Team includes:

¢ The Chairman of HICC,
Infection Control Officer,
Infection control Nurse,
Microbiologist
Link nurse.
The HICC is charged with prevention and control of infections in the hospital, recommending and
monitoring compliance with medical stafl and the departmental policies related to infection control
among paticnis and staff st KMCT Hospitals Pvi Lid, meview of mate of infection and making
recommendations on all matters related 1o infection control, Recommendations are made to and
approved by the HICC.

Co- opted members: These addinonal members are invited for a particular meeting only when there
would be a discussion on pertaining 10 their field of expertise or any issue that is 10 be discussed and a
policy is to be derived:

In charge of Maintenance department
Member of the Purchase department
Any other department HOD as required
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AIMS AND OBJECTIVES

The infection control programme aims at preventing and reducing risk of HAL in patients, relatives and
health care providers. The programme will have the following objectives:
e Todevelop writien policies and procedures for standards of cleanliness, sanitation and ascpsis in
the hospital
® To interpret, uphold and implement the hospital infection control policies and procedures in
specific situations
¢ To do surveillance of HAI
e Toreview and analyze data on infection that occurs, in order 1o take corrective sleps
s To develop a mechanism to supervise infecthion control measures in all phases of hospital
activities ;
¢  To ensure continuing cducation of employees on infection control aspects

HOSPITAL INFECTION CONTROL ACTIVITIES
¢ Continuing surveillance of hospital acquired infections
¢  Development and formulation of preventive and comective programmes for daily infection
control issucs
e Develop an annual hospital antibiotic policy
*  Formulate and update infection control manual yearly
s  Develop a system of identifying. reporting. investigating and controlling the hospital

infections
o Periodically educate health care workers of the institution on infection control

protocol
¢  HICC meeting 10 be held every month and as requined e
*  Formulating policies and protocol on the method of disinfections and sterilizati \ -

» Guidelines for segregation and disposal of hospital waste ;l/;
Preparedby | Approved by | tssued by Rev No. Issue No.
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* Regular checking on hospital facility on infection control aspects and informed to concem
department and check for commective action as necessary

e Regular checking of various engineering control and sanitation of water

e Supervision of housckeeping and biomedical waste management activities

JOB RESPONSIBILITIES:
Chairperson

s The HICC chairman, appointed by the MIVMS, is an expert in the ficld of infection control and
is always available to advice on all aspects of infection control ]

s Responsible for day to day management of infection control in the hospital
Acts as a liaison officer between the infection control committer members and the hospital
administration

o [nitiates vanous surveillance programmes

e Receives all the surveillance reports and information peraining 1o bospital acquired infections,
initiate necessary action (corrective & preventive) based on the reponts

o Keeps updated with developments in the ficld

o Conducts monthly meeting of infection gontrol committee

Infection Control (MTicer

e The infection control (IC) officer s appointed by the Administrative Officer - a senior clj

preferably with a background in infectious disease or microbiology, is preferred. In

of HICC chairman the mectings will be chaired by 1C officer.

Monitoring of HA) -

Assess infection control problems and initiates corrective & preventive measures

Initiates and revises infection control policies and procedures

Conducts outhreak investigations and mitiates control measures

Consults with department heads and physicians as and when required to improve health care

Identification and reporting of pathogens and their antiblotic sensitivity \15&,’//
/
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Regular analysis and dissemination of antibiotic resistance data, emerging pathogens and unusual
laboratory findings and preparing antibiogram every 6 month and revise the antibiotic policy
annually

Antimicrobial stewardship

Education and feedback of clinicians using surveillance data and antibiogram

Participate in Infection Control Training Programme

Infection Control Nurse & Supervisor

The infection control supervisor is a full-time senior member of the hospital infection control
team

Reports 1o the HICC Chairman; but is professionally sccountable 10 the appropriste nursing
officer within the nursing hierarchy . A

Responsibie for infection control practice among all levels and disciphes of nursing stafl

Daily monitoring of HAI and other relevant infections

Makes recommendations for change in work environment and practice regarding infection
prevention and control concemns .

Supervises range of risk assessments and inspections done by team including employee
adherence and compliance to the correet usage of personal protective equipment and clothing.
Conducts audits for infection control practices

Formulation and initiation of appropriate operational strategies 1o minimize the risk of infection
Identify and recommends patients for correct isolation practice

Supervision of appropriate records in line with depanmental protocols.

Undenakes defined projects 1o support the delivery of high quality, clinically effective care.
Monitors, reviews and develops - specific infection control policies and procedures to ensy
they meet standard recommendations

Supervision of surveillance in accordance with CDC
Designing and implementation of Infection prevention and control initiatives in part
the relevant multidisciplinary team
Utilizes outcome measures 1o evaluate effectiveness of care through the review of data and

e s e 2
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e |dentifies ideas that will improve the quality of service and issues that negatively impact on
patient care and employee satisfaction,

e Supports key performance indicators for the service and holds self and others accountable for
actions and outcomes.

¢ Supervision of audit and focuses on the efficacy and effectiveness of infection prevention and

o Applics problem-solving techniques and ensures appropriate escalation of ssves o meet
patient/stafT needs and resolve conflicts.

*  Provides documented-evidence of own performance and maintenance of skills consistent with
pomition .

e Supervision for isolation precautions for patients with infectious diseases

o [Develops policies and protocols for dealing with infectious discases

¢  Audit done on developed Antiblogram and send to IC officer for correction & further action

taken for the non-compliance

Managing occupational exposure to infectious agents, including needle stick injuries

Supervises clinical waste management

Investigation and management of outbreaks

Provides professional leadership, advice, support and guidance to staff and is responsible for the

infection control practices in the entire organization.

o  Ensuring infection control educational pctivities that are congruent with the Hospital, mission,

o Assisting learners to identify both their leaming needs and plan effective leaming activitics
required 1o meet those needs while fostering a positive attitude about the benefits and
opportunitics of life-long learning.

¢ ldentifying changes that should be made in nursing practice using an cvidence-based approach

and Facititating the initiation of, adoption of, and adaptation to change.

Maintaining clinical competence in their arca of specialty.

To keep abreast with the latest concepts. trends and issues in nursing.

Integrating cthical principles in 1o all aspects of practice.

Conducting orientation program and other infection control training activities

Maintain records of infection control training activities.
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Evaluate the effectiveness of the stalf and their performance initially and annually
Monitors infection occurrences and advises on specific infections and precautions
Responsible for maintaning 150, NABH. standards by training nurses.

Rounds the entire organization and observe individual practices and incidental teaching as
needed. Anending deparimental meetings to identify the leamning needs and plan training
programme accordingly.

Adheres to internal controls and reporting structure. _
Participate in the hospital Quality Improvement Program: and monitor guality indicators.

* Conducts sudits on VAP, CAUTI, CLABSI preventive measures and statistical analysis.

Infection Control Link nurses

Infection Control Executive/ Link nurses are fulltime members of the hospital infection control team.
They report 1o the Infection control officer and Tnfection Control Supervisor but professionally

accountable 1o the appropriste Nurse Manager within the numing hierarchy.

o Identifying as prompily as possible potential hazards of infection in patients, stafl or equipment.
. Cmnpﬂmmd:nrmtuﬂmhm‘ﬂdmﬁumucmlﬂwumymm

mawnm%ﬂm.dmuhmﬂm

Amanging prompt isolation of infected patients (in co-operation with the Head Nurse and
mmwhmhﬂﬂwluﬂmmmwmﬂmpﬂky and
ensuring that there arc adequale facilities for isolating patients.  Introducing other isolation
measures and maintaining mecords of infection in medical, nursing, catering. as necessary 1o
prevent the spread of infections or organisms highly resistant to antibiotics.

Checking of housckeeping activities like usage of proper disinfectant and moping plan and
Collection and compiling of various hospital infection control surveillance report and
presentation 0 management and implementation of cormective action as when necessary
Immediate investigation of any outbreak and report to the management and take corrective and
preventive action as per the advice of HICC chairman /IC officer \

I iafson between laboratory and ward staff: informing heads of departments any criti
regarding infection control
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s Collsboration with occupational domestic and other grades of stall, ensuring clearance
specimens are taken before infected stafl retum 1o duty

e Prompt information by telephone 1o the Medical Officer for Environmental Health; this is
additional 10 the writien/email potification by the clinician in charge of the patient.

e Informing other hospitals, general practitioners and others concemed when infecied patients arc
discharged from hospital or transferred elsewhere, nmmwﬁmm
hospitals or from the community where thought appropriate
Tﬂmﬂmﬂwnrmﬂﬂmﬁﬂmm»mmm
Conferring with the Central Sterile Supply Manager about certain infections in hospital (e.g
Hiood bom infections) and confirm the sterility of supplies by random microbiological studies

s  Supervise the sterility checking of operation theatre and other sterile procedure arcas

o Make sure and supervise the availability of hand washing or alcohol based hand-cleansing
solutions in cach arca

. Wﬂmfwmﬂmmﬂﬂwﬁmm
devices.

o  Work as a clinical supervisor by ensuring all the established policies and protocol are practiced
Fg Hand washing procedures, use of hand rubs, isolation policies, care of vascular access and
urinary catheters, universal precautions, waste disposal, terminal cleaning and disinfections, and
follow up of needle stick injuries

¢ Compiling reports of microbiology of HAI sirains

e Post exposure prophylaxis - immediate investigation and action of all PEP as per protocol

. mewﬂmm Supervision of handling, transportation of
all infected linens

- mmmummmnmdmwmummofw
and yearly

o Conducts regular pre-induction training for appropriate categories of staff afler joining in the
institution

Robe of health eare workers in infection control:
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* Preventing the onset and spread of infection by mimimizing the numbers and kinds
organisms transmitted 1o potential infection sites. Good hand washing, disinfection, and
sterilization of supplies are the methods used 1o control the spread of microorganisms.

s Promoting measures for treatment of infection by sending of specimens and body fluids from
infected body sites for cultures and administering antibiotics accordingly.

o Conducts regular classes for all categories of stafll whenever required in Hiospital Infection
Prevention week yearly,

s [f surveillance shows any HAI the team analyzes and investigates the care and find the root cause
of infection and take action to prevent the further incidents.

of
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TERMS AND DEFINITIONS
Infection:

Infection is an invasion of the body by pathogens or microorganisms which are capable of producing
discase.

Chain of lafection: -
Development of an infection occurs in a cyclical process that depends on 6 clements:

Infectious agent or pathogens

Pathogenic organisms include bacteria, viruses, fungi, protozoa, and rickettsia. All organisms reguire
food and proper environment for growth. A dark, warm, moist habita as in the oral cavity, under a
wound dressing. or within a drainage tube is ideal. Pathogens on the skin are categonized as resident
(survive and multiply on the skin) and transient (usually picked on hands by routine activities)
pathogens. The potential for microorganisms or parasites 10 cause disease depend on the number of
organisms, virulence to produce discase, ability 1o enter and survive in the host and susceptibility of the
host.

Reservoir
It is the place where the microorganisms grow and multiply until they find an entry into another host e.g.
skin, body cavities, Mluids, discharges, animals, plants, insects, inanimate objects and food.

Portal of evit
The portal of exit is the pathway by which the microorganisms leave the host's body. The examples of
this are: skin and mucus membranes, respiratory tract, urinary tract, gastrointestinal tract, reproductive
tract and blood.

Mudes of transmission
_ Preparedby | Approved by Issued by
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These are the ways by which the microorganisms enter into the host. The common modes of
UrANSMIssIon are -

Contact -~ can be either direct or indirect contact.

Air - droplet contact by coughing, sneczing etc.

Vehicle - Contaminated items e.g. liquids, water, drugs, food, blood

Vectors - insects, mosguitoes, animals etc.

Portal of entry

The portal of entry is the pathway by which the organisms enter into a person’s body and may be the
same routes they use for exit

Susceptible host

Asusceplible host is an individual with lowered degree of resistance 10 Pathogens. The factors influence
the susceptibility is the: -

Presence of open wounds

Invasive procedures

Chronic underlying disease

Use of cortain drugs

Ape

Nutritional status

Mental state

(Ref: CDC/NHSN Surveillance Definitions for Specific Types of Infections -2014)

A health carc-associated infection (HAT) is a localized or systemic condition resulting from an adverse
reaction (o the presence of an infectious agent(s) or its toxin(s) that was not present on admission to the
acule care facility. .
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FACTORS INVOLVED IN HOSPITAL INFECTION:

®  The microorganisms

* The host

#»  The environment and the treatment

Risk factors for infection:

The patient with following conditions is at risk for infection:
o Inadequate primary defenses such as broken skin or mucosa, fraumatized tissue, decreased ciliary
action, obstructed urine outflow, aliered peristalses and the change in pH of body Muids.
o Inadequate secondary defenses such as reduced hemoglobin, suppression of lymphocytes (drug
or discase related), suppressed infllammatory response (drug or disease related) and low WBC
count (leucopenia)

ANTIBIOTIC POLICIES IN KMCT HOSPITALS PVT LTD

The hospital has a policy that envisages optimum use of the nght antibiotic for the patiemt with a view o
prevent over use of antibiotics, prevent development of resistant strains, decrease the SSI rates and bring
down the overall cost of treatment. Intravenous antibiotics are not given where a patient can take an oral
form of the same antibiotic.

Antibiotic Policy and recommendations for surgical sntimicrobial prophylaxis - ReferAntibiotic Policy
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STANDARD PRECAUTIONS

https.cde.gov/infection control/basics/standard-precautions

Standard precautions are a set of infection control practices used to prevent transmission of diseases
that can be scquired by contact with blood, body fluids, non-intact skin (including rashes), and mucous
membranes. These measures are to be used when providing care to all individuals, whether or not they
mppear infectious or symplomatic.

Standard Precautions should be used by health care personnel caring for all patients regardless of the
diagnasis and whether or not the paticnt is known to have a communicable infection. In other words,
Standard Precautions should be used for all patients at all times. It includes

Needle stick and sharp injury prevention
Cleaning and disinfection

Respiratory hygienc(cough etiquette)
Waste disposal

Safe injection practice

Hand Hygiene
Ref: WHO Guidelines on Hand Hygiene in Health Care-2009

Introduction
Pathogenic organisms from colonized and infected patients (and sometimes from the enviromment)
transiently contaminate the hands of health care workers during normal clinical activities and can then
be trunsferred 10 other patients. Hand transmission is one of the most important methods of spread of
infectious agents in health care facilities. Proper hand hygiene is an effective method for preventing the
transfer of migrobes between health care workers and patients. As per WHO guidelines, the Five
moments of Hand hygiene should be performed as -

Five (5) Maments in Hand Hygicne

_ Preparedby | Approvedby | lsswed by
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Your 5 Moments
for Hand Hygiene
. 4
Steps of Hand Hygiene
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¢ Jewelry must not be worn on wrists or fingers (with the exception of a wedding nng) and wrist
walches must be removed ' | -
ALY
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In high-risk settings such as operating theatres ALL jewelry including wedding rings must be

removed.

Chaoice

o Cuts and abrasions must be covered with a water-proof dressing.

Fingemails must be short, clean and froe from nail polish. False nails and extensions must not be
wom.

of Agent for Hand Decontamination

Using Alkcobel gel'rub

Hands must be free from dint and organic matter; if not, wash first,

Avoid using excessive amounts of alcohol gel/rub 1o minimize skin damage, apply one shot
{approx. § ml) of alcohol hand rub.

The hand rub must come into contact with all surfaces of the hands, so hands must be rubbed
together vigorously and systemically to include wrists, tips of fingers, backs of hands, palms,
thumbs and webs of fingers, for ten io fifteen seconds until the solution has evaporated.
Duration of procedure: 20-30 seconds. '

Using Liquid Seap and Water

o  Avoid using excessive amounts of liguid soap 1o minimize skin damage; one shot (approx. 9 ml)

is sufficient 1o cover all hand surfaces.

Use running waler.

The soap solution must come into contact with all surfaces of the hands, so hands must be rubbed
together vigorously and systemically to include wrists, tips of fingers, and backs of hands, palms,
thumibs and webs of fingers.

Thoroughly rinse hands 1o Mlush organisms away and 10 prevent skin damage.

*  Hands must be thoroughly dried with paper or single use towels. This removes further hacteria

and prevents cracking of skin.
Hot air hand dryers should be avoided since users do not generally dry hands adequatcly.

BRSPS %
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Before procedures involving the insertion of devices such as central lines, chest drain, cpidural or in
operating theatres; either wash with aqueous Chlorhexidine and dry tharoughly. Agqueous lodine
(Betadine) may be used as an aliernative agent, in theatres only. These preparations exert & residual
effect on skin flora that can be useful in situations where prolonged reduction in microbial flora on the

*  Tumn taps off with elbows or using paper towel; do not use hands.

* Do not touch bin lid when disposing of paper towels.
¢ Duration of procedure, including drying: 40-60 seconds.

Agueows Chlorhexidine (Available strength 2%)

skin is required. They are not normally necessary for everyday clinical practice.

Water Temperature

Apart from the issue of skin wlerance and level of comfort, water temperature does nol appear to be a

Note: Hand hygiene product (c.g. alcohol-based hand rib, if available) should be easily accessible and
as close as possible - within arm's reach of where paticnt care or treatment is taking place. Poini-of-care
products (Hand rub) should be accessible without having to Ileave the patient zone This can be at the
foot of the bod, on the bedside locker, or in other care sctiings the dispenser can be anached 1o the
internal wall of an ambulance.

® Remove rings, wrist-waich, and bracelets before beginning surgical hand preparation
®  Anificial nails are prohibited
@ Sinks should be designed 1o reduce the risk of splashes
® I hands are visibly soiled, wash hands with plain soap before surgical hand preparation
® Remove debris from undemeath fingemnails using a nail cleaner, preferably under running water
®  Brushes are not recommended for surgical hand preparation.
® Surgical hand antisepsis should be performed with 4% Chlorhexidine surgical hand scrub’
donning sterile gloves
Prepared by by Issued by Rev No.
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® Length of time recommended is 3-5 minutes. Long scrub times (e.g. 10 minutes) are not necessary
Institutional responsibilities

*  Make improved hand-hygiene an institutional priority and provide administrative and financial
support.

o Placing alcohol-based hand rub dispensers /Solutions near the point of care has been associated
with increased compliance by health care workers with recommended hand hygiene procedures.

#  To provide an altemative o alcobol-based hand-rubs for decontaminating hands,

* Provide Facility for hand washing (Sink & antimicrobial solutions) in all patient care areas.

Dhutcome Analysis

Monitor health care workers” adherence to hand-hygiene practices in high-risk arcas regularly with
hand hygiene ol (WHO's Smoments) and provide feedback regarding the workers' performance
{Designation Wise) every month.

Personnel protective equipment:

Gloves
For touching blood, body Muids, secretions, excretions, contaminated items; for touching mucous
membrancs and non-intact skin
Gown

ICN Infection Control | Quality manager
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During procedures and patient-care activities when contact of clothing/exposed skin with blood/body
Mubds, secretions, and excretions is anticipated.

Mask, eve protection (goggles), face shicld
During procedures and patient-cane activities likely o generate splashes or sprays of blood, body Nuids,
secretions, especially suctioning, endotracheal intubation
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Note: In some instances, healthcare
personnel are reguired 10 wear PPE in addition to that recommended for Standard Precautions. The three
Expanded Precaution categonies (formerly called Transmission-Based Precautions) where this applies
are Contact and Droplet Precautions and Airbome Infection Isolation

Ref: Guidance for the Selection and Use of Personal Protective Equipment (PPE) in Healthcare Settings
& Practical Guidelines for Infection Control in Health Care Facilitics-WHO-2004 W/
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Needle stick and sharp injury prevention
®  Handling noedles, scalpels, and other sharp instruments or devices
®  Cleaning used instruments
®  Disposing of used needles and other sharp instruments

Cleaning and disinfection

Client care areas, common waiting arcas, and other arcas where clients may have potentially
contaminated surfaces or objects that are frequently touched by staflf and clients (doorknobs, sinks,
toilets, other surfaces and items in close proximity 1o clients) should be cleaned routinely with EPA
registered disinfectants, following the manufacturer's instructions for amount, dilution, and contact time.

Iw;uﬁuunchuﬂma-ﬂuﬂhdnnﬂlqihhw unless visibly soiled with
blood or body Muids. They may be routinely cleancd withoa detergent only or a detergent/disinfectant
product.

Maost disinfectants are not effective in the presence of din and organic matter therefore, cleaning must
occur first before disinfection. Wet a cloth with the disinfoctant, wipe away dirt and organic material,
then with a clean cloth apply the disinfectant 1o the item and allow to air dry for the time specified by
the product manufacturer.

Some pathogens such as porovires and Clostridium difficile are not imactivated by commercial
disinfoctants routinely used in local public health settings. In sinuations where contamination with these
pathogens is suspected, a bleach solution (1:10) is recommended for disinfecting contaminated surfaces
and items.

Some patient care ftems may be damaged or destroyed by certain disinfectants, Consult with the
manufacturer of the items before applying disinfectants. \

L] ’t"ﬁ-\
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Respiratory hygicne and cough etiquette

Persons with respiratory symptoms should apply source control measures: i.e. Cover their nose and
mouth when coughing/sneczing with tissue or mask, dispose of used tissues and masks, and
hand hygiene after contact with respiratory secretions :

The strategy proposed has been termed Respiratory Hygiene/Cough Ftiquetie and is intended 10 be
incorporated into infection control practices as & new component of Standard Precautions. The siralegy
is targeted ot patients and accompanying family members and friends with undiagnosed transmissible
respiratory infections, and applies to any person with signs of iliness including cough, congestion,
rhinorrhea, of increased production of respiratory secretions when entering a healthcare facility.

The elements of Respiratory Hygiene/Cough Etiguenie include

Waste disposal

Education of healthcare facility siaff, paticnts, and visitors

Posted signs, in language(s) appropriate to the population sérved, with instructions to patients
and accompanying family members or friends
mmﬂmttpmHﬂﬁ-MMwﬁuhmwhnmﬁimmdm
disposal of used tissues, using surgical masks on the coughing person when tolerated an
appeopriate) -

Hand hygiene after contact with respinstory secretions

Spatial separation, ideally >3 fect, of persons with respiratory infections in common waiting
arcas when possible. Covering sneczes and coughs and placing masks on coughing patients are
proven means of source containovent that prevent infected persons from dispersing respiratory
secretions imo the air

Ensure safe waste management

Treat waste contaminated with blood, body fluids
Secretions and excretions as clinical waste, in accordance with local regulations

Human tissues and lasboratory waste that is directly associated with specimen processipg should
also be treated as clinical waste

e Discard single use items properly
Prepared by Approved by | Issued by
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Safe injection practice

The following recommendations apply to the use of needles, cannulas that replace needles, and,
where applicable intravenous delivery systems:

Use aseptic technique 1o avoid contamination of sterile injection equipment

s Do not administer medications from a syringe 1o multiple paticnts, even if the needle or cannula

on the syringe is changed. Needles. cannuls and syringes are sierile, single-use itlems; they
should not be reused for another patient or 10 access a medication or solution that might be used
Use Muid infusion and administration sets (i.¢., intravenous bags, tubing and connectors) for one
paticnl only and dispose appropristely afler use. Consider a syringe or needle/cannula
contaminated once it has been used 10 enter o comnect 10 a patient’s intravenous infusion bag or
administration st

Use single-dose vials for parenteral medications whenever possible

Do not administer medications from single-dose vials or ampoules 1o multiple patients or
combine leflover contents for later use '

If multi dose vials must be used, both the needle or cannula and syringe used to access the multi
dose vial must be stenile

Do not keep multi dose vials in the immediate patient treatment area and store in accordance
with the manufacturer’s recommendations; discard if sterility is compromised or guestionable
Do not use bags or bottles of intravenous solution as & common source of supply for multiple
patients .

For lumbar punctune; Wear a surgical mask when placing a catheter or injecting material into the
spinal canal o subdural space

Transmission-Based Precautions
(Ref: CDC Guidelines for Isolation precaution 2007)

There are three categories of Transmission-Based Precautions: contact, droplet and Airbome. |

W/
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Contact Precautions: Contact Precautions are intended to prevent transmission of infectious agents,
MMmemmmﬁmwwdhutwm’mm
with the patient or the patient’s environment Contact Precautions also apply where the presence of
excessive wound drainage, Mwmwwmmmwymnm

for extensive environmental contamination and risk of transmission. A room is
preferred for patients who require Contact Precautions. When a single-patient room is not available,
consultation with infection control personnel is recommended to assess the various risks associated with
other patient placement options (eg.. cohorting, keeping the patient with an existing roommate). In
multi-patient rooms, >3 feet spatial separation between beds is advised 10 reduce the opportunities for
inadvertent sharing of items between the infectod/colonized patient and other patients. Healthcare
personnel caring for patients on Contact Precautions wear a gown and gloves for all interactions. that
may involve contact with the patient or potentially contaminated areas in the patient’s environment.
Donning PPE upon room entry and discarding before exiting the patient room is done 1o contain
pathogens, especially those that have been implicated in tranamission through environmental
contamination. )

Examples of Contact Precautions - Cdifficile infeciion. MRSA. congenital rubella, cutancous
diphtheria, poliomyelitis, open sores. Carbapencm or Palymyxin resistant Gram Negative bacterial
r

Droplet Precautions

Droplet Precautions are intended 1o prevent transmission of pathogens spread through close respiratory
or mucous membrane contact with respiratory ‘secretions .Because these pathogens do not remain
infectious over long distances in o healthcare facility, special air handling and ventilation are not
mqlﬁmdhmvmdmplnw A single patient room is preferred for patients who require
Mﬁmm.w“hmnﬂﬂmhhnnﬂhmmﬂ
personnel is recommended o assess the various risks associated with other patient placement options
(e.g.. cohorting, keeping the patient with an existing roommate). Spatial separation of > 3 feet and
drawing the curtain between patient beds is especially important for patients in multi-bed rooms with
nfections transmifted by the droplet route. Healthcare personnel wear o mask (a respirator is nol
necessary ) for close comtact with infectious patient; the mask is generally donned upon room entry,
Patignts on Droplet Precautions who must be transported outside of the room should wear a mask if
tolernted and follow Respiratory Hy giene/Cough Etiquette.

Eu*ulmrrmuﬂm - Pharyngeal diphtheria, Meningococcal disease: sepsis, pocumonia,

meningitis, Mumps, Pertussis, Rubella ewc. M/
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Airborme Precautions prevent transmission of infectious agents that remain infectious over long
distances when suspended in the air. The preferred placement for patients who require Airbome
Precautions is in an airborne infection isolation room (AIIR). An AlIR is a single-patient room that is
equipped with special air handling and ventilation capacity (i.¢., monitored ncgative pressure relative to
the surrounding area, 12 air exchanges per hour for new construction and renovation and 6 air exchanges
per hour for existing facilities, air exhausted directly 1o the outside or recirculste through HEPA
filtration before retum. In settings where Airborme Precautions canoot be implemented due to limited
engineering resources, ensure masking the patient, placing the patient in a private room (e.g., office
examination room) with the door closed, and providing N95 or higher level respirators with vaccine-

preventable airbome discascs.

Examples of Air borne Precautions

Measles, chickenpos. smallpox. M. tuberculosis, HINT pneumonia NIPAH

In our hospital there is no specific arca as isolation ward except one airbome isolation room. When a
patient come with any infectious discase/ immuno compromised state, the concemmedexzZ ward stafl will
inform the ICN, and she will arrange the moom or if the patient is critically ill admitting the patient n
MICU isolation room with exhausted fn ficility. If the patient needs airborne isolation (not required
ICU care) he/she will be admitted in sirhorne isolation room. If more than one patient needs airborme
isolation, admit the patients in a private room. If the patient can't afford the room charge, room will be

allotted to the patient in ward rent.

The following peints are common for all the types of isolation.

e  Follow five moments of Hand Hygiene.
o  Stick BIO-HAZARD symbol on the contaminated anticles of serology positive cases before

sending lo CSSD and on the investigation request, [P file.

e Stick Omnge symbol on the contaminated articles of all communicable disease cases before

sending 10 CSSD and on the investigation request, IP file
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PROCEDURE PROTOCOL
Personal hygiene
Mouth Wash
Hand Hygicne.

Wear clean gloves (Highly recommended ).

Use the following solutions

Skin care

& Hand hygienc
® Wear clean gloves (Highly recommended)

Use sterile mouth care set - single use (encourage 10 use brush & paste).

Chlorhexidine mouth wash solution should not be diluted or as per the physician’s order.
Send Mouth care set 1o the CSSD afler each use.

o Chiorhexidine (2%) Single use Disposable wipes can be used for bathing

Hair Wash
Handhygiene
Wear clean gloves (Highly recommended )

Wash hair with shampoo & water

Lise polvthene sheet / Mackintosh 10 protect the bed linen

_ Prepared by
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Nail care
Hand Hygiene
Cut the nails evenly, do not peel the nails
Keep the cuticles intact

Wash the nail cutter with soap and wister after use
Wipe with Chlorhexidine and replace

Wound Care

Hand Hygiene
Protect the bed linen with a absorbable pad / plastic sheet

Wear clean gloves o remove the contaminated dressing and sterile gloves Tor the procedure.
Use sterile dressing set

Do not expose the wound for a longer time

Do not spill the secretions’ drainage

Discard soiled dressing in the yellow bins

Send the used dressing set 10 the CSSD

Discard the gloves tumed inside out in Red Plastic Bag

Wash your hands

Injection (UM & S/C)

Hand hygiene
Wear clean gloves for infected cases, patients who have bleeding tendencies and  if you have
cuts of wounds on your hands

®  Use disposable syringes & needles

. wﬂuﬂlﬂudﬂmhnufnﬂi:ﬂhn
If the Infection is in powder form- patient's name, bed no, date, time and dilution strength is to
be written on the vial and on the cover before it 1s kept in fridge

. Dpumdmumm vial specially Antibictics thﬁmﬁﬁpﬂﬂw
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o If multi dose vials are used it should be labeled with the date of opening ,with time and this
vails can be use for 30 days

Costly medicine in multi dose vial can be kept as per manufacturer's instruction.

Clean the site with Chlorhexidine and allow it to dry :

Do not re-cap the needles

[Hscard syringe in red bag & ncedle in the puncture proof container.

Use hands rub in between patients (if the procedure is to be continued ﬁruﬂ#;ﬂhﬂl

Loaded syringes and their re-use: -

* Do not re-use the syringes & noedles,
o Always one needle one syringe at one time

Vascular Access

Peripheral lines

Hand Hygiene

Wear sterile gloves (Highly Recommended)

Lise disposable syringe, needie and cannuls

Th:pu:nf:mhﬂuﬂhwmﬂnvm

Use small mackintosh under the cannulation site to prevent soiling of sheets by blood

Trim the hair if necessary.

[Do transparent dressing (indicate date and time of the dressing)

Record the date and time  and site of cannulation in the nurse’s record

Change dressing SOS

Change cannula gvery 72 hrs and 505

Regular monitoring of the IV site and document the Visual Infusion Phicbitis score in each

shift

. 'Flﬂﬂumhwithmmhﬂmzaﬂhﬁwuﬂ!mllﬂuudunjnnimndl'hnhtlu
cannula every § hours if it is not in use.

® & & @& @ ® & & 8 8 @
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o  Hand hygiene

o Maintain maximal barrier precautions ( Cap Mask Aprons, Gloves & adequate drape ) while

on insertion

e Clean the site with 2% Chlorhexidine
Avﬂmﬂhhﬂwﬁfmmﬂmmhdﬂm

. Uu-cvcmﬂwmhmmurmumm-hmmﬂm
paticnt :
Mmuyimmmmuhmwm
Use either sterile gauze or sterile, transparent, semipermenble dressing 1o cover the catheter site
If the patient is diaphoretic of if the site is bleeding or pozing. use gauze dressing until this is
resolved

. mmmmifmm;wmmﬂmmmyﬂu

e Do not use topical antibiotic ointment or creams on insertion sites, except for dialysis catheters,
because of their potential 1o promote fungal infections and antimicrobial resistance

. Rmmﬁnﬁn#wdmm“ﬂcm:wylhphmmn
Rephu:ﬁwiupnndmmﬂfﬁmuhﬂmhh}:fwwm
mhmm;uminﬂhhhﬂﬁhwm:m“yuﬂh
benefit of changing the dressing,

e Use a chlorhexidine-impregnated sponge dressing for temporary short-term catheters in patients
MmiwﬂﬁifhmaﬂﬂhmmmmHHmhk
mm_hmwhﬂmqun{mﬂmhﬁn

e Monitoe the catheler sites visually when changing the dressing or by palpation through an intact
dressing on a regular basis
Follow aseptic technique while on insertion.
The lamen of the catheter should be appropriate for the infusion therapy
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Record the date and time of dressing over the site

Use sterile green towel for covering the extension/pons of central line and change the central
line towel every 24 hours of SO5

Provide central line care daily

Use sterile gloves for central line care

Clean the ports with Chlorhexidine before giving injection /infusions

Daily monitor the site and record it, if any signs of infection inform infection control nurses
and consultant

Daily review the necessity of line

Remove /change ﬂwlmmmﬂlﬂyhﬂlﬂwﬂmﬂﬂmwmm-nyuwm in
biood cultare from central line

When adherence to ascptic techmique cannot be ensamed (1.¢ catheters inserted during a medical
emergency). replace the catheter as soon as possible, i.c, within 48 hours

Arterial lines

Hand Hygiene

in adults, use of the radial, brachial or dorsalis pedis sites is preferred over the femoral axillary
sites of insertion to reduce the risk of infection
hﬂmmm#ﬂﬂnhﬂmmma#h-ﬂmm
nﬂmp&nﬂmﬁmwumly sites of insertion

A minimum of a cap, mask, sterile gloves and a small sterile fenestrated drape should be used
during peripheral arterial catheter insertion

Replace ancrial catheters only when there is a clinical indication
mmMmMMmmmm

Follow aseptic technigue while on insertion & assisting for anerial lines.

Keep all components of the pressure monitoring system (including calibration devices and flush

solution) sterile :
Check the patency of line in cach shift and SOS
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= Minimize the number of manipulations of and entries into the pressure monitoring system. Use a
closed Mush system (ie, continuous flush), rather than an open system (ie, one that requires a
syringe and stopcock ), 1o maintain the patency of the pressure monitoring catheters

= When the pressure monitoning system is accessed through a diaphragm, rather than a stopoock,
mhwmuwmmmmw

» Keep the pressure bag with required pressure

«  Flush the line after each blood sampling, if sampling is done

« Do not administer dextrose-containing solutions or parcateral nutrition Muids through the
pressure monitoring circuit

* Recond site, dote and time of insertion in the reconds

Dialysis Catheters

Hand hygiene

Muaintain maximal barmicr precautions (fq:.mui:.mlh\'n & sdequaic drapes)
Clean the site with 2% Chlorhexidine

Fix the catheter with soft dressing materials

Maintain procedure record

Change dressing every 72 hra/after each dialysis

Use sterile gloves for dialysis catheter care

Clean the ports with Chlorhexiding before starting dialysis

Daily monitor the site and observe for any signs of infection inform infection control nurses and
consulant '

Intrasenous infusion

Maintain strict hand hygiene practices

Wedr clean gloves

Use sterile solution (check for any precipitate / expiry date)

Follow strict aseptic technique while preparing the infusion and adding additives 1o it (glean the

IV bottie at the insertion site with swab before insertion)
®  Use IV sets with air-vents, put date and time on the chamber and 1V bottle W
r_.!meﬂih Appreved by fsswed by
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o  Avoid keeping the airway needle on the bottle

e Avoid contamination of the stopcock by placing it in a tray or keep attached 1o the needle during
an intravenous injection

e Change the IV sets for:

i. TPN and 25% or 50% dextrose: afier 24 hrs

ii. Blood and body Nuids /fat emulsions: 24 Hr

iii. Blood transfusion discards after each use

iv. Propofol infusions every 6 or 12 hours, when the vial is changed, per the
manufacturer’s recommendation

Discard any opened 1V, fluid, which remains unused within 24 hrs
Discard needle in the puncture proof container afier bumning the tip & IV boftles in red bin, and
glass vial ampoules in blue bins ' _

. Inhﬁh!ﬂkin:inhﬁhnﬁlﬂdiliﬂlwm'*!fhﬁdimiinimddh:ﬂdhbmhin

red bin
Suctioning
Tracheal Suctioning (Fadotracheal or tracheostomy ) and trachcostomy care
Hand Hygicne
Use stenile gloves
Use appropriate PPE

Gently introduce the suction catheter into tracheostomy tube

Apply suction & gentle rotate the catheter while withdrawing

Each suction should not be longer than 5-10 seconds

Do not re insert the catheter

Discard the catheter along with the gloves in red bin

Use normal saline solution 1o clean the stoma. Clean the inner cannula with normal

saline M/

| Prepared by Approvedby |
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*  No gause should be placed under the trachcostomy tube unless recommended by the
treating physician

e Change the trachcogomy tic whenever soiled (There is a potential risk for
tracheostomy tube dislodgment when attending 1o tie changes, therefore a minimum
of two people who are competent in tracheostomy care are required to undertake
tracheostomy tie changes)

= (Observe the site for any signs and symploms of infection

®  Check the tension of the ties. Allow one finger to fit sougly between the skin and the
lies

*  Use tracheostormy HME filter (Swedish nose) for humidification

Oral Suctioning

» Hand hygiene

Wear clean gloves (Highly recommended)

Use stenle disposable catheter Y ankaur sct

Do suction ensuring good vision of the ol cavity

Discard the catheter afier cach use

Discard the secretion in a designated arca , clean and disinfest the suction bottle

- & & =& @

Indwelling catheterization / catheter care

Catheterization

Hand Hygiene

Catheterize only if there is a written order

Use appropriate size of catheter to minimize trauma

Trim the hair if necessary

Clean the site with povidone iodine and follow strict aseptic technigues for catheteni
Aspirate for the specimen through the sampling pont or from the rubber io
catheter afler cleaning with Chlorhexidine

Prepared by Approvedby | =~ lswedby =~ | RevNe.
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Emptying rimary bag

Catheter care

o Replace the foreskin after catheter care in male patient
* Look for any skin changes in the perincal3arca, and document the same

Pre-operative skin preparation

Use a sterile field 1o place the catheter & the wbing in order 1o prevent the contamination
of the catheter

Catheter continvously connected 1o the drainage bag

Maintain closed drainage system

Empty the collecting bag less than % full

Indication for insertion 10 be reviewed every day

Wear clean gloves and mask

Do not 1ouch spigot with the receptache (pint measure).
Rinse & disinfect the receptacie. (pint measure)
Fmpty the urinary hag of single paticnt af a single time
Wash your hands.

Keep the catheter taped to the inner thigh both male and female.

Giive catheter care in every shifl In critical areas  and twice in a day in other arcas with
Normal Saline

Do not clamp the catheter (unless ordered) and prevent kinking of the catheter.

Wash your hands

Wear clean gloves (Highly recommended)

Advice presoperative bath with Chlorhexidine body wash prior 1o the Surgery both 1P and
day care surgeries (minimum 100 ml must be used for bath)

Use single use surgical clipper for cach patient for skin preparation

Remove the blade pari of the clipper & discard sccording to the Wadic t
o 89
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*  Provide clean dress and cap 1o the patient before sending 10 OT
s Transfer to O7T on a clean trolley
sieam lnhalalon

e Electric inhaler 10 be cleaned with soap and water afier use

Oxygen administration

Hand Hygiene

Use fresh clean & disposable mask/ cannula for cach paticni.
Clean the nostrils.

Discard the oxygen mask into red bin

Nebulization

s Hand Hygiene
¢ Clean the nebulization set after cach use
o  After discharge discard into red bag

Encma | Bowel wash

Hand Hygiene

Wear clean gloves

Lise ready 10 use encma

Use plastic/ under pad sheet 1o protect the bed linen
Avoid soiling of the floor with excreta and i it occurs disinfect with disinfectantsolution
Clean and disinfect the bed pan (as per equipment protocol)
Send soiled linen in vellow plastic bag and send to the laundry

'
Wash your hands M P
Prepared by Approvedby | =~ bseedby = |
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(Ohygen administration

e Hand Hygicne

o  Use fresh clean & disposable mask/ cannula for each patient.

o Clean the nostnls.

*  Discard the oxygen mask into red bin
Nebulization

e Hand Hygiene

e Clean the nebulization set after cach use

o Afier discharge discard into red bag

Encma / Bowel wash

Hand Hygiene

Wear clean gloves

Use ready o use enema

Use plastic/ under pad sheet to protect the bed linen

Avoid soiling of the floor with excrcta and if it occurs dismfect with disinfectantsolution
Clean and disinfect the bad pan (as per equipment protocol)

Send soiled linen in yellow plastic hag and send 1o the laundry

Wash your hands '

Tube Feeding

*  Hand Hygiene
Keep the feeds in clean containers

gastric contents

Place the patient in a propped up position. \
Wash the Kangaroo bag with warm water daily M/
Flush the tubes afler cach feed & keep it always closed

Change the tube when clinically indicated

Confirm the correct position of the tube before cach feed by auscultation or aspiration of the

Kay
5
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Blood Sugar Test
Hand Hygiene

Clean the site with alcohol based solution.

Use self-retractable lancet needle
Dispose the needle in the puncture prool container.
Dispose the strip into yellow bin.

Wash vour hands
L}
N
.
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CLEANING DISINFECTION AND STERILIZATION ACTIVITIES

Dressimg Trolley:

Clean the trolley daily with soap and water

Medication tray should be ready every time on the trolley

Keep the solutions in their original bottles. Avoid refilling of smaller bottles.
Keep dressing materials [ointments, solution’s e |

Place date and time at the time of opening

Thermomelers:

Digital thermometershould be cleancd with Chlorhexiding in between the patient use
Clean the skin probes with Chlochexidine

Wash the rectal probes with soap and water, and disinfect in prescribed disinfectant.
Thermo flash should be clean daily

Respiratory equipment

Suction Apparatus

Empty the bottles in every day /woek or SOS

Scrub with soap and water 1o remove the visible din.

Disinfect with prescribed disinfectant for 45 minutes \
Flush the suction tubing with 1% hypochlorite solution for infected case
Use suction catheter for single use

Clean the external surfaces with soap and water ./ =\

Airways (Oral/Nasal) . J=)
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s  Use disposable airways for cach patient.

E.T. tubes and Tracheostomy tubes:

Use disposable E_T. and Tracheostomy tubes
Refier to the procedure protocols for the care of E.T. tubes and tracheotomy tubes

Laryngoscope:

Detach the blades, wash with soap and water after removing the bulb.
Rinse with tap water and dry '
Disinfoct the blade with Cydex for 20 mins

Clean the bulb and handle with Chlorhexiding

Keep the laryngoscope blade in Zip lock cover

Ambu bag and mask: -

Assemble the parts and send 1o CSSD for ETO

If it is used for infected cases, disinfect the ambu bag with prescribed disinfectant  solution
(Cydex) for 20 minutes

Sterilize by autoclaving

Lise fresh mask / nasal cannula for each patient’s use

Ventilators:
&

Change the bacterial filter (HME) and the catheter mounts every 72 hours or SOS |
Ausch machine filter to the inspimtory and expiratory port of the ventilator

Use HME filter (at the tip of Breathing circuit -patient connection side ) \J}a‘/
Surface cleaning of the ventilator with Fumi Spray

Inspiratory filier and expiratory filter 10 be discanded (single use)

Prepared by | Approvedby | lsswed by RevNo. | lssueNo.
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Patient files: Clean the Patient file with soap and water once in a week
Refrigerator: Defrost and clean the refrigerator every week
BP apparatus: Clean the bladder and tube with Chlorhexidine daily. Wash BP cuf with soap and
water weekly and after use of infected patients
o Ulse separate BP apparatus for infected patients, and clean n disinfect afier the patients gets
discharged
Hamper bag: the hamper bag to cleaned once in a week
Artificial flowers o be cleaned weekly
Clean the trolley and wheel chair with Soap solution every week and SOS.
Cover the trolley mattress with waterproof cover.
Change the linen daily and SOS
X-ray cassette: Casseties should be cleaned with alcohol-based solution before taking radiograph
of each paticnt

Monitors, Syringe pumps. Infusion pumps: -
*  Clean with prescribed disinfectant (Fumi spray) daily and after cach patient use
e Swethoscope, E.C.G. & Transducer cables: - Clean with Fumi spray daily and after cach patient
use

Sputum Muogs:

. Fill the mug with S to 10 ml prescribed disinfectant (Aseptic solution) before
patient.

« Fill the mug with 1% hypochlorite for infectious (HIV, Pulmonary TH cases

« Serub with soap and water and disinfect with prescribed disinfectant solution
for normal cases, sodium hypochlorite for infected cases) in each shift and SOS

Dtoscope and Ophihalmoscope
__ Prepared by Approved by _Isswed by RevNe. | lBwsweNe.
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e Clean and disinfiect with prescribed disinfectant solution (Fumi spray) after cach use

-

Utensils (Urinals, Bed pans and commodes & Kidney trays)

e Urinals are single use , dispose afier the patients get discharged

Operation Theatres cleaning

Mobile ICU cleaning

Proctoscope:-Send to the CSSD for sterilization afler use

Scrub with soap and water

Disinfect with prescribed disinfectants after each use (Dip the articles for 45 minutes in 1o | %
ACEPTIK solution and solution should be changed every 7 days and after use of infected
paticnts )

Label the prescribed disinfectant with date and time and expiry date while on preparation

The wehicle should be cleaned every day moming at 800 am and afier cach call by
Housckeeping stafl

Platform should be cleaned by using Bisguanide Ilache solution and equipment like monitor,
ventilator, defibrillator, suction apparatus, Syringe pump ctc. using Fumi spray by ambulance
assistants

Combicot, spinal board, scoop tlley, cupboards, rool and door cleaned by Bisguanide Flache
by Housekeeping stafl

The supervisor of Housckeeping department should supervise the cleaning and sign the cleaning
book and get the signature from the duty stall nurse.

Curtain to be changed in every week |
Mattress should be cleancd daily and changed afier cach call

All the surfaces of walls and equipment’s are cleancd with proper percentage
solution | hour prior to the commencement of surgery for the day
Weekly cleaning of the theatres are performed on Sunday
Equipment and furniture are removed out from the OR

Walls are washed and cleaned with proper percentage of disinfectant solution{ Biguanide Flache)

__ Prepared by | Approved by lssued by Rev No. Ixsue No.
ICN Infection Control Quality manager L] [101]]
Doctor

Page 48 of 130




KmCT DICAHL Doc. No. KMCT/MANHIC
S Douﬁ::ﬁlﬂrll e =
SRERSS ndo_ | ow
‘,ﬁ.r HOSPITAL INFECTION | 0000 ate pe—
CONTROL MANUAL |, s it 0

* Floor cleaning is done with scrub and vacuum cleaming machine by housckeeping under the
supervision of on duty senior stafl nurse

Hand washing sinks are cleancd with detergent solution under running tap water

AHU units are dry vacuumed and filters are cleaned and changed as required

corridors, are cleaned by vacuum cleaning machines and scrubber

Floors of scrub room, lounges are clean and manually scrubbed

Periodical Cleaning
* Cleaning is done with the help of Housckeeping and engincering department
o Ceiling and the ducts above the ceiling are spraved with proper percentage of disinfectant

Cleaning In Between Cases

o Used linen is collected in the bag as per hospital policy, and sent 1o laundry

o Garbage is collected in the bag as per hospital policy, and sent 1o the garbage hub at the end of
each shift, till then it is stored at the dinty utility

* Sharps are discarded in the sharp containers kept in cach OR

o Attachments 1o the equipment are removed and replaced

o Used equipment ie. drug trolley, anesthesia machine, diathermy machine, operation table is
wiped with wet mop, dipped in proper percentage of disinfectant solution

»  Wall surfaces are mopped 10 remove bloodstains

e If there is blood spillage use Bispuanide Flache

Terminal Cleaning W

®  Other equipment c.g. video monitor, TV, laser, etc., is mopped with wet mop and replaced.
*  Wall surfaces are cleaned with proper percentage of disinfectant

& Floor mopping inclusive of sub rooms and lounges are washed first and thegee
" solution of proper percentage of disinfectant s
o Footwear is washeddaily with detergent solution under running tap water and

s Bathrooms and 1oilets are cleaned in cach shifl (thrice in a day) and as requ L
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High level Disinfection (Disinfections Carried out in Cidex/Bisguanide Flache)

Sino | liems Disinfectant used Number of Use
| Endoscopes and accessories Cydex Till physical damage
2 Dental equipments -X ray holder. Cydex Till physical damage
RV G holder
Wire cutters
Reemer
3 Ear suction tip, ring probe, Intra Cydex Till physical damage
minvor '
4 TEE probes Cydex, 7 Till physical damage
5 Bipolar cautery codes tip Cydex&ETO, Plasma | Till physical damage
_| sterilization
6 Dialyzers F6 and F§ Biguanide Flache 6
7 Blood tubings Biguanide Flache 10
Classification of Equipment’s | Deseription
Critical ' That enter sierile tissue or the
vascular system or through
which a sterile body fluid flows
Semi- Critical That wuches cither mucous
membranes or non-intact skin
Non- Critical That 1ouch intact skin
Prepared by Approved by Issued by
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Protocol for Endoscope Cleaning and Disinfection:

o Immediately after use, meticulously clean the endoscope with an enzymatic eleaner that is
compatible with the endoscope.

e Disconnect and disassemble endoscopic components (e.g.. suction valves) as completely as
possible and completely immense all components in the enzymatic cleaner. Steam sterilizes
these components if they are heat stable.

e  Flush and brush all channels 10 remove all organic (e.g.. blood, tissue) and other residue.
Clean the external surfaces and accessories of the devices by using asoft cloth or sponge or
brushes. Continue brushing until no debris appears on the brush.

*  Use cleaning brushes appropriate for the size of the endoscope channel or port (e.g., bristhes
should contact surfaces). Cleaning items (e.g . brushes, cloth) should be disposable or, if they
are not disposable. they should be thoroughly cleaned and cither high-level disinfected .

s  Discard enzymatic cleaners (or detergents) after cach use because they are nol microbicidal
and therefore, will not retard microbial growth,

¢ Process cntical and semi critical endoscopes using a disinfection procedure before cach use.
Immerse critical endoscope (Laparoscope, Arthroscope, Bronchoscope efc.). in 2%
Gluteraldehyde (Cidex) for 20 minutes

o Semi critical endoscopes. (pastrointestinal scope Colonoscope ofc) immerse in 2%
Gluteraldehyde (Cidex) for 20 minutes . Flush the ghuleraldehyde  solution through the
channels. %

o  The efficacy of the disinfecting solution to check using chemical test strips. The frequency of
testing should be based on how frequently the solutions are used (e.g., used daily, wst daily;
used 30 times per day, test cach 10th use). Check the expiry of chemical test strip before use.

o Discand the solution if the chemical indicator shows the concentration is less than the
minimum effective concentration.

* Dip & Rinse in RO water to ensure complete removal of disinfectant. Each channel 1o be
rinsed at least with 250ml of RO water (for gastrointestinal scope &Colono '
before use.

e [hrying: rinse the insertion tube and inner channels with alcohol, and dry with forg
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disinfection and before storage.

* Store the endoscope in a way that prevents recontamination and promotes drying (e.g.. hung

vertically).

o Ensure cleaning and removal of all forcign matter before high-level disinfection or
serilization of biopsy forceps. (CDC disinfection &Sterilization Guidelines -Page No: 15)

Doecumentation requircment:

l.e. Time immered and Time of removal.
o Register of results of chemical test strip.

Hygienic practices: -

* Practice good personal hygiene.
Wear clean uniform.
Do not weas rings. bangles, and bracelets while on duty.

Avoid finger nail polish, artificial nails or long nails.

Use non-oil base lotions, if used, 10 protect the skin.
Use masks if suffering from URTL

Kocp the nails short 1o facilitate cleaning and prevent glove damage.

*  Maintain Log of Endoscopes immersed in Disinfectant solution (Glhutaraldehyde or OPA).

. Htprnnmdaﬂumﬂmﬂh:wlﬂlﬂinnmim.ﬁlmhﬁumd :
®  Culture and sensitive swabsthe done for all scopes on monthly hasis

EMPLOYEE RELATED PROTOCOL

Keep skin and nails clean and in good condition, with cuticles uncut and cut shon the nals.

Undergo periodic health checkup (direct care providersjand immunization for lllcéi

|
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Employee Health Programme

Occupationally acquired infections are greatest among health care workers. This is because of their
potential for coming into contact with pathogens or infected specimen.

The most effective method of preventing occupationally acquired infections u#ﬁnﬁ:mﬁq
practices.

s All new employee MHMMMMEWM
. Mhmmhlﬂmﬂmruummulhddldmdq:hﬂlﬂlﬁmwhﬂmwhdh

direct patient care

*  Records on pre-employment & annual health checkup maintain in HR depanment

e All employees should be educated 10 report any significant infectious illnesses 1o their immediate
SUPCTVISOr .

® Al the time of joining all the employees should recerve Hepatitis B vaccine, if not received
carlier and confirm their immune status with titer value

*  Annual health checkup for direct bealth care providers

OCCUPATIONAL HAZARDS & ITS PREVENTION

A key component of a health and safety program is 1o identify and asscss hazards and determine
appropeiate controls. A syStematic approach to hazard assessment includes the following steps:

o List all work-related tasks and activities.

o Identify potential biological, chemical, physical and psychological harards associated with cach
sk,

. mhnﬁﬂfthhwdbrmmm?ﬂwnnfmm
probability thﬁllm-ﬂﬂuﬁwrhuﬂudﬂu&y
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Idemtify the controls that will eliminate or reduce the risk. The hierarchy of controls should be
followed. This means that engineering controls are the most effective, followed by administrative
controls (such as training and rules), and followed by personal protective equipment (PPE).

Implement the controls for each harard.
Communicate the hazard assessments and required controls to all workers who perform the tasks.
Evaluate the controls periodically 10 ensure they are effective.

organizing source paticnt testing,
contacting HIC,

Completion of accident/incident form.
Clinician responsible for source patient:

_ sowrce pabicnl consent and Lesting

Ciiving results of tesl 1o sowrce pationt.

Hospital Infection Control:

management of Health Care Worker including detailed risk assessment .

Provision of PEP where indicated and Follow up \&}y/

._!E!!m?!!._, Appreved by loswedby
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Definition of a significant exposure (o blood or body Nuids
The phrase “blood exposure incident™ is used throughout this protocol 1o refer 1o an incident in which
there is:
¢  Percutancous exposure (needle stich or other comaminated sharp object causing injury, a bite
cawng visible bleeding or other visible skin punciurc)

*  Mucocutancous exposure (splashed into the cye, mouth)
o  Contact of broken skin (c.g. cuts, abrasions, ecoema)

With cither

o Blood or miterial visibly contaminated with blood \&9‘?’{/
Or //

ocoupational exposure ocours:-
o Amniotic Nud
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e Cerchrospinal fluid
e Human breast milk
s Semen
*  Vaginal scoretions
o Pericardial Muid
o Pleural Muid
*  Perioncal Nuid

Saliva m association with dentistry {even if not visibly blood stained)
Synovial fluid

Unfixed buman tissues and organs

Exudative or other tissue Muid from bums or skin lesions

These are significant exposures with & potential for occupational transmission of blood bome virus
infection. Other exposures ¢.g. blood splashes onio mitact shin do not pose a risk of transmission.

Summary of Guidelines for PEP:

B

LAl

First Aid

Counscling

Risk Asscssment

Laboratory investigations after informed consent from source and exposed persons (Serology
assays for HIV, HBsAg and HCV)

PEP if requived
Follow up

Prepared by Approsed by
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Steps for managing occupational exposure
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FIG: Occupational Exposure Management Flow Chan (Source: NACO ﬁ%;
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1. First aid measures
Wounds and skin sites that have been in contact with blood or body fluids should be washed with soap

wmmmmuumwm water. No evidence exists that using antiseplics
for wound care or expressing {luid by squeezing the wound further reduces the risk of blood
pﬂmmmm:m.m“ﬂmmhmmmw
agents (¢.g.. bleach) or the injection of antiseptics or disinfectants into the wound is
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All sharp injury (break of skin with any sharp instrument such as hypodermic needle previously used on
a patient) and mucosal exposure (blood or body fluids coming into contact with eyes, mouth etc. ) should
be reported to the infection Control Nurse immediately and raise an incident report through online.

2. Counseling

HCP exposed to HBV- or HCV-infected blood do not need 1o take any special precautions 1o prevent
sccondary transmission during the follow-up period; however, they should refrain from donating blood,
plasma, organs, tissue, or semen, The exposed person does not need 1o modify sexual practices or refrain
from becoming pregnant. If an exposed woman is breast feeding. she does not need 1o discontinue.

No modifications to an exposed person’s patient-care responsibilities are necessary 10 prevent
transmission (o paticnts based solely on exposure 10 HBY- or HCV-positive blood. No recommendations
exist reganding restricting the professional activities of HCP with HCV infection _As recommended for
all HCP, those who are chronically infected with HBY or HCV should follow all recommended
infection-control practices. including standard precautions and appropriate use of hand washing,
protective barmiers, and care in the use and disposal of needles and other sharp instruments

1. Risk Assessment -

Evaluation of the Exposure M

The exposure should be evaluated for the potential to transmit HRV, HCV, and HIV based on the type
of body substance involved and the route and severity of the exposure. Blood, fuid containing visible
blood, or other potentially infectious fluid (including semen; vaginal secretions; and cerehrospinal,
synovial, pleural. peritoneal, pericardial, and amniotic Muids) or tissue can be infectious for blood borne
viruses. Exposures to these fluids or tissue through a percutancous injury (i.e., needle stick or other
penctrating sharps-related cvent) or through contact with a mucous membrane are situations that pose a
risk for blood bome virus transmission and require further evaluation. For HCV and HIV, npunrtlnl
bload-filled hollow needie or visibly bloody device suggests a higher risk exposure thang»F
needle that was most likely used for giving an injection. In addition, any direct congglG

protective equipment either was not present or was ineffective in protecting skin or miice
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with concenirated virus in & rescarch laboratory or production facility is considered an exposure that
requires clinical evaluation.

For skin exposure, follow-up is indicated only if it involves exposure 1o a body fluid previously listed
and evidence exists of compromised skin imegrity (e.g., dermatitis, sbrasion, nrnpmwuﬂ}.llh
clinical evaluation for human bites, possible exposure of both the person bitten and the person who
hﬂhﬂdﬂnhﬁmﬂhmﬁdlﬁtﬂ:mﬁhﬂnﬂdmhmhﬂm post
exposure follow-up should be provided.

Neonates

Where the source paticnt is a nconate, the risk assessment will need to be based on the mother’s risk
factors for blood bome viruses. If antenatal screening resolis anc not available and if the HCW has
sustained a significant injury, hmmuhuhdmpnﬂuknhhdmhmﬂﬁrbm
borne viruses. The baby s blood will not be tested

Children

Children (under 16) will be tested as for adilts but with the comsent of the parent/ guardian, and the child
may consent if deemed able 1o give informed consent.

The consemt of the treating consultant podiincian/surgeon is required before the parenty/guardian is
approached.

Young Adulis (16 - 18)

This age group can consent 1o hurce patient testing for themselves but it may be appropriate §o involve

the parent/guardian in the pre-test discussion, depending on the paticnt's wishes. X
HWHHM[T“ \Ry/

IF the source patient refuses consent, no testing will be carmied out, even on gored blood.

Refusal 1o consent 1o source patient testing will not affect the patient’s subsequent care and does not
constitute evidence of infection.
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Laboratory only conveys resalts o consaltant 11

Further Action by Manager/Supervisor: Informing Occupational Health

When information relating 1o known risks in the source paticnt has been gathered and a blood sample
has boen obtained (or refused) the head nurse / supervisor should contact infection controlas follows:

During normal working hours {Monday to Saturday 9.00 1o 17.30)

Contact the infection control department and arrange for the employee 10 go immediately there 1o be
oeT.

Ot of Howrs

The Nursing Supervisor on-call should make the initial call, with all relevant imformation 1w hand. 11 the
Health Care Worker is not present. the Head Nurse supenisor should have contact details o give 1o
HIC.

Action by Infection Control Nurve & Consultant Infectious Discases

The Infection Control NursePhysician/'Consultant will complete a detailed nsk assessment of the
jury/incident in accordance with the infemal protocol. Further action will depend on the detailed risk
assessment and may include the provision of post exposure prophy laxis for HIV or HBY, as indicated.

Evaluation of the Exposure Source

The person whose blood or body Muid is the source of an occupational exposure should be evaluated for
HBY, HCV, snd HIV infection. Information available in the medical record st the time of exposure

[u.hhimtﬂmﬂmlhﬂh:dhn'dtmmmdkﬂhiuuﬂmmg‘emm

might confirm or exclude blood bome virus infection. \9})/
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Ifhlll!"-*.l-l-["'u'.ud!mHl?hﬁdinnmuflhmhmmmcmmmuh
hm&hMﬂMMMcHMufﬁmviwhﬁnh.m
ﬁmﬂhhﬂmﬂﬁ:uﬁummhlﬂﬂnﬁhﬂhﬁmﬂﬂmhmﬂh
qpltﬁhllt-ﬂhnﬂhwtﬂnypﬂmhﬂmﬁwdmhh&udwﬁllﬂv. HCV, or HIV should
be referred for appropriste counscling and treatment. Confidentiality of the source person should be
maintained at all times. :

Action by the Clinician: Informing the Source Patient
l!eqmmibllilymrhﬁmmgﬂumpﬂhinfmcmlhnfﬂmirﬂmdmt“uuiﬂiIh:mmun.-i
mmﬁhhhlhmtwmmmithwiEMma“uluﬂMmh
dgiepudmjw.inrm.Th:cliniciuhﬁwmlngqhnmmhrlniﬂwkﬂmdwmuh:willz
If the result is negative

e Inform the patient that this is so,

e re-assure the patient that there arg no implications for long term c.g. for insurance afier a
negative HIV test

o  Ask them if they want the test recording i their notes and follow their wishes
If the resulis are positive

» Inform the patient (parent/guandian)

e Amange approprigic support and counscling

o Amange refermal for assessment and treatment {Infectious [hscases)
Follow up of the Health Care Worker

This i the responsibility of the infection commol department
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The recording of the incident, evaluation for Post- Exposure Prophylaxis & the follow up of the affected
HCW shall be as per the EPINet format .

4. Laboratory Investigations

Testing to determine the HBV, HCV, and HIV infection status of an expostre source should be
performed as soon as possible, Hospitals, clinics and other sites that manage exposed HCP should
consult their laboratories regarding the most appropriaie test 1o use to expedite obtaining these results,
An FDA-approved rapid HIV-antibody test kit should be considered for se in this situation, particularly
if testing by EIA cannot be completed within 24—48 hours. Repeatedly reactive results by EIA or rapid
HIV-antibody tests are considered 10 be highly suggestive of infection, whereas a negative result is an
excellent indicator of the absence of HIV antibody. Confirmation of a reactive result by Western blot or
immune fluorescent antibody is not nocessary to make initial decisions about post exposure management
but should be done 10 complete the testing process and before informing the source person. Repeatedly
reactive results by EIA for anti-HCV should be confirmed by a supplemental test (ie., recombinam
immune blot assay [RIBA™] or HCY PCR). Direct virus assays (e.g., HIV p24 antigen EIA or tests for
HIV RNA or HCV RNA) for routine HIV or HCV Screening of source persons are not recommended.

If the source person is known 1o have HIV infection, available information about this person’s stage of
infection (i.c., asymptomatic, symptomatic, or AIDS), CD4+ T-cell count, results of viral load testing,
current and previous antiretroviral therapy, and results of any genotypic or phenotypic viral resistance
testing should be gathered for consideration in choosing an appropriste PEP regimen_ 11 this information
is not immediately available, initistion of PEP, if indicated, should not be delayed; changes in the PEP
regimen can be made afler PEP has been started, as appropriate. Reevaluation of exposed HCP should
be considered within 72 hours post exposure, especially as additional information about the exposure or
source person becomes available.

If the source person 1s HIV sero negative and has no clinical evidence of or symploms of HIV infection,
no further testing of the person for HIV infection is indicated. The likelihood of the source person being
in the "window perod” of HIV infection in the absence of symptoms of acute retroviral syndrome is
extremely small.
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HEPATITIS B VACCINATION

Any person who perfirms tasks involving contact with blood, blood-contaminated body Muids, other
body fluids, or sharps should be vaccinated against hepatitis B. Pre vaccination serologic screening for
previous infection is not indicated for persons being vaccinated because of occupational risk, unless the
hospital or bealth-care organization considers scroeming cost-cffective.

Hepatitis B vaccine should always be administered by the intramuscular route in the deltold muscle with
a needle 1--1.5 inches long. Hepatitis B vaccine can be administered af the same time as other vaccines
with no interference with antibody response 1o the other vaccines. If the vaccination scries is intermupted
after the first dose, the second dose should be administered as soon as possible. If only the third dose is
delayed, it should be administered when convenient. HUP who have contact with patients or blood and
are at ongoing risk for percutancous injurics should be tested 1-2 months after completion of the dose
vaccination serics for anti-HBs. Persons who do not to the primary vaccine series (i.c.. anti-HBs
<10 miU/mL) should complete a second 3-dose vaccine series or be evaluated 10 determine if they are
HbsAg-positive. Revaccinated persons should be retested at the completion of the second vaccine series.
Persons who do not respond 1o an initial 3-dose vaccine serics have a 30%--50% chance of responding
to a sccond 3-dose series. Persons who prove 10 be HbsA g-positive should be counseled regarding how
to prevent HBY transmission to others and regarding the need for medical evaluation. Non responders to
vaccination who are HbsAg-negative should be considered susceptible to HIBY infection and should be
counseled regarding precautions 1o prevent HBY infection and the need 10 obtain HBIG prophylaxis for
any known or probable parcmteral exposure 10 HbsAg-positive blood. Booster doses of hepatitis B
vaccine arc not necessary, and periodic serologic testing 10 monitor antibody concentrations after
completion of the vagcine series is not recommended. Any blood or body Muid exposure sustained by an
unvaccinated, susceptible person should lead to the initiation of the hepatitis B vaccine series.

Exposure Report

If an occupational exposure occurs, the circumstances and post exposure management should be
recorded in the exposed person’s confidential medical record (usually on a form the facijity

ht&ml
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o Source: HBsAg Positive | Source: HBsAg Source: Unknown
Worker L

Negative

Unvaccinated or HRBIG + Initiste Initiate Vaccination | Initiate Vaccmation
Unknown Status With Vaccination
No Protective Titer
Vaccinated & Good No Treatment
Antibody Titer
Vaccinmed With No HBIG x2Mtimes No Treatment Asscss risk of source
Antibody Response | & Vaccinate again

MANAGEMENT OF EXPOSURES TO HBV
(Source: CDC Guidelines)

s For percutanecus or mucosal exposures to blood, several factors must be considered when
mm:mummmmmmmmﬂmﬂumm
hepatitis B vaccination and vaccine-response status of the exposed person. Such exposures
usually involve persons for whom hepatitis B vaccination is recommended. Any blood or body
fluid exposure to an unvaccinated person should lead to initiation of the hepatitis B vaccine

serics.

* The hepatitis B vaccination status and the vaccine-response status (if known) of the exposed
person shoulkd be reviewed. A summary of prophylaxis recommendations for percutaneous of

mucosal exposure 1o blood according 1o the HBsAg status of the exposure source and the
mimhnlﬂmlmmﬂwcxpmdmhinﬂuddhmw

_ Prepared by
ICN

_ Apprevedby | lIssued by
Infection Control




) KMCT MEDICAL O " KMCTMANIC
Savns COUEGE HOSPITAL =™ o
KD . 000
gL | HOSPITAL INFECTION |weeowe | ayosaons

CONTROL MANUAL [, o

e When HBIG is indicated, it should be administered as soon as possible afier exposure (preferably
within 24 hours). The effectiveness of HBIG when administered >7 days after exposure is
unknown, When hepatitis B vaccine is indicated, it should also be administered as soon as
possible (preferably within 24 hours) and can be administered simultancously with HBIG at a
scparate site (vaccine should always be administered in the deltoid muscle).

* For exposed persons who are in the process of being vaccinated but have not completed the
vaccination series, vaccination should be completed as scheduled, and HBIG should be added an
indicated. Persons exposed 1o HbsAg-positive blood or body fluids who are known not 1o have
responded 1o a primary vaccine series should receive a single dose of HBIG and reinitiate the
hepatitis B vaccine series with the first dose of the hepatitis B vaccine as soon as possible after
exposure. Altlernatively, they should receive two doses of HBIG, one dose as soon as possible
after exposure, and the second dose | month later. The option of administering one dose of
HBIG and reinitiating the vaccine series is preferred for non-responders who did not complete a
second 3-dose vaccine series. For persons who previously completed a second vaccine series but
failed to respond, two doses of HBIG are preferred.
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MANAGEMENT OF EXPOSURES TO HCV

In the absence of PEP for HCV, recommendations for post exposure management are intended to
achicve carly identification of chronic discase and, if present, referml for evaluation of treatment
mmm.mmwummmmmmﬂmnm
becomes detectable might prevent the development of chronic infection. Data from studicg gondu

outside the United States suggest that a short course of interferon started carly in th
hepatitis C is associated with a higher rate of resolved infection than that achievy
begun after chronic hepatitis C has boen well established . These studies use
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regimens and included persons with acute discase whose peak ALT levels were 500--1,000 [LVL at the
time therapy was initiated (2.6-—4 months afier exposure).

No studies have evaluated the treatment of acute infection in persons with no evidence of liver discase
(e, HCV RNA-positive <6 months duration with normal ALT levels); among patients with chronic
HCV infection, the efficacy of antivirals has boen demonstrated only among patients who also had
evidence of chronic liver discase (Le., abnormal ALT levels). In addition, treatment staried carly in the
course of chronic HCV infection (i, 6 months after onset of infection) might be as effective as
treatment started during acute infection. Because 15%--25% of patients with acute HCV infection
spontancously resolve their infection, treatment of these patients during the acute phase could expose
them unnecessarily to the discomfort and side effects of antiviral therapy.

The following are recommendations for follow-up of occupational HCY exposures:
For the source, perform testing for anti-HCV,
For the person exposed 10 an HCV-positive source
Perform baseline testing for anti-HCV; and
Perform follow-up testing at 6 months for anti-HCV and ALT activity (if carfier diagnosis of HCV
mfection is desired, or the source is a known positive, testing for HCV RNA may be performed ot 6
wocks).

«  Confirm all anti-HCV results reported positive by enzyme immunoassay using supplemental
anti-HCV testing (c.g.. recombinant immune blot assay.

When HCY infection is identified carly, the person shoulkd be referred for medical management to a
specialist knowledgeable in this arca.
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TABLE 2 CLASSIFICATION OF EXPOBURES VERSUS NOMN-
EXPOSURES TO HEBV AND HCWV
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MANAGEMENT OF EXPOSURES TO HIV
Assessment of the Exposed Person’s HIV Status
I HIV PEP is not indicated if the exposed person is already HIV infected. Ruling out prior HIV infection

is important because in some settings PEP comprises & 2-drug regimen, which if provided 1o HIV-
infegted individuals may lead to the development of drug resistance. In settings of lqwer prevalence,

determination of exposure risk should be made on a case-by case basis. /
) .
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As in all other situations, HIV testing should be voluntary, and consent for HIV testing should be
Mﬁwmﬂmmmmmmmdmumm
the individual has limited or no capacity 1 consent (most commaonly childeen), a parent or guardian can
MMNMMM:ManhlimddhwﬂhMyuﬂmwh:hﬂdﬂ
parent/guardian so that an informed decision can be made. However, assessment of HIV status of the
wwmumu-mmmmm.mmmwuwm
and counseling is not readily available but the potential HIV risk is high, or if the exposed person
refuscs initial testing, PEP should be initisted and HIV testing and counscling undertaken as soon as

possible.
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Updated (2013) guidelines for HIV-PEP = |1 is no longer necessary 1o consider the type of exposure or
volume of blood involved. Only standard 3 drug regimens shall be used and for a minimum period of 4
weeks, The recommended regimens are listed below. (Infection Control and Hospital Epidemiology,
Vol. 34, No. 9, Sept 2013
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PEP REGIMENS ﬁHD Pmmﬂﬂ PRACTICES,

Mﬂuﬂﬁ?mﬂhudﬁhﬁﬁnhﬂ#ﬂa&mhlﬂmdﬂpﬂdum
regimens and for once-a-day regimens compared to regimens administered more than once a day.
Among those receiving 3-drug regimens, fewer side effects and better completion rales have been
observed for integrasc-based compared to protease inhibitor-hased regimens. In general, non-nuclcoside
reverse transcriptase inhibitor-based 3-drug regimens have been avoided because of the risk of liver
toxicity in persons receiving Nevirapine (NVP), and of neuropsychiatric. adverse effects in those
receiving Efavigenz (EFV). The current WHO guidelines target RLS, the premise of “two ARV are
wuphhh,hlﬂn:hﬂwnmhurmmmﬂdhywﬂﬂhdhwﬁrﬂﬂibﬂlyﬂ
wﬁﬁumhmuflhﬂﬂﬂupﬂﬁﬁmﬂh“ﬂkﬂ -

regimen in the setting of exposure 1o a drug-resistance strain of HIV; they also ackr
a 3-drug regimen would be consistent with the current ARV treatment regimens. Thyl
use of 2-drug regimens be limited 1o situations where the risks of additional 1o
potential benefit Much attention is given in the Guidelines to the specific choices of Al
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I-drug regimens. The Guidelines recommend the use of a Tenofovir and lamivudine (or Emtricitabine)
(TDF+3TC (or FTC)) backbone with Lopinavir/ritonavir (LPV/r) or Alazanavir/ ritonavir (ATV/r) as the
third drug. The alternative for the thind drug. where available, is Ralegravir (RAL). Renal toxicity with
TDF and for hepatic flarcs on discontinuation of the drug in those with hepatitis B infection has to be
considered. More information is needed on these issues. IT TDF is not tolerated or i contraindicated, a
backbone of AZT+3TC can be used. This alternative backbone is also often readily available.
Recommendations for pediatric regimens (<10 years) are for the use of AZT+3TC s the preferred
backbone, with Abacavir (ABC) +3TC or TDF+3TC (or FTC) as alternatives, LPV/r is recommended as
the third drug with ATV/r, RAL, or NVP (if younger than 3 years) and EFV or DRV/r (if 3 years and
older) as allernatives.

Prompt PEP initiation (within 72 hours post exposure, but the sooner, the better) and completion of the
full 28-day course of ARV drugs for HIV PEP are thought 10 be required 1o maximize the benefit of the
Intervention.

—

Infection statas of source
Exposure Asymptomatic | Sympiomatic | Unknown Unknown HIV -
Type HIV + HIV+ status of source | source
Fixpanded 3

Less Severe | Basic 2drug | drug PEP No PEP recommended; consider | No PEP

PEP 2 drug PEP if the risk of HIV is

considered likely

More Severe Expanded 3

drug FEP
Follow-up of exposed HCP

Importance of Follow-Up Appointments

by Isswed by

Appreved ,
Infection Control Quality manager
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HCP who have experienced occupational exposure to HIV should receive follow-up counseling. post
exposure testing, and medical evaluation regardless of whether they take PEP. Greater emphasis is
MthﬂMnflﬂmllW?ﬁFﬁﬁhﬂhﬂnn{wmﬂwl
follow-up care provided 1o exposed HCP. Careful attention 1o follow-up evaluation within 72 hours of

CXPOSUNe can

o Provide another (and perhaps less anxiety ridden) opportunity 1o allow the exposed HCP 10 ask
questions and foe the counselor to make certain that the exposed HCP has a clear understanding
of the risks for infoction and the risks and benefits of PEP

e Fnsure that continued treatment with FEP 15 idicated

* [ncrease adherence to HIV PEP regimens

. Mmhﬁdmnﬂiﬁcﬂuﬂlmw

* Provide an carly opportunity for ancillary medications or regimen changes

* Improve detection of serious adverse cffects

» Improve the likelihood of follow-up serologic testing for a larger proportion of exposed
personnel 1o detect infection.

Closer follow-up should in tam reassure HCP who become anxious after these events. The
psychological impact of needle sticks or exposure 10 blood or body Muid should not be undercstimated
for HCP. Exposed personnel should be advised to use precautions (eg. Use of barrier contraception and
avoidance of blood or tissue donations, pregnancy, and, if possible, breastfeeding) to prevent secondary
transmission, especially during the first 6-12 weeks afier exposure. Providing HCP with psychological
counscling should be an essential component of the management and care of exposed HCP,

Prepared by

by

Infection Control
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BLOOD AND BODY FLUID EXPOSURE REPORTING FORMAT

Department: Date & Time of Reporting
Name & Signature of the Person Reporting

Details of Vietim i
| Name of the Victim
Date of Joining

Age & Sex

EMP NO

ID No

MH NO

Contact No:
Vaccination Status {Hepatitis B)

| Preparedby | Approved by Tssued by
Infection Control Quality manager
Daoctor
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Details of the lncident

Date & Time of Incident

If you have previous history of blood
&body fluid exposure If yes - write the Yes No
date, time & year of incident

Deep/ Superficial /Skin intact / Skin Non -

Description of )
Intact/ AbrasionsSplash
'I;-.

Site of Injury ™ "4

Details of Source

Status of the source Known / Linknown

Name & source o

If known -Serology stmus of source

HIV- Hepatitis B- HOV-

anﬂm victim

HIV- Hepatitis B- HCV-
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Date & Time of Treatment advised

Name & Registration No of medical officer

; who attended the case. |
Serology Status of the Victim after injury | HIV- Hepatitis B- HCV-

Hemarks of TN

Haowd {amse

Correction

POST EXPOSURE PROPHYLAXIS FOR RABIES
Wash the arca thoroughly with plenty of soap and water/apply povidone iodine Inform the infection

mﬂdnpuumﬂu:‘nqwin[ifw inside hospital compound ).

. GM@_ﬂ.ifmﬂmhﬁwﬂhﬁm;Tnmmwpummmh
mwmmwhmﬂmlhmﬂm-

e  To stan treatment immediately irrespective of the time delay between exposure and beginning of
treatment.

o Immunoglobulin 20 IU/kg/body weight to be infiltrated around the injured site and the remaining
hh.hmhumhﬂyw:yﬁmhﬁunfminpﬂmﬂyinw

Prepared by Approved by Tssued by Rev N
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e If the immunoglobulin is insufficient for infiltration it may be diluted with Normal Saline and

can be used.
¢ In adults the vaccine can be given only on Deltoid region; in children anterior tateral thigh.
¢ Schedule anti-rubies vaccine on day- 0, 03, 07, 14& 28

Category | Touching or feeding animals, licks on unbroken | No treatment required
or intact skin g .

Category 11 Nibbling of uncovered skin, minor scritches Immediate antiaabies vaccine
abrasions without  blceding, licks on broken '
skin -

Category 111 Single or multiple transdermal bites or scraiches, | Immediate anti-rabies vaccine
contaminsted mucous membranc with saliva human rabies immunoglobulin
from licks. recommended in addition to

| immediate washing and flushing
of all bite wounds

MANAGEMENT OF HOSPITAL STAFF EXPOSED TO INFECTIOUS
DISEASES:

Chicken Pox:

History of chicken pox or chicken pox vaccination is got from the hospital stail as pant of the health
ﬂmhw!hhﬁﬂuﬂn‘pumﬂﬁthmu&ﬂunn{hmrmhynﬂuﬁdmhrﬁhnf
possible infection and offered 2 doses of varicella vaccine administered 4 1o 8 weeks apart when they

begin employment.

The following sieps are taken when healthcare personnel are exposed 1o someone with vancella or

herpes zoster:

*  Hospital staff who have received zmurmmmnmymtym.m

S+

bswed by
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exposure days 8-21 for fever, skin lesions, and systemic symptoms suggestive of vancella. Suafl
are monitored by infection control practitioners or instructed 1o report fever, headache, or other
constitutional symptoms and any atypical skin lesions immediately. If symptoms occur, they are
immediately removed from patient care arcas and receive antiviral medication. Staff with
varicella and disseminated herpes zoster are excluded from work until all lesins have dried and
crusted or, in the absence of vesicular lesions, until no new lesions have appeared for 24 hours. -|

o  Sufl who have received | dmdwhﬂhmiumulllmuinﬂ:mndm-my
imerval afier exposure 10 someone with rash (provided 4 weeks have elapsed afier the first dose).
After vaccination, management is the same as that of stafT who have received 2 doses of varicella
vaccine,

s  Unvaccinated VZV-susceptible stafl are potentially contagious from days 8 1o 21 after exposure
and should be furloughed or temporarily reassigned 1o locations remote from paticnt-care arcas
during this period. Exposed saff withoat €vidence of VZV immunity should receive
postexposure vaccination as $oon as possibleé. Vaccination within 3 10 5 days of exposure 1o rash
may modify the disease if infection occurred. Vaccination 6 or more days afler exposure is still
indicated because it induces protection against subsequent exposures (if the current exposure did
not cause inflection), For unvaccinated VZV-susceptible healthcare personnel at risk for severe
discase and for whom_ varicella vaccination is contraindicated (c.g.. pregnant healthcare
personnel ), varicella-zoster immune globulin after exposure is recommended.

Ref: CDC guidelines on Preventing Varicella-Zoster Virus (VZV) Transmission from Zoster in
Healthcare Settings Jiwww /shi i

1
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Tuberculosis:

Screening of hospital stafl at high risk of contracting tuberculosis is likely to reduce transmission and
with earlier diagnosis and treatment prevent serious ilincss and disability.

At the time of employment, all health-care facility personnel especially the physicians, including those
with a history of Bacillus of Calmetie and Guerin (BCG) vaccination, are asked to fill in & questionnaire
for symptoms of twherculosis:

o Cough for a period of more than 2 months
+ Ewvening rise of temperature/Fever

» Night sweats

o Unexplained weight loss

o  Loss of appetite

¢ Fatigue

This screen is accomplished by educating the HCW about symptoms of TB disease and instructing the
HCW 1o report any such symptoms immediately to the infoction control nurse or the staff clinic. If
positive for the shove the staff is clinically and radiologically evaluated for active tuberculosis. Sputum
examination by microscopy, culture and gene expert is done by the microbiology laboratory. If
tuberculosis is diagnosed. appropriate therapy should be instituted according to published guidelines.
Personnel diagnosed with active tuberculosis should be offered counseling.

Work restrictions: Hospital stafl with current pulmonary or laryngeal tbercidosis pose a risk w©

F i

Prepared by Approved by
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patients and other personnel while they are infectious; thercfore, stringent work restrictions for these
persons are necessary. They are excluded from work until adequate treatment is instituted, cough is
resolved, and sputum is free of bacilli on three consecutive smears. Stafl with current uberculosis at
sites other than the lung or larynx usually do not need 1o be excluded from work if concurrent
pulmonary tuberculosis has been ruled out. StafT who discontinue trestment before the recommendeod
course of therapy has been completed should not be allowed 1o work until treatment s resumed, an
adequate response 1o therapy is documented, and they have negative sputum spears on three consecutive
days. Staff who are otherwise healthy and receiving preventive trestment for tuberculous infection
should be allowed 1o continue usual work activities. Sl who cannot take or do not accept or complete
-mmnrwmwmmmmwﬁmhmﬂmmmm
reassignment is indicated. Work restrictions may not be necessary for otherwise healthy persons who do
not accept or compleie preventive therapy. These persoms should be counscled about the risk of
contracting discase and should be instructed to seck evaluation promptly if symptoms develop that may
be due to tuberculosis, especially if they have contact with high-risk patients (i.e.. patients at high risk
for severe consequences if they become infected),

HCWs with TB disease should be allowed 1o return 1o work when they

. mmm#iwmmmmmmw §--24 bours apart. with st least onc
being an carly morning specimen because respiralory secretions pool overnight.

* Have responded to anti tuberculosis trestment that will probably be effective based on

. h-dﬁMMTWiwmmmmanmmmm.phhﬁu
muwﬂe:pﬂmdhmmdmﬂ?iul~

nonin fectious
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Page Page 81 of 130
Ref: CDC Guidelines for Preventing the Transmission of Tuberculosis in Health-Care Settings, with
Special Focus on HIV-Related Issues hiips. '

LI OO T T Py e i w o i LU S

REGULAR MEDICAL ASSESSMENT OF EM I"LOY_’EES

o General Employees - Yearly medical checkup (clinical exsmination) by & phySicisn followed
| by relevant and focused investigations shall be offercd. The investigations shall be guided by the
nature of chronic or acute illness / symploms.

* Food Handlers — These HOW shall be offered stool examination for ova/cyst; stool culture for
salmonella if any gastroiniestinal symptoms are present within last 6 months. The clinical
examination shall focus on any Gl symptoms, skin or respirtory symptoms or signs.

o Employees exposed 1o harardous chemicals - These HOW shall be offered a annual medical
examination focused on skin and respirtory symptoms.

*  Employees exposed to radiation — These HCW shall repont 1o Radiation Safety Officer as per
protocol.

! References:

1. Updated U.S. Public Health Service Guidelines for the Management of Occupational Exposures
o HBV, HCV, and HIV and Recommendations for Post exposure Prophylaxis - 2001.

2. Infection Controland Hospital Epidemiology, Vol. 34, No. 9, Sept 2013,

3. CDC guidelinés on Preventing Varicella-Zoster Virus (VZV) Transmission from Zoster in
Healthcare Settings hups://www_cdc.gov/shingles hophe-scttings. html

4. CDC Guidelines for Preventing the Transmission of Tuberculosis in Health-Care with
Special Focus on HIV-Related Issues .
https//www.cde. gov/mmwr/preview/mmwrhtm /0000 | 897 htm

Prepared by Approved by Issued by Rev No,
N Infection Control | Quality manager 000
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HICC has identify following arcas as high risk

« Al ICUSHDU

Dialysis
Endoscopy

Css5D

HIGH RISK AREAS

Operation Theatres
s  Lab &Microbiology
Surveillance Activities of High-Risk Areas

Acute care & Emergency department

S

High nak areas

] Al ICU and HDU

Frequency

Rio medical waste managemend

sudit Hand hygiene
PPE audin

Standard Precautions Audt

2 Acute care & Emergency

Sals et .
Bio medical wiste management
audit Hand hygiene

PPE

Standard Procautions audit

o Safe ingection practices
s Bio medical wastc managemeont
audit Hand hygiene

4 .mm
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*  Rio medical waste management
audit Hand hygiene
* PPE
*  Standard precaution Audit
5 CSSD,Lab, Micro *  Bio medical waste Management | Unoe in @ week
mscin
* PPE
B Procodure room *  Hio medical wastc Management Owce in o woek
it
* PPrE
General Protocols
Minimizing visiting hours in ICU

Restricting casual entry 1o all high risk areas
Using hand washing devices at the entry
Remaove aprons before entering in ICL.
Using hand rub solution in cach bed side
Admitting referred cases on comer bed.
Changing all lines and tubes from the referred patients and send the body Mluids for culture if it
expired or evidence of infection (site assessment )

Stick biohazard symbol for all serology positive patient’s file and orange stickers on
Use paticnt uniform.

Minimizing the no. of organisms by taking precautions for opencd fluids not used more than 24
hours.

Floors are cleaned with prescribed disinfectant

Ventilator parts are disinfected /Sterilized as per manufactures instructions

All equipment including monitors are cleaned with prescribed disinfectant spray (70 % Ethanol
Plastic items cg: Ambu bag, etc. are sterilized by ETO. %

__ Preparedby | Approved by Issued by v |
ICN Infection Control Quality manager 000
Diosction
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Change the HME filter every 72 hours. W
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Keep a hand rub solution in cach unit.
Keep scparate ambu bag with mask, thermometer, stethoscope, and BP apparatus at cach bedside
for infected patients.
e Damp dust bed frames, railings, 'V stands, lockers etc. daily with prescribed disinfectant
{Gluteraldehyde 2%)

Cover the maliresses and pillows with waterproo! covers,

Use disposable plastic shoets / Teena pad 1o protect the bed linen.

Disinfect the patient’s unit with prescribed disinfectant Solution afler the transfer / discharge /
Prepare the bed with sterile linen after cleaning with disinfectamt before sending the bed w
receive the patient after CABG, transplant & replacement surgery 1o the OT.

Check the expiry date of CSSD items every day/every week and SOS

Wards: -

Damp dust the bed frames, milings, 'V stands, lockers etc. daily with prescribed disinfectant in
the respective arcas

Floor clesning done twice in a day from clean ares to unclean area

Cover the mattresses and pillows with water prool cover.

Use disposable plastic sheets/Teena pad to protect the bed linen.,

Disinfect the unit with prescribed disinfectant afier the discharge’ death of a paticnt. Clean the
room after the transfer/ discharge’ death of an infected patient with prescribed disinfectants (1%
Sodium hypochlorite). (Dead body care—refer (o nursing procedure manuals ).

Care of linen: - 9 ¢
e Change all the bed linen/ patient clothes daily & SOS. v
e Avoid shaking the linen while handling. M
o  Use hamper bags to collect the used linen. ,/

Transport the used linen in a closed trolley or Container to Laundry department

Use yellow plastic bags 10 collect soiled / infected linen and the bag should be labeled properly
and tied
Clean / change the curtains weekly or discharge / desth/ transfer of an infecied payy

Preparcd by Approved by | Issued by Rev No.
ICN Infection Control Quality manager 000
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Footwear: -
e FEnsure that the paticnt wears personal footwear while ambulsting and transporting 10 various
departments.

o Usc scparate foot wear in, OTC, Endoscopy, NICU and MICU.
e Wash the chapels daily with soap and water

Care of toys:
Tum:lhﬂ:llmpndquipmeﬂahﬂchiﬂnnphywhh.dwh:hiwhhmnydq:-'hnmwiﬂ!h
the hospital is clean and safe at all time. All toys offered 10 children should be in good condition,
washable or cleanable.

Soft toys shouldnot beused.

Plastic, wooden or metal toys —clean with alcobol spray

Heavily contaminated sofl toys may have o be destroyed

If contaminated, disinfect using isopropy| alcohol.

Toys should be checked each day for overall condition, cleanliness and safety.

All toys that have been used or in contaet with a sick child with diarrhea, vomiting or other
identificd  infection should be eleaned directly after the child leaves the area using the infection
control protocol.

Weekly cleaning to be done on every Sunday with detergent and water

Every monih clean toys in isopropy| alcohol.

Document the cleaning procedure.

Register is available with the OPD supervisor

f,
Care of manikins M
.;'i.-’"

During practice session-
s Each participant is given a face shicld for practices & is disposed afler the session.

__ Prepared by _Approved by Issued by
ICN Infection Control Quality manager
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o The manikins washed with soap & water afier each course; also the antificial lung of manikins
(plastic cover) is changed.
# The diaper of pediatric manikins also be changed

KITCHEN SANITATION

No food business is carried out in any unsanitary premises or place where the condition, situations, or
construction is such that food is exposed to the risk of contamination.
o All food should be stored and processed under safe container.
. Ewmmmmﬂnm“mmrhﬁmmrhfmmumwm
Manager immediately
s No employee will be employed without undergoing medical gxamination or screening inclades
stool investigation and X-ray chest and vaccination (Typhokd Tetanus toxoid , Hepatitis A
Hepatitis B) )
o All food handlers should be screencd every six months for carmiage of parasites and salmonclla
typhi or if the stal¥ rejoins afler leave of 15 days or more.

Chilorine Wash Procedure
o Fill water in the sink or Container
o Add 2 tablets of chlorine in 30 liters of water
o Dip vegetables ‘cutlery for 10 minutes in chlorine water
¢  Diain out and wash in fresh ronning hot water

Management of Kitchen waste?
o Remove the waste from kitchen and dining hall and collect the same in black bag

e Put the Kitchen waste (food waste)-pigger farm. M/'
Cleaning Plan /

e Kitchen: canteen and restaurant are cleancd with soap and water with brush two times in a day.
(5Amto 6em, | 1.pm tol 2am).

— e — L

e Food serving area are cleaned every two hours once » k*
(Y (5
Preparcdby | Approvedby | Iwwedby | Rev Ne. Isue No.
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o Sl dinning arcais cleaned daily twice or as necessary

®  The trolleys used for transpontation are receiving at dish washing area, the trays will be removed
from the trolleys and stored in dirtics, removing waste, cleaning first with plain water, thenhand
washed in d with hot water & dry and make it ready for next use. The trolleys will then be
cleaned prior 1o being retumed 1o the trolley waiting area. The dishes used in all IPD.OPD and
stafls arcas are washed in dishwasher | dried and kept ready for next use

Quality Maintenance
# Monthly oncefoods and water are 1o be cultured be checked for growth if any
# Feeds in the dictary kitchen 1o be checked for growth il any
# RCA and CAPA nceds 1o be taken with IC Department

Personal Hygiene - In Kitchen

The stafT:

Showers/ bath daily before entering duty .

Wash hands, with soap and brush nails before starting work.

Wash hands after visiting toilet,

Use the wash basin provided for catering stafT.

Never wash hands in sink used for preparing food.

Wear uniform head cap provided when on duty, and keep their uniform clean.

Keep finger nails shan and keep hair short ,

No jewellarys are allowed in the food preparing area/service area. ! *’
Never comb hair, or apply cosmetic in kitchen or service area ¥4

Never smoke in kitchen or service arca. "

Do not snecze or cough over and near food. Use tissue if necessary, and then wash yourhands,

Report 1o the manager st once il suffering from any stomach upset or dishorrea, boils, sty's,

septic cuts, throat infections etc.

s plastic aprons and boots should be wom as an additional protection when working in dish
washing arca.

o  Wear gloves while handling food, discard once it gets tom,and wear ancw and ¢l

. Preparedby | Apprevedby | lssued } ) RevNe.
ICN Infection Control i Quality manager 000
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WATER QUALITY

e The potable water quality is monitored monthly, three monthly and annually.
s Collect water samples of potable water from normal tap’ overhead tank once in & month

Water samples are tested for endotoxins from specific RO ports every month as per the
schaduled plan and all the outlets are completed in one year. Sunplch.hnmdﬂmﬂulﬂn
RO tank once in every month. Corrections anc made as per the report.

Collect STP wreated outlet water samples once in & month. Samples are collected and sent for
analysis to check the P, TDS (total dissolved solids) and handness 108 Regional analytical
lab/PCB/Pollution Control Board, approved private lab.

All potable/drinking water analysis report to be filed in water testing ropont fike

STP treated water analysis report 1o be filed

Reports 1o be checked and verified every month by the supervisor of engincering and infection
control department.

EHGINEERING CONTROL MEASURES IN OPERATION THEATRE

Maintain positive-pressure venlilation with respect 1o cormidors and adjacent areas.
Maintain 20 ACH, of which >4ACH should be fresh air

Filter all re circulated and fresh air through the appropriate filters, providing 99.9% cfficiency
Keep operating room doors closed except for the passage of equipment, personnel, and patients,
and limit entry W essential personnel.

Major OTs are installed with laminar air Now and HEPA filier

AHU's are regularly cleaned and maintained.

AC inlets and outlets in eritical carc and other arcas are cleaned regularly (monthly)

Water treatment plant with pressure filter of carbons

Watcr is also treated with chlorine after filtration.

Drinking waler mmwwmmmwy,

Regular pest control measures are undertaken \9})/

)
Prepared by Approved by Issued by Ry Issue
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HIC GUIDELINES FOR CONSTRUCTION, RENOVATION,
REMEDIATION, REPAIR, AND DEMOLITION

» The engincering department informs the ICN on any alteration in the facility is made,

ICN incoondination with the HICC will educate the stafl for implementation of all precautions.

o Before construction Infection control risk Analysis to be done and implementation of proactive

measurcs. Identification of high risk arca and immune compromised patients and

relocation/isolation.

The maintenance department to do the activities under strict supervision — No air contact should

be there between the high risk area and construction arca. Post construction the contaminated air

should be filered and exhausted into environment.

* Redirecting the patient flow to be designed as appropriate 10 the modification work.

* Post construction surveillance for airbome environmental disease (e.g., aspergillosis) to ensure

the health and safety of immuno compromised paticnts

All minor and major maintenance’ construction activities should follow the above.

HOSPITAL VISITORS POLICY

The visitors are restricted in our hospital. Visitors are allowed only during the visiting hours and
limit the number of visitors in patient’s room at a given time.

Visitors who have experienced coryza, fever, cough, sore throat, vomiting should be discouraged
Visitors must mamiain a quict environment and avos unnocessary noise. .

Smuoking is prohibited in the hospital. Q\g}}’fﬁ
? 4
PEST CONTROL
The hospital authorities have identified Pest Control of India (PCI) for the Pest C
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e Once ina week a personnel from PCI visits the hospital and the needful is done for controlling
the pests both inside the hospital building and also around the hospital building (dumping areas,
drainages cic.) _

® The details of the visit by the PCI staf and their activities are recorded in a register *Pest
Control” in the Housekeoeping Department.

SURVEILLANCE AND REPORTING OF INFECTION

Surveillance encompasses collection, collation. analysis, interpretation and dissemination of relevant dats
related 1o actual hospital infection (HAI) or the risk for the same. Under the hospital infection control
Programme, surveillance covers the occurrence of various infections and their microbiological causes.
also interprets the trend and rate of infection in high nsk areas from time 1o time.

The maonthly surveillance report is sent to IC Officer, HICC chairman & all other concerned (Medical
Superintendent, Nursing Superintendent, Quality Depantiment))

The Surveillance of hospital acquired infections could be active or passive. Passive surveillance means the
reporting of any occurrence of suspected HAT by the clinicians. Active surveillance, on the other hand is
the systematic collection of data by a designated surveillance team (ICN/ICE MHead Nurses)

Passive clinical reporting of suspected HAL:

*  Whenever clinicians suspect the oocurrence of HAI it shall be reporied to the Chairman -
HICC [ICN. Details regarding the patients, all procedures, medications with details of
duration, dates cic. should be made available.

o The Microbiology department shall be responsible for reporting any information about
infections suspecied to have been acquired in the hospital.

o Passive clinical surveillance will be correlated 1o relevant microbiological in ion by
the HICC and action taken.

Active Surveillance of HAL W

The infection control Nurses daily visit the patients in high risk areas and collect the identification data
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of HAT as per CDC guidelines - CDC/NHSN Surveillance Definitions for Specific Types of
Infections -2018. Active surveillance is also performed 1o identify the Multi Deug Resistant Organisms
(MDR) and needle stick injuries, Hand hygiene compliance PPEs usc . Linen management . lyolation
practices , Biomedical waste management , Safe injection & infusion practices , housckeeping activitics
Clinical Bundles and environmental hy giene.

HOSPITAL ACQUIRED INFECTIONS
A health care-associated infection (HATY 15 a localized or systemic condition resulting from an adverse
reaction to the presence of an infectious agent{s) or its toxings) that was pot present on admission 1o the acute
care facility (CDU/NHSN Survelllance Definitions for Specific Tyvpes of Infections -2018).

Types of Hospital Acquired Infection
® Catheter Associated urinary tract Infection (LT1)
* CLABSI-Central ting related Blood Stream infection
® Ventilator associated Pvents (VAE)
® Surgical site Infection

Preventive Bundles
For improving the quality of patient care & preventing HAL s implementing preventive bundles—ie
evidenced-based preventive pragtices 1o achicve a better outcome than when implemented individually

A care bundic is a means 10 ensure thut the application of all interventions is consistent for all patients at
all times thereby improving outcomes.

Care Bundles
Surgical site infection prevention bundie
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If ot all possible avoid hair removal, if hair removal is necessary use only surgical clippers.
Avoid use of rzor.

Provide antiseptic bath twice before surgery preferably with 4% chiorhexidine solution

Ensure prophylactic antibiotic use as per local antibiotic policy

Ensure antibiotic has been administered within 60min prior to skin incision

Skin prepamation is done with Chlorhexidine and alcohol based antiseptics whenever it is not
contraindicatod.

Ensure patient’s hody temperature was normal throughout operation

Ensure patient’s blood glucose was normal throughout the operation

Maintatn adequate oxygen saturation

Limit traffic Mow in OT

Ventilator bundle elements

Elevation of head of bed 1o between 30-45 degrees

Daily sedation vacation and daily asscssment of readiness (0 extubate
Peptic ulcer prophylaxis

DVT prophylaxis

Subglottic suction

Closed suction (endotracheal& oral)

Daily oral hygiene with chlorhexidine mouth wash

Central ine Associalied Infection control bundle

" & ® ® % @

Proper hand hygiene

Maximum barrier precautions while inscrtions

Skin antisepsis '

Site selection —subclavian least infection rates

Daily review and assessment of sites X

Removal as soon as possible d'/y'/
Catheter associated wrinary tract infection bundle

o Check the indication of uninary catheter
#  Check the uninary catheter has been continuously connected 1o the drinage
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* Routine daily meatal hygienc with soap and water

o Unobstructed urine flow above the leg

s  Empty the urobag when % full

* Bag should be always placed above the foor lever

o Maintain a closed system

MDRO Control Policy
Any patient transferred from another health care facility will be considered as @t risk for
harboring MDROs and will be screened for MRSA and Rectal swabh/Feces culture for
Carboapenem Resistant Gram-Negative Organisms.
If the paticnt has any open wound or CVC in situ, Foley's catheter, drain whbe/ any surgical
drains also has to be screened for MDROs (CVC- blood culture from central line and peripheral
line simultancously) :
Provide strict contact isolation (1 nurse to the patient or the sume nursing team for the cobon ) for
all known MDRO cases.
Screening should be done for High risk groups- for Anal/ feces swab for carbapenem resistant
gram negative bacteria and universal decolonization against MSSA/MRSA  with
Chlochexidine/ Triclosan along with Mupirocin (Al ICUs & HDUs, Pace-maker implantation,
Cardiac surgeries, Ortho surgeries with implants/joint replacement- considered as high risk
Eroup).
Education of the patient & visitors will be ensured 1o limit the spread of the MDRO outside
finside the hospital setting.
Specific training will be provided 1o the stafT in protocols of preventing transmission of MDRO,
De-escalation of Antibiotics should be done as per culture & sensitive repon

%

MRSA PROTOCOL M

Introduction
Staphylococcus aurcus is a potentially pathogenic bacterium which is a natural i skin and
mucous membranes, especially the nose and perineum. About 30% of healthy with
a
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ICN Infection Control Quality manager a, ha I




d‘:’& KmMCT mEDICAL Doc. No. KMCOCT/MANHIC

254 | couece noseiTal " —

55 43 T
CONTROL MANUAL |,/ S

S. aurcus and are usually harmless. It has the potential 1o cause disease. particularly in the vulnerable
hospitalized patient where it can cause serious infections such as endocarditis, pneumonia and
scpticemia. Normally these infections can be effectively treated by antibiotics.

However, some strains of Staphylococcus avreushave developed resistance to many commonly used
antiblotics including methicillin; these strains are therefore referred 10 a5 methicillin-resistamt
Staphylococcus aureus(MRSA). MRSA and methicillin sensitive Staphylococcus aurcuscause the same
range of infections, but due to antibiotic resistance, infections caused by MRSA are more difficult 1o
treal.

Individuals can become colonized with MRSA. This means the bacterium is present on their body, but
without causing illness. Colonized individuals most commonly carry MRSA on their skin, axillae
(armpits), anterior nares (nose) of perineum.  The main route of MRSA transmission in healthcare
scttings is via the contaminated hands of henlthcare workers. Inadequately decontaminated, shared
oquipment is also a significant mode of transmission

Patients who are at high risk of colonizing MRSA

Insufin-dependent diabetes

Undergoing hemodialysis, or continuous ambulatory peritoneal dialysis
5. aureus skin lesions

Infection with HIV

Screening for MRSA
Obtain MRSA screen if one of below risk factors are present:

e Previously known to be MRSA positive in past 12 months,
*  Patients of any age transferred from another hospital and being directly ad
o All patients > 65 Years transferred to KMCT Hospitals Pvt Lid from a
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¢ Is a healthcare worker or has a partner who is a healthcare worker,
* s on long-term immunosuppressant therapy.

The following specimens should be collected on all patients being screened:

Oine nasal swab (used 1o swab both anterior nares )
One swab from both groin and axilla.
Swabs from possible sites of infection such as skin lesions (including paronychia), pressure
secretions; the umbilicus should be swabbed in neonates

e Urine is the most appropriate specimen to collect for patients with an indwelling urinary catheter.
Sputum if patient is expeciorating
Surgical sites with oozing if any

Isolation of MRSA for infected or colonized patients,

All patients with active MRSA infiection will be isolated in a single room as soon as possible. I patient
cannot afford a single room and has 1o be retained in the ward it is mandatory to maintain a spatial
scparation of at least one meter between the infected patient and other patients. :

AL Lot

* Contact isolation board must be clearly displayed on the isolation room door,

. Hﬂh%ﬁmhwhwmmmmmmn
recommended as per hospital policy.
Aﬂmmv:mhﬁnﬂnmﬁuuﬂﬂwmhmhym
Gloves and aprons: Are required only for direct patient care. Direct patient care would include
activities that involve hand or skin-to-skin contact that occurs when performing patient-care
activities that require louching the patient s dry skin.

conversing with the patient.
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Gloves and apron must be removed prior 1o leaving the isolation room/patient bed space and
hands decontaminated immediately after glove removal.

However aprons o be wom 1o protect clothing during bed making.

Use of Mask: Masking is not routinely indicated when caring for an MRSA patient.

Masking is indicaled only when working within a meter of a patient with MRSA present in lower
respiratory sccretions when large particle droplets are being or are likely 10 be produced.

Patients who are diagnosed 10 be a nasal carmier of MRSA and other patients who are at risk of
spreading droplet infections would be advised to wear o mask while being attended by hospital
stafl.

Masking is also indicated during bed making of 8 MRSA positive patient

Isolation room door should always be closed during procedures that may generate staphylococeal
Whenever possible, the patient should have his or ber own dedicated equipment. Where this is
not possible, it must be appropriately decontaminated before use with the next patient

Bed linen and patient clothing are 1o be changed daily. Used linen must be handled carefiully 1o
reduce the dispersal of skin squamous and disposed of immediately into a plastic linen bag
marked as infected ;

Disinfection is required for the daily management of isolation rooms with a separate yellow
colured mop and these rooms should be cleaned last Following discharge of the patient; the room
must be terminally cleaned as per hospital policy. Cunains around the beds and windows should
be changed and laundered.

Waste should be segregated separately

Staffing of the isolation m_ W/

o  Staff with exposed skin lesions should not provide care for MRSA patients. The number of staff
members in contact with the patient should be restricted. and movement of these staff 10 other

arcas of the hospital should be minimized. ,.?GT »
m E
z
YO, i
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*  Stall entrusted with care of MRSA positive patients should not be in any way be involved in care

of critically ill patients.

*  Any nurse involved in care of a MRSA positive patient in the ICU should not be entrusted care

of another patient in the same shift. Same is applicable in the intensive care of any patient who
had been MRSA positive in past 12 months.

Patient movement

Patients colonized or infected with MRSA can leave the isolstion room afier completion of
decolonization treatment.
Whpﬁulmhm.:ihnfuh\tﬁﬂhummwm
be made with the department involved so that contact precautions can be implemented.

If the paticnt has unhealed skin wounds or lesions, these should be covered with an impermeable
dressing.

During transpor, patient shiuld be provided a clean sheet and this sheet should be discarded
after cach use.

To minimize the time spent in depantment prearrangements should be done before shifting for a
procedure 1o minimize the exposure risk.
Allmmmmhnhhmmdhmmﬁﬁhm
(for example, the radiologist, and physiotherapist and transport stafl). This includes wearing

disposable gowns or disposable plastic aprons, gloves and masks (where appropriate), and the
wufmhdnhﬂwhﬂdnﬂin;

Visitors

& Visitors should be ideally allowed to enter the patient's room only afer receiving appropriate

information on MRSA. They should be requested 1o limit their visit 1o the MRSA patignt only,
or, Alternatively, visit the MRSA patient last if visiting other patients.
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e  Visitors are not required 1o wear any protective clothing, but should wash their hands or use an
alcohol hand rub before leaving the patient’s room.
e  Children are not allowed 10 visit

Management of MRSA
Merely presence (colonization) of MRSA in any patient docs nol require aggressive treatment with 1V
antibiotics. Howewer il patients are immune compromisedor having devices in-situ are at high risk of
acquiring clinical infection.

Morcover colonized individuals may act as a reservoir puiting other vulnerable patients at risk of
scquiring the organism. Treatment (decolonization) must therefore commence immediately o patient is
found 10 be MRSA positive in an atiempt 1o eradicate the organism and reduce the risk of transmission
10 others.

Decolonization Regimen.

s Whole body wash: Chlorhexidine body wash to be used twice daily for seven days. The skin
should be moistencd and the solution applied undiluted all over the body and left for 10 minute
contact time before rinsing off thoroughly.

s  Shampoo the hair with Chlorhexidine body wash on the Jwand $a dayy of the treatment. Ensure
hair is rinsed well before washing. A

o 2% Mupirocin nasal ocintment 1o be applied 1o the anterior nares three fimes a day for seven
days. Gently pinch the sides of the nose together afler application 1o ensure an even distribution
of the ointment.

e 2% Mupirocin  cream can be applied 1o small superficial wounds three times a day for seven
days, however this is not an appropriate treatment for large o complex wounds. \

infostion Control | Quality maneger
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* Decolonization protocol is 1o be strictly followed and the nurse in-charge of the ward and the
ICN would be responsible for completion of the protocol document

Assessment of MRSA Eradication

s In order to assess the eradication has been successful a post eradication full body screening is

undertaken on 9% day afler indtiating treatment.
e First swab is 10 be taken at least 48 hours after completion of emdication therapy.

* Three consccutive negative sets of swabs (each separated by st least 24 hours) are usually
required before the patient is considered “clear’. Once three consecutive swabs are found 10 be

negative isolation is no longer required.

o However as relapses are common, screening for MRSA is performed once in a week if patient
continues to stay in the hospital and also when patient is readmitted.

Invasive procedure/Surgery in a MRSA positive patient.

Ideally MRSA clearance treatment should be considered before elective surgery, When emergency
surgery is necessary in an MRSA colonized patient an antibiotic prophylaxis of cither Vancomycin | gm

or Teicoplanin 400mg by intravenous route is recommended.

If this is not possible, then the patient should be managed by standard precautions, bul may be

considered for placement last on an operating list,

Transport and theatre stall should be made aware of the patient’s MRSA status. All persons shiould
maintain appropriate infection control practice and decontamination procedures in direct contact with
the patient (for example, anesthetist and transport stafT).

Control of MRSA in the outpatient setting
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MRSA paticnts who must be seen in Outpatients should, be scen at the end of the session. StafT should

wear gloves and a plastic apron for direct patieni care.

MRSA in Health Care workers

" Staff Screeni

The following specimens should be collected on all stall being sereened:

o Al stafl members should be screened for MRSA at pre-employment check-up.
e Screening of present stafl members is not 1o be undertaken unless specifically requested by
Infection Control Officer.

o  Omne nasal swab (used to swab both anterior nares).
Swabs of any wounds or skin lesions.
When screening is required, it must be undertaken st the beginning of a shift to reduce the risk of
transient carriage being identified.

Treatment of colonized stall

The stalf member if scréened positive would be advised standard decolonization treatment. Afler
completion of the seven day decolonization treatment, one treatment free days: a repeat screen is
obtained ondth day .1[ negative stop all the protocol, and if the staf still remains positive, continue the

protocol for one more week
Following patient care restrictions are to be followed in stafl with MRSA Skin infection

Hl.llﬂfltﬁﬂll carriage only: The stafll member can retum 0 work 24 howrs after it

Treatmient.

K™%

Skin Carriage: Stafl colonized on the skin should be excluded from all clinical work untilthey have
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received at least one sct of negative screen.

ENVIRONMENTAL SURVEILLANCE PLAN
Culture: - Regular environmental samples are not recommended as per the guidelines, except from high
risk arcas afier any renovation works.

Plan for environmental culture

Area Type of surveillance Frequency

o1 swabs Monthly

Alr culture monthly

MICU swab Monthly

NICU swab Monthly

SiCU swab Maonthly

EMERGENCY swab Monthly

Dialysis swab Monthly

Endoscopy . - L.

OUTBREAK MANAGEMENT PROTOCOL
Management of outbreak

An increase in the isolation rate of an organism or clustering of clinical cases in the same tlime
suggests an outhreak. .

Factors suggesting an Outbreak
e A laboratory report of a bacteriology specimen grows an alerting organism
e Three or more patients are found to have an infection atributed 1o a species not previously
documented, particularly if it has occurred after a surgical procedure 3
o The clinicians or the ward stafl reports multiple infections of a similar nature W
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An outhreak may be defined as;

* Three or more related cases of the same infection,
A sudden appearance of increasing incidence, above the expected number, of one type of
infection in a ward
e A sudden appearance of a number of cases with similar symptoms of infection, either in patients
or stall.
Immediate action is needed 1o prevent further spread 1o patients and stafl. Outhreaks can be classified
into small and major sccording 10 the type of infection and the number of patients affeeted. They usually
suggest a breakdown in normal hygiene practice. The infections may manifest themselves in patients on
the same ward but different wards may be involved, patients having a common source of infection. The
urgency of a situation is determined by the virulence of an organism. by the nature of the disease
involved and by the vulnerability of patients concerned. Even one case of centain infectious diseases
may require action to prevent further spread. ' !

Organisms requiring infection control guidance:
Airborne

Open Pulmonary Tuberculosis
Varicella (Chickenpox) ’

Measles (rubeola) =4
Droplet

Rubella
Legionella
Bordetella
Brucella

Coriclla
* Diphtheria
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Carbapenem Resistance Organisms

Hemorrhagic Fever

Encephaliti

Meningit

Viral & Bacterial Diarrhea

Food Poisoning

Any fever with mode spreading as aitborne

Any outbreak in Immuno compromised Patients.

Fﬂmhnhumdm.ﬁﬁmmwﬂh following:

The Infection Control Nurses-
The Infection Control Officer
Nursing Supervisor on duty

of admission to the hospital and ward.

o Collect appropriate microbiology specimens afler consultation.

Isolate the index cases where possible.

Record all the cases, noting the time of onset of symptoms in cach

. mumummmmmmmuﬂmﬂmmw
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The Infection Control officer will decide as 1o whether or not the episode declared s major
outbreak and how to proceed.

Emergency Outbreak Control Mecting
* The Infection Control officer will manage the outbreak with the assistance of the outbreak
control team.
*  The Infection Control officer will arrange an emergency mecting st the carliest opponunity. This
Commitice will comprise:
® |nfection control Committee Chairman
infection control officer
General Surgeon
Maedical Physician
Deputy manager Infection control
Infection control supervisor & Nurse
Quality Manager
Nursing Manager
Head of Concerned Department
Head Nurse -Concerned Depanment

Procedure of the mecting

e The Infection Control Chairman will chair the mecting /in his absence the Infection Control
Officer will chair the meeting.

@  The Chairman will briefly explain to the meeting. the nature of the outbreak. He wil]
the senior representatives of cach discipline present that they are personally repfighis
work of their discipline in the management of the outhreak. ‘

o [f any discipline is not represented at the mecting, urgent action will be Rakir
represeniative.

® At the close of the meeting, the chairman will state the date, time and place of the

and make sure that all the representatives will either come or send a deputy. W
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Commumnication to the following groups should be considered.

With patients - what o tell them

Concerns abouwl extra workload
Advice for their own relatives
Addvice aboul personal protection

bullctins.
To Health Authority:

-

With patients’ relatives - what 1o 1ell them
With stall - anxictics over susceptibility

With the media - named individual 1o deal with enquinies and 10 issuc regular

®  |nfection control nurse should inform the detalls of outhreak.

Subsequent Meetings .
At each subsequent meeting, the Chairman will ask for an update of the situstion from each
member of the Committee. At the end of the outbreak all members will be notified of the
oulcome,

End of Outbreak
¢ Final report compiled and circulited 10 relevant parties.

®  Meecting of Outbreak Control Committee held to consider any follow up action g
® |dentify shorifalls and particular difficulties that were encountered
*  Recommend, il necessary, structural, or procedural improvements which §

chance of recurrence of the oulbreak.
®  [nformation about other lessons learmed disseminated.

Outbreak Control Measures

* [solation requirements of patients
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® Special nursing procedurces
¢ Special cleaning/disinfection procedures
®  Armangements for collection and disposal of clinical waste
® Screening patients, staff and other contacts
® Restrictions on - visiting in hospital
s  Continued employment (exclusions)
¢  Closing catering facilities
o Prophylactic medication
¢  Ongomng monitoring of incidence of cases
Funding for Outbreaks

Extra funding may be required to cover additional costs incummed by the outhreak. The chair of the
outbreak mecting should ensure that the issue of funding is discussed ot outbreak meetings and
additional resources allocated from an appropriaie source.
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COMMUNICABLE DISEASES

Notification of communicable discases
State / District law hold the individual physician responsible for notification of infectious discases.
Please note that these reportable diseases can be either communicable or non<communicable from
person to person. Notification to be sent 10 all inpatient, Outpaticnt and health care worker cases 1o
infection control nurse. Detailed information to be sent to DMOADSP of the concerned district in all
communicable discase cases.

Acute flaccid paralysis

Acute Dysentery - Amoebic / Bacillary
Cholera or Cholera- like disease
[iphtheria

Encephalitis

Fever with bleeding tendency

Plague

Hepatitis, Acute viral

Leptospirosis

- Malaria - Falciparum / Vivax

Measles

Meningitis - Pyogenic
Rabics

Neonatal Tetanus
Typhoud fever
Whooping cough
Dengue

Chikungunya
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Pulmonary Tuberculosis
Varicella roster

Swine Mu

Ebola

NIPAH

West Nile Fever
Covidl9

Incidental health education of patient and family
e Incidental health teaching of patient and family about preventing infection whenever necessary
(im case of pulmonary TB, Typhoid, viral hepatitis, ADD . MRSA immunization and vaccination

“ )

Protocol for receiving a chickenpox patient in isolation rooms/ 1CU

If admission, receive the paticnt in the private room.

If developed in the hospital, isolate the patient.

Report 1o infection control purse’ Nursing Supery isor

Send notification to infection control nurse.

An immunized stall should receive and look afier the patient, make sure that an immunized staff
is available st all time; if not available inform Nursing Supervisor .

Keep all nursing care equipment’s like BP apparatus, thermometer, bedpan, urinal, etc in the
room itself. Patient file should not be taken to the room. :

Never allow the patient to wander here and there.

OPD Consultation if any, to be done in the room itself.

HBefore and after entering the room use hand rub/ hand wash' gloves’ gown/ mask whenever

oo o 3

& 4@ & 8 & B

& & ® @

Prepared by Approved by Isswed by Rev No.
ICN Infection Control Quality manager 000 1
Docior

of

&)




d‘"’h KmCT mEDICAL Doc. No. KMOUT/MANHIC
SSOEA | couece nosPiTAL =
v ’o ¢$ Rev No 000
1}3:# HOSPITAL INFECTION | 400 Dote 030572023
CONTROL MANUAL *;.? Page 109 of 120

* For any mdiology investigations inform the radiology depantment when raising the request. If
portable procedure can be done that has to be initiated.

s Inform dictary and Housckeeping department.

o [fthe patient is critically ill admit in ICU isolation room. If KCU isolation room occupied admit
the patient in private room with an ICL! stalf and all the emergency equipment.

e Wash hand before and after touching the patient,

*  Affter discharge clean the room with Bisguanide Flache solution including everything used by the
patient.

* Do not Remove anything from the room before Disinfection

*  Waste segretion should be done in the room itsell with colour coded buckets

MICROBIOLOGY PROTOCOL
Collection of different specimens for microbiological investigations

Urine
Reguirements

o Dy, sterile, wide mouth leak proofl botthe.
o Instruct the patient 1o collect midstream sample

Instructions

o Male patients should wash the genital organ with clean water.

*  Female patients should cleanse the arca around the urethral opening with clean water and after
drying the arca, mid-stream urine should be coliected with labia held apan.

e For infants the urine is collected in a plastic bag with an adhesive mouth. The bag is fixed around
the infants genitalia.
Notg:  For women, do not collect urine during menstrual period.

Catheterization carries a risk of introducing micro-organisms into the bladder, but it is sometimes

| W
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e Ask patient (0 collect about 20 mi of midstream urine with as little contamination as possible. By
removing the cap of the bottle, afier discarding initial portion of urine, required quantity of urine
is collected and the cap is replaced quickly.

Label the container.
®  Transport 1o the laboratory as carly as possible.
® If delay expected, kindly refrigerate the sample till the time of transport.

Note:
Patient with Foley”s catheter urine is 1o be collected from collection portrubber tube.

If renal tuberculosis is suspected, collect first urine passed (entire specimen) on three successive momings

Patient with Foley's catheter urine 1o be collected for culture and sensitivity as follows
*  Wear sterile gloves and collect the specimen container.
& Clean the rubber wbe first with Chlorhexidine
®  Aspirate urine with a sterile syringe and needle.

Sputum
<ollection of specimen:

«  Give the patient a dry, clean, wide mouth, leak proof, sterile container.
* Reguest the patient to cough decply 1o get a sputum specimen.

Il‘ﬂuuﬁu-:

o Sputum is best collected in the moming afler patient wakes up & wash the mouth just before

» The specimen should be sputum and not saliva.

. mﬂhymmmmmmmwnmmm
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Throat and mouth specimen:

Additional Care

Lllrntuiullpuhu

specimen should be collected by medical officer or by an experienced technician,

Urethral specimen

e Take asterile swab moistened with sterile normal saline.
* Collect a sample of pus on a sterile cotton swab.

Swab should be collected by a medical officer or by an experienced technician
Patient should be examined in good light
Use tongue depressor to depress the tongue
Examine the inside of the mouth. Look for inflammation, exudates, pus or presence of any
membranc

»  Swab the affected area by using a sterile cotton swab and fetum it 1o the sterile container.
Prevent contamination with saliva. Collect two swabs from the area.

o Patients should not be treated with antibiotic or antiscptic mouthwash (gargles) for ot least eight
to twelve hours before swabbing.

* |t can be dangerous to swab the throat of a child with acute haemophilus Epiglottis. It may cause
spasm that can obstruct child's airway.

* In that case blood Should be collecied for the culture

* Laborstory investigations should be performed within two hours.
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* Insert the swab in a sterile transport medium by maintaining prescribed disinfectant conditions as
far as possible.
* For Gram staining make a smear of the discharge on a slide.
Cervical specimen

Insert a sterile swab in to the vagina moistened with normal saline and cleanse the cervix.
Fﬁnﬂcﬁkmﬂmmﬁhﬂnmﬂnmhﬂmﬂnﬂmﬂymm&wm
Place it into sterile transport medium :

Make cervical smear on a glass slide for Gram staining.

Vaginal specimen
. [‘ﬂﬁvﬁﬂdhﬁ#m:ﬂhﬂmmﬁnﬂﬂnhiﬁﬁnﬁnmmm“m
prescribed disinfectant precautions.
*  Make vaginal discharge smears for Gram's staining,
*  Antenatal mothers should be screened for Group B Streptococcus at 37 Week of gestation in case
of any indication
: Do not apply antiseptic before taking the specimen ( see antibiotic policy)

Collection of uro genital specimen for detection of Treponema pallidum
&Chlamydia trachomatis

®  Wear sterile gloves, Use sterile cotton swab moistened with normal saline 10 cleanse ihe ulcer
area'of any slough' discharge.

e  Collect serous exudates from base of the ulcer on a slide.

*  Examine immediately by dark ficld microscopy.

*  Examine saline preparation for suspected Trichomoniasis
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Pus from wounds, abscesses, burns and sinuses

Specimens are collected from wounds (ukeerations) of different part of the body by touching the infected
arca with a sterile swab. The swab should be placed immediately into a sterile 1est tube,
¢  [ut in a transport medium if delay is expecied.
o Two swabs are gencrally collected One is used for direct micrascopic examination and the other
is used for culture.
e [f the infection is suspected 1o be due to an anacrobe, the pus is aspirated in a sterile syringe, air
is expelled: the syringe is tightly capped and prompaly delivered to the laboratory.

Note: Stick bio hazard symbol for all known HIV, HbsAg and HCV cases

Feces (stool specimen)

e  Give the paticnt a clean dry and disinfectant free, wide mouth bottle (250 mi) or a bed pan. In the
case of a bed pan collected specimen, it is necessary to transfer a small portion of it into a clean
dry container.

o [f cholera is suspected transfer | ml of the specimen in 10 mi of sterile alkaline peptone water.

Body fluids

Careful skin antisepsis is essential for collection of CSF, which is typically submitied to the laboratory
in culture boitles.

Suggestions for tests performed on fluid in cach tube are as follows:

Botile | - Cell count and differential stains

Hottle 2 - Preparation of smears for staining and microbial culture
Bottle 3 - Estimation of proteins and glucose
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If indicated special test, such as the Cryptococcal amtigen, serologic 1est for syphilis, other serologic
studies and cytology.

CSF should be transported in & sealed plastic bottle 1o the laboratory and processed as rapidly as
possible. 17 delay is unavoidable, the specimen should be held at room temperature.

Other body NMuids

aid is collected from the pericardial, thoracic or peritoneal cavity by aspirating with needle and syringe. A
volume of 1-5 ml is adequate for isolating most bacteria, but 10-15 ml is optimal for recovery of
Mycobacterium fungi, which gencrally arc present in low number,

Blood culture

Wood should be collected for culture before starting amtimicrobial therapy.
Two sets need 1o be collected scrobic and anacrobic, each with different sites in separate arms
with onc hr difference

Select appropriate automated blood culture bottle from microbiology department.
Select a prominent vein.

Wash hands with soap and water,

After scrubbing wear a pair of sterilc gloves.

Apply Chlarhexiding 2% over the veni puncture site. Wait for 2-3 minutes.

Do not touch the sterile site with finger 10 re-palpate the vein. If you fail o draw blood, repeat this
procedure on a fresh vein. Write the identification data of the paticnt on the bottie.

Conjunctival specimen
If o bacterial and fungal infection is suspected. separate swabs should be collected for processing and is
dispatched 1o the Lab immediately.
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Corneal specimen

Comeal scrapings are collected with a sterile platinum spatula and arc used for preparation of smears by
directly transferring them 1o glass slides for staining and for inoculation 1o appropriate media for culture.

Ear discharge

A specimen of car discharge should be collected by a medical officer, experienced technician, or a

nursc.

s Collect or aspirate small amount of the discharge in a sterile container (50 ml bottle) or collect a

specimen on a sterile dry cotton swab,

o I fungal infection is suspected, mix a small amount of the discharge with a drop of 10 % KOH
and cover it with a cover slip.

*  For transportation, use transpon medium.

Note: For laboratory diagnosis of external otitis, the external ear should be cleansed with a germicide
such as 1:1000 agueous solution of benzalkonium chionde.

Tissues

o Tissue oblained surgically for culture should be placed into a sterile, wide mouthed, container,
devoid of formalin

e The surgeon in the operating room should biscet it

e Material representative of the pathologic process is submitted for both histopathology and
microbiological examination
*  Good communication with the pathologist 1s important

HOUSE KEEPING

Cleaning and mopping plan
*  There is a dedicated person for cleaning. At the beginning of cleaning he/she collects waste from

ench room.

ICN
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* One dedicated person for cleaning the room
L]

One dedicated person for cleaning the bathroom
If there is an Immuno compromised patient in one of the room, that room should be cleaned first
irrespective of plan - clean area 1o unclean arca.(Direction will be given by the Head nurse/ Sr.

Stall Nurse on duty)

o Il there is a patient with communicable discase/Infected that room should be cleancd mhehn.

irespective of plan

As per the above plan after cleaning, waste from A- Wing & B - Wing will be collected near the lifi
area, and it will be ransported 10 the respective disposal area

Haospital arcas are classilied as follows
A High risk areas
. Ceeneral wards & Private room
. Public arcas
. Toilets

Disinfectants used in the hospital

Depl equipments mm Strength Frequency of cleaning

utensils agent '

ANl high risk arcas & ﬁlm 2% (20 ml in | h) Mimes in day &

candinc ward, | (Bacillogid/~ Virexll whenever necessarny
special )

General ward &Floor | Didecyledimethyle Q1% (1 mlin | k) |2 umes in a day &
‘ammonium chloride whenever necessan
ibaccillo Moor)

Uiensils {bedpan, | Chlorchexidene {aseptik | 1% Dip for 45 minuies &

Umﬁ. sputum  cup | solution)

€ic)

Toilet clcaning Phenol
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Ventilator party/ | Gluteraldehyde 25%{dilution as per | After cach patient use
endoscopes (Cidex/OPA ) written on the leaflet
Electronic equipment’s’ | Bacillocid spray 2.5% Everyday
other equipment’s used
foor the patient
Blood spillage Bisguanide Flache 1% For bload spillage
Private Room

o floors (1% 2%, 3™& 4™Floor) consists of the private rooms. Cleaning should be done  from
clean to unclean arca. So the head nurse/ senior stafY nurse make a cleaning plan daily which
shows the rooms which is to be done 1™ (clean rooms) and which is 1o be done in last (rooms
with infected case, wound infection).

¢ Cleaning of the floor is done with Di decyl di methyl ammonium chloride 0.1 %two times in a
day. Thorough cleaning of mom including Floor, bed, rails, table, fan, windows, mcks, wall,
drawers after discharge/ death transfer out of the patent to another ward. Afier discharge /death
of an infected case, cleaning done withBisguanide Flache

Plan of cleaning

Category Noc | => Room occupicd with high-risk paticnts (Immuno suppressed patients)
Category No: 2 => post-operative patients with clean wounds
Category No: 3 - > Paticnts with ordinary discascs
Category No: 4 == Patients with infected wounds, communicable discases, and other infectious

Discascs
Public Ares -
¥
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Each arca is assigned for a housckeeping stafl. They clean the floors and public toilets as it become
dirty . housckeeping stafl is assigned 0o for cleaning the campus and garden.

Environmeni:-

Clean the floors with a disinfectant once in each shift.

Wash the fMloors with detergent & water using scrubbing machine once in a week.
Do not carry out any cleaning activities while

Sterile supplies are being handled.

Sterile procedures are in progress.

Food is being served or eaten.

Detach the pads and brushes of scrubbing machine after each use, clean thoroughly and dry.
Use vacuum cleaners or mops, which do not disperse dust for dry dusting.
Eh—hwhﬂuﬂiﬁiwﬂyuﬂumrwdﬂt of a patient.
Clean the A/C inlet & out let once in a month with vacuum eleancr

" & & ® ® ® 8 @8 * @

CDC Environmental Checklist for Monitoring Terminal Cleaning

Date: ]
Unit:

— - — —_ —

- Room Number:
Initials of ES staff (optional);”

Evaluate the sites for each patient room:

Bed rails 7 controls
Tray table

IV pole (grab arca)
Call box / button
Telephone
Bedside table handle

-
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Bathroom mner door knob / plaie
Bathroom light switch
Bathroom handrails by iodlet
Rathroom sink
Toilet seat
Tolket Nush handle
Toilet bedpan cleaner
Evaluate the additional sites if these equipment are present in the room:
IV pump control
Multi-module monitor controls
Multi-module monitor touch screen
Multi-module monitor cables . O T Il
Ventilator control panel
Mark the monitoring method used:
obsery ation F el
Swab cultures ATP system ] Agar slide cultures
SPILL MANAGEMENT
Blood and Body Fluid spillage kit
ltems
LA pair of gloves
2 Surgical mask
3.Shoe cover
4 Head cover
5.Disposable Apron

6.20ml Virex li{for major spill use freshly prepared solution available in the house keeping staff )
7. Tap water 80mi
&, Absorbent paper/Tissue paper

9. Garbage bags (Yellow /Red)

__Prepared by | Approved by Issued by
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In case of minor spill use gloves ;masktissue paper and the vire Isolution. Major spill use entire
Hems

Prepare Bisguanide Flache solution

Pour disinfectant on the spillage

Cover it with a piece of paper or cloth

Keep it there for § - 10 minutes

Mop it and the mop should be dipped in 1 %Bisguanide Flachesolution for 30 minutes

Cytotoxic Spillage

Hequirements

Personal protective equipment (Gloves, gown, goggles, boots and Respirator particulate mask )
Absorbent Towel - 3 sets

Red zine powder - 1o neutralize cytotoxic spillage

Scoop & Brush -] cach

Procedure

Do nat touch the spills without wearing gloves,

Open spill kit and wear two sets of gloves.

Wear PPE :

Use absorbent sheet 1o blot up the drug as much as possible.
Lise Scoop and brush to pick any glass picces.

Wash the arca with soap and then with disinfectant.

Use disposable towels and discard in yellow bin
pmmmvmﬁmﬁquipn:mhﬂnwmhh.
Wash hands

Discard the glass picces in the sharp container, and plastic wastes in red bin.
Discand the cloth and paper waste in yellow bin.
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Chemical spillage: There should be an in charge in the concerned dept, she should be aware of all the
chemical spillage, identify the spillage either alkali or acid then neutralize the spillage with acid or
alkali.

STERILIZATION ACTIVITIES
Refer CSSD manual. The sterilization activities are carried ouf by CSSD for all departments.

BIO MEDICAL WASTE MhNAGEMEHT PROTOCOL

Laws and rules

The management of health care wastes is a subject of considerable concem to public health and infection
confrol specialiies, as well as the gencral public. The entire community outside the health care
establishment is totully dependent on the care and responsibility with which the technical and
administrative personnel of any health care establishment handle their wastes and make it totally
innocuous before disposing it the general environment.

Due emphasis on management of medical waste has been stressed in the high power commiittee of the
Planning Commission. Subsequently, as part of its National Environment Protection plans, the Ministry
of Environment and Forests has promulgated the bio medical waste (Management and handling) Rules
2016,

The rules have laid down cerain directions regarding segregation and storage 1o ensure safe and
hygienic handling of infectious and non-infectious waste. Among these are

+  No bio medical waste shall be mixed with other wastes. W
¥
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*  Hio medical waste shall be segregated into containers /bags at the point of generation

*  These containerv/bags are 1o be made of different materials and must have different color coding
. signifying the different kinds of wastes

*  Segregation is mandatory prior to storage, transportation, treatment and disposal,

Storing of health care wastes after segregation:

The bio medical rules have recommended different color codes for waste containers in which different
types of waste need to be stored. The clinical and gencral waste should be segregated at source and place
in color coded plastics bag and containers of definite specifications prior 1o collection and disposal.

The containers should compromise of an inner plastic bag of specified Colour depending on the type of
waste. It should be of a minimum gauge of 55 micron Gf of low density) or 25 micron (if of high
density), leak proof and puncture proof. and should maich the outer container. The outer container is a
plastic bin with handles and of a size, which will depend on the amount of waste generated. The inner
polythene bag should fit into the container with one fourth of the polythene bag tumed over the rim

Labeling has been recommended to indicate the type of waste, site of generation, name of generating
hospital or facility. This will allow the waste 10 be traced from the point of generation to the disposal
arca.

The containers are then to be transported in closed wolleys or wheeled contasiners, which should be
designed for easy cheaning and draining

Biomedical waste
Bio modical waste means any waste which is generated during the diagnosis, treatment
of human beings or animals or in rescarch activities pertaining there 1o or in the prodpfiiog
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Defiminons of the vanous terminology gemerally used while discussing Bio Medical Waste are

¢  Hospital Wastes means all waste coming out of hospital of which around B0% are actually non-
hazardous, around 15% are infectious wastes and around 5% are noninfectious but hazardous
wastes. .

*  Medical Wastes means any waste, which is generated in the diagnosis, treatment or immunization
of human beings or animals or in research pertaining hitherto, or in the production or testing of
iological

® Clinical Wastes means any waste coming out of medical care provided in hospitals or other medical
care establishments. This is the wording and Jefinition used in the Basel Convention regulating
Tran's boundary movement of hazardous waste.

*  Pathological waste includes human tissoe, organs, and body parts and body Muids that are removed
during surgery of sutopsy o other medical procedures, and specimens of body Nuids and thexr
containers. They are pant of infectious waste as well as of three kinds of waste listed above.

* [nfectious waste includes all kind of wastes which may transmit viral, fungal, bacterial or parasitic
diseases 1o human beings. In addition o medical wastes it includes infectious animal wastes from
laborstories, slaughterhouses, veterinary practices and %o on.

SEGREGATION AT SOURCE SHOULD BE DONE AS EARLY AS POSSIBLE

Segregation should be done as carly as possible to keep gencral waste from becoming infectious. If
infectious waste which forms & small part of hospital waste is mixed with the other hospital waste the
entire waste will have o be treated as infectious waste.

Segregation helps to

Reduce total treatment cost.

Prevent general waste becoming infectious

Reduce the chance of infecting Health Care Worker.
Promote segregation which comprises of separation of different waste streams based on waste
classification. Segregation is 1o be done as per the guidelines given br!-lﬁﬁf
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Outsourcing

All the waste after segregation must be stored in Colour coded containers with identification
coding and the housckeeping staff in the concerned department should empty the container as it
become % full. ARer tving the covers tightly it is stored in Colour coded bins in the dirty utility
room in the respective area. Metallic and nonmetallic sharp wastes are collected in separate
containers,

Waste from each dinty utility room is collected by the hose keeping stafl twice daily (dam &
3pm).Ciencral waste & infected wastes from cach department are collected in separate large bins
with lid and transported via a separate lift 10 the respective storage arca. Once daily sharp wastes
are collected into 3 container with sodium hypochlorite solution by a housckeeping stafl wearing
personal protective equipment’s under supervision and stored in the biomedical waste storage
[l

There are 2 waste storage areas in which one is for bipmedical waste & other for general waste,
Waste collected from different arcas are stored here temporarily Gl special a truck from
IMAGE(Indian Medical Association Goes Eco friendly) collects it at 4pm daily except general
wasie .
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Cieneral Wasie

* Paper

* Food

®  Magazines

s Disposable Tissues

¢ Paper plates

o Lups
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Treatment of Biomedical waste:
o  Non-infecied plastic and glass waste are cleared by outsourced agency for recycling.
o The infected plastic. infected non-plastic waste and sharps are taken by the IMAGE (Outsourced
agency) for incineration.
¢  General waste is cleared by Municipality,
o Ligquid and solid excretions are disposed in 1o the drainage from all depariments like Laboratory,
Laundry, Kitchen, Toilets and bathrooms, which are drained in to the Sewage Treatment Plant.
¢ The chemical waste is neutralized (Acidic ~Alkali) and disposed in drain. Other chemical wasie/
drug that are outdated contaminated or discarded should be diluted with water a1 a ratio of 1:20
before disposing in drain.
EDUCATIONAL ACTIVITIES
®  All employees should undergo induction programs at the time of joining and re onentation
seclion every year.
® Post evaluation after induction and re oriemation
® Specific training given for HK stafl on BMW management, nurses on safe injection and
infusion practices cic.
®  Need hased training for specific infection control protocols during outbreak

RISK STARTIFICATION MATRIX OF HOPUSEKEEPING

Step 1: Categorize the risk factors that determine the need for environmenial
cleaning:

Probability of Comamination with Pathogens
Heavy Contamination (score = 3)

An area is designated as being heavily contaminated if surfaces and equipment are routinely exposed 1o
copious amounts of fresh blood or other body fluids (e.g., birthing suite, autopsy suite, cardiac
catheterization laboratory, hemodialysis station, emergency room, client/pati i bathroom if

visibly soiled). \&y
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Moaderate Contamination (score = 2)

An arca is designated as being moderately comaminated if surfaces and equipment do not routinely (but
may) become contaminated with blood or other body fluids and the contaminated substances are
contained or removed (e.g. wet sheets) All client/patient/resident rooms and bathrooms should be
considered 1o be, at a minimum, moderately contaminated.

Light Contamination (score = 1)

An area is designated as being lightly conaminated if surfoces are not exposed 10 blood, other body
Nuids or items that have come into contact with blood or body Muids (c.g., lounges, libranes, offices).

Vulnerability of Population to Infection

More Susceptible (score = 1)

Susceptible clients/patients/residents are most susceptible to infection because of their medical condition
or lack of immunity. These include those who are immunocompromised (oncology, transplant and

chemotherapy units), neonates (level 2 and 3 nurseries), and those who have severe bums (i ¢.. requiring
care in a bum unit].

Less Susceptible (score = 0)

For the purpose of risk stratification for cleaning. all other individuals and arcas are classified as less
susceptible.

Potential for Exposure
High-touch surfaces (score = J):

High-touch surfaces have frequent contact with hands. Examples include doorknobs, telephone, call
bells, bedrails, light switches, wall arcas around the toilet and edges of privacy curtains.

Low-jouch surfaces (score = 1)

Low-touch surfaces have minimal contact with hands. Examples include walls, ceilings, mirmors,
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Step 1: Determine the Total Risk Stratification Score:

The frequency of cleaning is based on the factors listed above. A score is given if the factors are present,
and the frequency of cleaning is based on the total score as denved in the following matrix:

Appendin A Table 1. Risk Stratification Scores for High-Touch Surfaces
(Score for Potential for Exposure = 3)

Heavy (score = 3) Muoderate (sopne = 2) Light (score = 1)
T340} 6(3+241) S13=1+1)
CYRERENI $(3+240) 4 (3+1+0)
Appendin A Table 2. Risk Stratification Scores for Low-Touch Surfaces

(Score for Potential for Exposure = 1)

Heavy (score = 3) Mederale (scome = 2) Light {score = 1)
S5(1+3+1) diledl) LN RS B )]
4 (1+3+0) S1+2+D) 21+ 1+0)

Siep 3: Determine the cleaning frequency based on the risk stratification matrix:

Cleaning frequencies for cach patient care arca are derived from the total score that results from the risk

Appendiz A Table . Cleaning Frequencies Based on Total Risk Score

7 High Risk
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Clean at least once daily
Clean additionally as required (e.g., gross soiling)
1-3 Imlhd. Clean according 1o a fixed schodule

Clean additionally as required {c.g., gross soiling)
Appendix A Table 4. Patient Care Area Examples

Fam Unit 2-3 6]  Clean after each case/event/procedure,
at least twice daily and clean
adduionally as required

General  1-2 3 0 4-5  Clean ot least once duily and clean

inpatient additionally as required

REFERENCE
a National Accreditation Standards for Hospitals & Healthcare Providers (NABH)-
*Edition

b. Safety Manual — MH/MAN/SM

€ CSSD Manual - ME/MAN/CSSD

4 House Keeping Manual - MH/MANMK
e Laundry Manual - MH/MAN/LM

f. Maintenance Manual - MEVMAN/MAINT

'"Pi_": by | _Approvedby |  Imued

Page 12901 130




SORUL | oousct nosPITAL |2 o
PEERES R | o
q}fg; HOSPITAL INFECTION | 4500 Date 03052023
CONTROL MANUAL [ R e
APPROPRIATE APPROVAL
_Propared by _ Reviewedby | Approvedby | Issecd by
infection Control In | Medical Superi Administrative Manager - Quality
charge Officer Department
.f'-;lf.
Prepared by A by _ Iswed by Rev Nod |\
ICN Infection Control Quality manager 000 o
Doction

Page 130 of 130




