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https://www.osha.gov/dsg/hazcom

o
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HazGom GHS Trainng Video - New GHS Standard B0 Selscton

The OSHA HAZCOM standard
from 1994 was updated and
passed in 2012, and some
things will be changing over
the next three years!

What’s New ? .

4 Based on Global Harmonization System (GHS)
4 HazCom 2012 is:

* More uniform
+ Specification Oriented

New OSHA Requirements * Iﬁ‘émk‘;"ﬂ&fwr‘ mainly on 4 systems,
Q Hazcom Training 0 + A system that can be adopted by any country
® “Building Block™ approach = all or part
Eactsnen % @ @ e Q<> . ‘l'l‘):t&-'“\un countries have adopted all or part of
fEsmConmzEeaRUe  SaeOsa S S —
INew Labeling requirements with HAZCOM Update
Labels FCS Pictograms and Hazards GHS Labels
# Labels must include: By December, Must Know Both ... ©.°0 &'
« Symbols (Pictograms) oAl
o Signal words “Danger” or
“Warning” - emphasize hazards,
level of severity Teifan

+ Hazard Statements - standard
phrases

T04C
COMBUSTIBLE LIQVIDAND
VAROR
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l’

Secondary containers used within a facility
AKA......“Transfer Containers” -

« Can contain all information on a shipped
container label

* Must contain, at a minimum:
®WProduct name
WPictures, symbols or words to convey

Labeling

Attention! Attention!
MSDS (Material Safety Data Sheets)

Are soon going to be:

SDS (Safety Data Sheets)

rrrss;
RIGHT-TO-0N0W )

7
T
e

SDS

@ Can't take an MSDS and call it an SDS!

4 16 specific sections, must be in order

@ Sections 12-15 not being enforced
« Include Tox/Disposal/Transport/Reg. Info
* Outside OSHA jurisdiction

4 May be paper or electronic

4 Provide in English or other languages

contents and hazards st SAFETY
WEnough info to find out more information @ DATA
SHEETS
Sec. 1: Identification
Sec. 2: Hazard identification Dead“nes Dead“nes

SDS
‘Sections’

Sec. 3: Composition/information on
ingredients

Sec. 4: First aid measures

Sec. 5: Fire-fighting measures;

Sec. 6: Accidental release measures;
Sec. 7: Handling and storage;

Sec. 8: Exposure control/personal

protection Understanding an $05
Sec. 9: Physical and chemical [ o
properties

Sec. 10: Stability and reactivity
. 11: Toxicological information

. 12*: Ecological information

. 13*: Disposal cor ion:

Sec. 14*: Transport information

Sec. 15*: Regulatory information

Sec. 16: Other information, including
date of preparation or most
recent revision.

4 December 1, 2013

« Employers must complete training on new
label elements and SDS formats

4 June 1, 2015

* Manufacturers must ship only HazCom
2012 compliant SDS and labels

4 December 1, 2015

* Distributors/importers must ship products
with only HazCom 2012 compliant labels,

June 1, 2016*

All HAZCOM programs
must be updated

*Only current office requirement is ‘'TRAINING’
by 12.1.2013

Back to Infection Control

Ebola Virus Disease

CDC Slides for U.S.
Healthcare Workers*

October 31, 2014

Presentation is current through October 31, 2014 and will be updated every Friday
by 5pm. For the most up-to-date information, please visit
*Presentation contains materials from CDC, MSF, and WHO

e —
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Ebola Virus

a Prototype Viral Q >20 previous Ebola and
Hemorrhagic Fever Marburg virus outbreaks
Pathogen Q2014 West Africa Ebola

* Filovirus: enveloped,
non-segmented, tive- outbreak caused by

stranded RNA virus Z':“(n ebolavirus species
» Severe disease with high ( :‘“W‘" Ebola virus
case fatality species)
» Absence of specific |} -
treatment or vaecine o DSV
F V. E
S
ERNO
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Ebola Virus

a Zoenetie virus = bats the most likely reserveir, although
species unknown

Q Spillover event from infected wild animals (e.g., fruit bats,
monkey, duiker) to humans, followed by human-human
transmission

incidence* — West Africa, October 18, 2014

* Gumulalive number of reparted EVD cases per 100,000 persans since Decembar 22, 2013,
MMWR 2014.63(43)978-981

2014 Ebola Outbhreak, West Africa

No.of Cases

CIIAT TS O T 2 DoD S
LR XN R ¥ Y

WHO Ebala Response Team. N Eng! J Med 2014. DOI: 10.1086/NEMoa1411100

Guinea 27 Oct 14 1,906 1,301 997
Liberia 25 Oct 14 6,535 2,515 2413
Sierra Leone 27 Oct 14 5,235 3,700 1,500
Nigeria®* 15 Oct 14 20 19 8
Spain 27 Oct 14 1 1 o
Senegal** 15 Oct 14 1 1 o
United States 24 Oct 14 4 4 1
Mali 230014 _| 1| 1| 1
TOTAL [ | 13733 | 7632 | 4020

E.Y..D Cases and Deaths*

Updaed casa at
“Repared by WHO Usig data o Minsvies o Heath
T clbreok of EVD n Sanage nd Nigers were dckre aver on Otk 17 and 1, respechvoly

EVD Cases (United States)

a , 2014, EVD has four people, one (the
Dallas, Texas from Liberia, twe warkers.
for the index patient, and dical aid worker ity from Guinea
* Index patient - S 24,2014 days

after arival, it Texas Heallh Dallas on
September 26, was admitted to hospital an September 28, teating confirmed EVD on
Septamber 30, patient died Octaber 8.

Worker, patient, was seff
presented to hospital reporting low-grade fever, diagnosed with EVD on October 10,
recavered and released fram NIH Clinical Center Octaber 24.

* TX Healthcare Worker, Case 3 - was self
fo 15, red and released

from Emary University Hospitalin Atlanta October 28,
NY Medical Ald Worker, Case 4 - Worked with Ebola patients in Guinea, was self-

at Bellevue Hospitalin New York Ciy. SR

normaiionon US.

EVD Cases (United States)

a As of October 31, 2014, four U.S. health workers and one
journalist who were infected with Ebola virus in West
Africa were transported to hospitals in the United States
for care

» All the patients have recovered and have been released frem
the hospital after laboratory testing confirmed that they no
longer have Ebola virus in their blood

Ebola Virus Transmission

Virus present in high quantity in bload, body fluids, and excreta of symptomatie
EVD-infected patients
5 for human-to-h

» Direct contaet (through broken skin of unprotected mucous membranes) with
an EVD-infected patient's blood or bedy fluids
Sharps injury (with EVD-contaminated needle or other sharp)
Direct contact with the corpse of a person who died of EVD
Indireet contact with an EVD-infected patient's blood or bedy fluids via a
contaminated objeet (soiled linens or used utensils)

Ebola can also be transmitted via contact with blood, fluids, or meat of an infected
animal

)

C

* Limited evidence that dogs become infected with Ebola virus
* No reports of dogs or cats becoming sick with or transmitting Ebola

Detection of Ebola Virus in Different
Human Body Fluids over Time
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Human-to-Human
Transmission

a Infected persons are not contagious until onset of
symptoms

a Infectiousness of body fluids (e.g., viral load) increases as
patient becomes more ill

» Remains from deceased infected persons are highly infectious

@ Human-to-human transmission of Ebola virus via
inhalation (aerosols) has not been demonstrated




INFECTION CONTROL

EVD Risk Assessment

HIGH-RISK EXPOSURE. NO KNOWN EXPOSURE

patent and others who th wide-sp
contact e, shaking hands) with an
appropriate PPE

Ebola Virus Pathogenesis
Q Direct infection of tissues
o Immune dysregulation
a Hypovolemia and vascular collapse
» Electrolyte abnormalities
» Multi-ergan failure, septie shoek

a D (DIC) and
coagulopathy

Lancet. Mar 5, 2011; 7(97ea): 045-962.

Early Clinical Presentation

Q Acute onset; typically 8-10 days after exposure
(range 2-21 days)
Q Signs and symptoms
* Initial: Fever, chills, myalgias, malaise, anorexia
» After § days: Gl symptoms, sueh as nausea, vomiting, watery
diarrhea, abdominal pain
» Other: Headache, conjunetivitia, hiceups, rash, ehest pain,
shortness of breath, confusion, seizures
v Hemorrhagie symptoms in 18% of cases

a Other possible infectious causes of symptoms

* Malaria, typhoid fever, meningococcemia, Lassa fever and
other baeterial infections (e.g., pneumenia) - all very eemmon
in Africa

c

Clinical Features

Nonspecific early symptoms progress to:
* Hypovolemic shock and multi-organ failure
* Hemorrhagic disease
* Death

Non-fatal cases typically improve 6-11 days after
symptoms onset

Fatal disease associated with more severe early
symptoms
* Fatality rates of 70% have been reported in rural Africa

* Intensive care, especially early intravenous and electrolyte
management, may increase the survival rate

Clinical Manifestations by Organ System
in West African Ebola Outbreak
\

General Fever (87%), fatigue (76%), arthralgia (39%), myalgia (39%)

Neurological Headache (53%), confusion (13%), eye pain (8%), coma (6%)

Cardiovascular | Chest pain (37%),

Pulmonary Cough (30%), dyspnea (23%), sore throat (22%), hiccups (11%)

Gastrointestinal | Vomiting (68%), diarrhea (66%), anorexia (65%), abdominal pain
(44%), dysphagia (33%). jaundice (10%)

Hematological | Any unexplained bleeding (18%), melenaihematochezia (6%),
hematemesis (4%), vaginal bleeding (3%), gingival bleeding
(2%), hemoplysis (2%), epistaxis (2%), bleeding at injection site
(2%), hemaluria (1%), petechiaelecchymoses (1%)

Integumentary | Conjunctivitis (21%), rash (6%)

WHO Ebola Response team. NEJM. 2014

Examples of Hemorrhagic Signs

Hematemesis

Gingival bleeding

Bleeding at IV Site

_oatill

Q

Q

Q

LAB FINDINGS
Thrombocytopenia (50,000-100,000/uL range)
Leukopenia (ALT)

Transaminase elevation (AST>ALT)
Electrolyte abnormalities from fluid shifts
Coagulation: PT and PTT prolonged

Renal: proteinuria, increased creatinine

EVD: Expected diagnostic test results over time

Critical information: Date of onset of
fever/symptoms

ELISA IgM ==

ELISA IgG = = = = s e

IgM: up to 3 - 6 months

19G: 3~ 5 years or more (life-long persistance?) |

Ebola Virus Diagnosis

a Real Time PCR (RT-PCR)
* Used to diagnese acute infection
» Mere sensitive than antigen detection ELISA
 |dentifieatien of specifie viral genetic fragments.
* Performed in select CLIA-certified laboratories

a RT-PCR sample collection

* Velume: minimum velume of 4mL whole blood
» Plastic collection tubes (not glass or heparinized tubes)
» Whole blood preserved with EDTA is preferred

+ Whole blood preserved with sodium polyanethol sulfonate (SPS),
citrate, or with elot activator is acceptable
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. . . Laboratories Packaging & Shipping Clinical
Other Ebola Virus Diagnostics @S0G has devipad mrin Specimens to
a Virus isolation e CDC for Ebola Testing_
e Ercars [ A
o This guidance includes f
a staining and information about the appropriate =
* On collected tissue or dead wild animals; localizes viral antigen steps for collecting, lrmwﬂno
und llng ‘specimens frol
o  Serologic testing for IgM and IgG antibodies (ELISA) Wwho are Suﬂmﬂd tobe
+ Detection of viral antibodies in eced i Ebca
specimens, such as blood, serum, Q Specimens should NOT be
i uspensions shij to C it
» Monitor the immune response consultation with CDC and local/
in confirmed EVD patients state health
nformaton svlble st
b et
Clinical Management of EVD: Investigational Therapies for EVD
Interpreting Negative Ebola RT-PCR Result Supportive, but Aggressive Patients
a Hypovolemia and sepsis physiology @ No app! Ebola-specific p or

Q If symptoms started 23 days before the negative result

» EVD is unlikely - consider other diagnoses

» Infection control precautions for EVD can be discontinued
unless clinical suspicion for EVD persists

» Aggressive intravenous fluid resuscitation

» Hemedynamie support and eritical care management if necessary
Electrolyte and acid-base abnormalities

» Aggressive electrolyte repletion

 Correction of acid-base derangements

* Ribavirin has no in-vitro or in-vivo effect on Ebola virus
» Therapeutics in development with limited human clinical trial
data

+ Convalescent serum
* Therapeutic medications

Q If symptoms started <3 days before the negative Q of fever and g:  Zmapp - chimeric human-mouse menoclonal antibodies.
RT-PCR result symptoms « Tekmira = ipid nanopartile smal interfering RNA
+ Interpret result with caution e « Brincidofovir — oral nucleotide analogue with antiviral activity
a Multisystem organ failure can develop and may require « Vacgines - in clinical trials
* Repeat th at 272 hours after onset of symptoms » Oxygenation and mechanical ventilation + Chimpanzee-derived adenovirus with an Ebola virus gene
+ Keep in isolation as a suspected case until a repeat RT-PCR : g:m“:é‘r::mh?"“mw inser
272 hours after onset of symptoms is negative [ dpm et me’;, " + Attenuated vesicular stomatitis virus with an Ebela virus gene
:".—"&2:‘:’»‘«. ml."::%m::; u. um.&'}‘x‘m‘x‘“&.‘u‘:‘-ﬁ.’.‘%"«w::f$ e
" " T L e .5 4 Gk A3 e 42
Patient Recovery Practical Considerations for Evaluating YT

@ Case-fataly rae 71% n the 2014 Ebola odtbreak Patients for EVD in the United States gorithm for

» Case-fatality rate is likely much lower with access to intensive
care

a Patients who survive often have signs of clinical
improvement by the second week of iliness
» Assoclated with the development of virus-specific antibodies
» Antibody with neutralizing activity against Ebola persists
greater than 12 years after infection

a Prolonged convalescence
* Includes arthralgia, myalgia, abdeminal pain, extreme fatigue,
and anorexia; many symptoms resolve by 21 months
+ Significant arthralgia and myalgia may persist for >21 menths.
» Skin sloughing and hair loss has also been reported

Reforencas: \WHO Exola Response Team, NEJM 2014: Feiman H & Gelsberl W Lancet 2011, aazek TG ot ol 40
R arehat o Ve 3008 K A 1 NES 0% s owe A o540 109

a cbec allus. to
* Ask patients with symptoms about a hh\ory of travel to West Africa
in the 21 days before illness onset
* Know the signs and symptoms of EVD
« Know the initial steps to take if a diagnosis of EVD is suspected

Q CDC has developed documents to facilitate these evaluations
* The EVD algorithm for the evaluation of a returned (nwllr

* Available pdf
* The checklist for evaluation of a patient being evaluated for EVD
+ Available at
evdpdf

Evaluation of the
Returned Traveler

syt patents
W i or -5k xgosres
(see ko) nthepst 2 st
hehealth depatret
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Interim Guidance for Monitoring and
Movement of Persons with EVD
Exposure

EVD Summary

The 2014 Ebola outbreak in West Africa is the largest in

Recent/New Procedures
at UB/SDM

NEW RECOMMENDATIONS
EBV DISEASE

from the

A.D.A

About ADA  Professonal Resources

a CDC has ereated guidance for menitoring people expesed a
history and has affected multiple countries

Monitoring s::‘i;::cx:dtiviliss 'T‘r:s;:il“'d a Think Ebola: U.S. healthcare providers should be aware of
T e = Clinkcal PrsseniMton Snd Hik Shchars 6EVD EBV DISEASE
SOME risk | Direct Active Monitoring | CaSeDy-case | Case-by-case Q Human-to-human transmission by direct contact

assessment assessment * No human-te-human transmission via inhalation (aerosols)

Active Monitoring
Lowrisk | ©Or some: No No » No transmission before symptom enset

Direct Active Monitoring

for others a Early case identification, isolation, treatment and effective
NO risk No No No infection control are essential to prevent Ebola

il transmission
P
ADA OKLAHOMA BOARD OF DENTISTRY

Oklahoma Board of Dentistry

Sece Mach 21,2013,
n

52, Okahama

« Sttement of Conpiaet (pit, 579, 2248)
« Aqreed Orcer of Tempoxary Suspension (92,399, T35 KB)

For mecia qanes. pease send an emad 1o Susan Rogers

NEWSOK

Avhwes CMBOK Coupons Obts Kaowt

How to file a complaint with Oklahoma Board of Dentistry Q.

Homw o fle a complaint with Oklahotea Board o Dectistry

How to file a complaint

Under current state Law, the state Board of Dentistry cannot investigate a dentist untila

‘complaint has been filed. To fle a complaint against a dentist, downoad the dentistry

‘board's complaint form at www.ok gov/dentistry. The complaint form i on the
‘Application & Forms” page.

-

[ O A= l
Did youknow? m>

WHY DID OK D.O.H. COME
LOOKING?

“INDEX PATIENT” w + HIV and Hep C Tests

Had No Known Risk Factors
(See N. Mexico case later)

Eventually only Hep C confirmed*
*Sept 2013 confirmed as pt-to-pt

WHAT IS ALLEGED?
IC ISSUES

Q 2 separate sets of instruments with

separate “cleaning method” (wewn infectious bisease v.
Not Known)

Q Suspected “Rust” on Instruments o sease”
Patients)

Q No Autoclav.ig?)ore Test in 6 Years manncurer

rec “monthly”/COC rec

Q In)struments Improperly Stored wasorentrav
aie
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WHAT IS ALLEGED?
IC ISSUES

Q Muti-Dose Drug VIaIs/MuItIpIe Patients (-

insert same needle whenever ne

Q NO Infection Control Policies/Procedures

Q No Post-Exposure Plan eoesticks, eve. suv e pauier
WAS TO SOAK THE INJURY IN BLEACH )

Q Regarding Sterilization & Drugs: “They
;I;ske Care of That, I Don't" (o srates rerearine 1o

CONSEQUENCES
FOR THE ACCUSED DENTIST

4 3.28.13: 30 D%Llcense Suspenslon (olus

anesthesia permit as well as- ral and state drug permits)
@ 4,12,13: Dentist Waives Hearing, License
Revocation Hearing 8.16.13

@ ULTIMATE SANCTIONS: No Action to
License Revocation.

7,000+ Patients Offered Testing

4 4,018 tested as of June 6, 2013 (e carv
@ 73 Hep C+

4 5 Hep B+

@ At Least 3 HIV+
4 Where Patients Exposed Is Uncertain ueee e

Sequencing May Reveal: C=RNA, B

*updated numbers compared to handout

One Confirmed Hep C Transmission Case CDC Sept 19, 2013

* 3.29.13

infection Control — Resou

Fationt Communication

Balicy Statamers.on Blsadbome Pathogens. nfection Cantraland the Practice of
Dentainy

Statemant on dofection Conteolin Dsotistoy
c tungs 2003

) an

* JADA DEC. 2013

wa

J A D Al

OTHER RECENT CASES

4 Rhode Island

@ Pennsylvania

4 D.C.

4 Maine ( ‘Whistleblower’ )*

*see ‘press release’ 12/5/2013!

RHODE ISLAND CASE
Office Closed March 22, 2013 by DOH

No Written (IC)Program
No HBV Vaceine Records

No BBP Training Records

No Post Expasure Protocals in Place

Overflled Sharps Cantainers

No 'Red Bags'

No Utiity Gloves (Instr. Cleaning)

Inadequate Eye Protection (‘own glasses’)

Metal Alginate Trays “Hanging on Wal'

Inadequate Sterilization Monitoring & Record Keeping
Manufacturers Inst, For sterilizer not available
Packages overstuffed

No EPA-Registered disinfacting products available
Suction Devices Visibly Soiled

Switches and Light handles not Barrier-Protected*

0000000000000

RI CASE

@ A week Later
Reinstated

4 BUT New
Inspections
Scheduled in 2
weeks, 30 days, 6
Months and 12
Months.
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PA. CASE

B License suspended 4/29/13

B Did not properly clean, disinfect, sterilize devices
B DOH rec Hep-B,-C, HIV testing for pts.

B Advised staff to lie (sterilization practices)

B 2 Counts DUI Dec 2012/Failed to Report on
dental license Renewal 1/2013

B No previous legal/professional issues

PA Case

Reinstated but

& Hire IC Consultant

B Monthly Inspections by DOH for 1 year and
every other month for 4 more years!

B Monitoring by a fellow dentist

DC CASE (a ‘dental center’ )-July
oo
@ 26 “Serious Violations” ; e 2 N
@ No Exposure Control Plan(BBP)

4 No Training

4 Lack of Proper Eye Protection (for
‘sanitizing chemicals’)

@ Failure to offer hep B Vaccine within
10 days

4 $61,600 Penalties proposed

MAINE 2.7.2013

& $72,00 Fine

@ 2 Hygienists: failed to resolve IC lapses “in-
house”.

4 1 filed OSHA complaint

PROTECTION PROGRAM
¢ 1 fired/Placed other on Probation
@ Other requirements imposed

# “Whistleblower" Provisions of OSHA Act and 21
other statutes cited

MARYLAND WHISTLEBLOWER
MOSH

e o o b ey A o b oS

g THE WHISTLEBLOWER
PROITECTION PROGRAMS

0 EE S G .

POTENTIAL CONSEQUENCES
FOR US

@ Increased Questions From Patients

@ Potential for Increased Vigilance/
Inspections by OSHA, State Boards and
State Health Departments

@ Hopefully: Increased Awareness/Action
by us to “Do the Right Things”

How Should We React to
Patients’ Concerns and
Questions?

Infection Control Program Goals

u Provide a safe working

environment
! * Reduce health care-associated
B eaces | infections
* Reduce occupational
exposures
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Practical Infection Control in Dentistry

ADA Sept 2009-POSTER

Basic Principles of

el : Infection Control HOW
ESpTy SEn— A s Sandrd rcastion ARE
B.==0 WE DOING.....
AV
= IN DENTAL INFECTION
N= = ADA NEWS CONTROL ???
e—_© Sept. 7, 2009
JADA May 2003 COMPLIANCE AIDS * OSAP
Guarding Agalnst Disease Organization for Safety and Prevention
A D A| QOSAP & ADA OSAP Fact Sheet B Kot Mt ORAR M ORAE I
® .ot @ Adacatalog.org www.osap.org
# Organization for " 0 Boc 57 ¢ Aol D211
@ A Hist f
the ;v%'mt?on g:::z;&:’p"" and

of Our Current
Guidelines

4 www.osap.org

for Infection Control & Safefy

:

OSAP NEWSLETTER
« Infection Control in Practice
[

I PRECIE

ADDITIONAL ISSUES of [F7J
IN PRACTICE

¢ Support Equipment

4 The Instrument Processing Room

4 The Operatory

4 The Reception Room

4 Before You Walk In The Door

4 Infection Control FAQ's

@ Creating a Successful Infection Control Progfa-
¢ Immunosupression and Dental Treatment =
¢ Close-up on the Dental Unit

*  OSAP’s 5§ QUESTIONS

OSAPZ

ofiuany

1. Do you heat sterilize all your instruments, including handpieces,  (drills’)
between patients?

2. How do you know your sterilizer is working properly?
3. Do you change your gloves for every patient?
4. Do you disinfect the surfaces in the operatory between patients?

8. If you are unclear on, or uncomfortable with, the precautions your  dental
practice takes to protect you during treatment, talk to your dentist , or dental
team member, about your coneerns and ask to see the office's

area.

# Evolving Infection Control Issues
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x  ADA COMPLIANCE AIDS

OBJECTIVES <& .

4 Satisfy 6 CORE ELEMENTS of NYS Infection
Control Training

@ Understand OSHA Standards & Requirements
@ Understand CDC Recommendations
4 How to Comply with Requirements in as

It is our responsibility to adhere
to scientifically accepted
principles and practices of
infection control and to monitor
the performance of those for
whom we (the professional) are

Practical Way as Possible responsible —
® Provide a Safe Working & Treatment -
Environment
www.adacatalog.org NY CORE #1 Nﬂ
*x X *

We must understand modes &
mechanisms of transmission of
pathogenic organisms in the
healthcare setting and
implement strategies for
prevention and control

NY CORE #2 ‘g

We must utilize engineering and
work practice controls to reduce
the opportunity for patient and
healthcare worker contact with
potentially infectious material or
bloodborne pathogens

NY CORE #3 i

We must be able to select & use
barriers and/or personal
protective equipment for
preventing patient & healthcare
worker contact with potentially
infectious material

NY CORE #4 a

*

We need to create and maintain a
safe environment for patient care
through application of infection
control principles and practices for
cleaning, disinfection and sterilization

NY CORE #5 Y\’j

b3
We must discuss prevention &
management of infectious or
communicable diseases in
healthcare workers

N4
NY CORE #6

*

Infection control training
is mandated every four (4)
years for dentists and
dental hygienists licensed
in New York State.

®

10
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OSHA STANDARDS

@ Bloodborne Pathogens, 1991

®Hazard Communication
Standard

#Others
OSHA

DISTINCTION

State law adds patient
protections where OSHA
regulations center on
employee protections

GEeE OSHA Poster
(¢} afte )
and Healtl = 3165
It's the law! * WWW.0SHAGOV/
i PUBLICATIONS/
POSTER

@ Or just “Google”
‘OSHA Poster’
and you'll see a
link to 3165
poster

& Replaces older
versions as 2203

Infection Control Checklist as required
by OSHA BB Pathogens Standard

@ Exposure Control Plan and Other Written
Documents

@ Training of the Office Staff
@ Hepatitis B Vaccination

@ Postexposure Medical Evaluation &
Follow-Up

4 General Methods and Aseptic Techniques

OSHA Checklist Continued
(BB Pathogens)

# Protective Barriers

4 Management of Regulated Waste
@ Decontamination

@ Instrument Processing

4 Laboratory Asepsis

# Radiographic Asepsis

Hazard Determination

Written Hazard Communication Program
Inventory & List Hazardous Chemicals

Labels & Other Forms of Warning OSHA
MSDS -
Employee Information & Training

New Rules Roll Out between 12.1.13 and 6.1.16

Control in
Dental Health-Care Settings
2003

[(S5-3
CDC. MMWR 2003;52(Ne. RR-17)
http:/iwww.cdc.gov/oralhealth/
infectioncontrol/guidelines/index.htm

which DO NOT # Record Keeping OSHA
ke OSHA|
Components of OSHA — ——
HazCom Standard Guidelines for Infection *

Guidelines for Intection Control
in Dontol Heolth.Core Seings — 2003

1
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SUMMARY
CDC 2003 Recommendations

@ Personnel Health Elements

@ Prevention of Transmission of BB
Pathogens

@ Prevention of Exposures to Blood & Other
Potentially Infectious Material

4 Hand Hygiene

4 PPE
4 Contact Dermatitis & Latex 3%
Hypersensitivity e

CDC Recommendations Cont’ d

@ Sterilization & Disinfection of Patient Care
Items

@ Environmental Infection Control

4 Dental Unit Waterlines (DUWL), Biofl—#:—
and Water Qualit
Qualkey Rz

4 Boil-Water Notices —

# Dental Handpieces & Other Devices
Attached to Air & Water Lines

CDC Recommendations Cont’ d
m Dental Radiology

B Aseptic Technique for Parenteral Medications
B Single-Use (Disposable) Devices
| Oral Surgical Procedures

B Handling of Extracted Teeth

® Dental Lab

aTB

B Program Evaluation

% ALTERNATE SOURCE
JADA January 2004

GUIDELINES FOR
INFECTION CONTROL
IN DENTAL
HEALTHCARE
SETTINGS-2003

“CDC believes that
dental offices that
follow these new
recommendations will
strengthen an already
admirable record of
safe dental practice”

Infection Control in Dental
Health-Care Settings: An
Overview

Personnel Health Elements CDC

Bloodborne Pathogens
Hand Hygiene

Personal Protective Equipment

Latex Hypersensitivity/Contact Dermatitis
Sterilization and Disinfection
Environmental Infection Control

Dental Unit Waterlines
Special Considerations
Program Evaluation

D AR AR AR

Guidelines for Infection Control in Dental Health-Care Settings—
2003. MMWR 2003; Vol. 52, No. RR-17.

Why s Infection Control Important
in Dentistry?

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

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

+ Proper procedures can prevent transmission of
infections among patients and DHCP

Modes of Transmission

¢ Direct contact with blood or body
fluids

« Indirect contact with a contaminated
instrument or surface

¢ Contact of mucosa of the eyes, nose,
or mouth with droplets or spatter

¢ Inhalation of airborne
microorganisms

PATHOGENS

®
Pathogens are microorganisms that can
cause disease in human

EXAMPLES:
@ Virus: Hepatitis, HSV, HIV, Influenza

@ Bacteria: Anthrax, Staph, Strep, ANUG,
TB, Lyme Disease

@ Fungi: Candidiasis, Ringworm

12
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CenTERs For D
CONTROL AND PREVENTION

* The main mode of transmission to

other patients is through human
hands, especially healthcare
workers' hands. Hands may
become contaminated with MRSA
bacteria by contact with infected or
colonized patients. If appropriate
hand hygiene such as washing with
soap and water or using an alcohol-
based hand sanitizer is not
performed, the bacteria can be
spread when the healthcare worker
touches other patients

* MRSA Infections

* Some MRSA Meds

4 TMP/SMS(Trimethoprim/
Sulfamethoxazole)-Bactrim or Septra

# Clindamycin*

4 Gentamycin

@ Tetracycline*

4 Vancomycin (IV)

*resistance developing

L/
SKIN veciors

passed between

Personal MRSA Avoidance
&  Common Sense:
Personal Hygiene ‘Wound Care/Bandaging
Sharing Items Vigilance

Seek Care When in Doubt

Chain of Infection

f> Pathogen %
Entry <:| Mode

Susceptible Host Source

*

OSAP Chain of Infection

Infection Control in Practice-July 2005
)
v -

o R e
N -

Control
= (R
v -

SEEE) e
~ o~

T

ADA Poster Sept 2009 “Chain”

oo pcaion esse e margn of sty
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PORTALS OF EXIT
#Coughing n
&®Sneeze

#Oral Draining Lesion
@ Draining Skin Lesion

MODES OF TRANSMISSION

4 Air

@ Bloodborne

# Ingestion

@ Direct Contact
# Indirect Contact

Standard Precautions

o Apply to all patients

¢ Integrate and expand Universal
Precautions to include
organisms spread by blood and
also
® Body fluids, secretions, and excretions

except sweat, whether or not they
contain blood

* Non-intact (broken) skin
® Mucous membranes

Personnel Health Elements of an
Infection Control Program

Elements of Standard Precautions Personnel Health

a Handwashing Elements
m Use of gloves, masks, eye = « Education and training
protection, and gowns + Immunizations

m Patient care equipment

.

Exposure prevention and postexposure

m Environmental surfaces management

+ Medical condition management and work-
related illnesses and restrictions

Health record maintenance

m Injury prevention

>

* IMMUNIZATIONS T8

For Example:
@ NY Public Health Law requires health Test requires a Chest x-ray
workers with patient contact to be
immunized for Measles and German @ If (+), MD consult required for possible
Measles (Rubella) drug therapy

@ If(-), repeat chest x-rays not needed

4 Dental HC Provider with (+)TB Mantoux

Bloodborne
Pathogens
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Preventing Transmission of
Bloodborne Pathogens
Bloodborne viruses such as hepatitis B virus

(HBV), hepatitis C virus (HCV), and human
immunodeficiency virus (HIV)

m Are transmissible in health care settings
u Can produce chronic infection

m Are often carried by persons unawarej
infection

Potential Routes of Transmission
of Bloodborne Pathogens

Patient ‘ DHCP
DHCP ‘ Patient

Patient eeeees—————  Patient*

Factors Influencing Occupational
Risk of Bloodborne Virus Infection

n Frequency of infection among
patients

m Risk of transmission after a blood
exposure (i.e., type of virus)

m Type and frequency of blood

contact
DC =
Average Risk of Bloodborne Virus PATIENT-TO-PATIENT 2009 W.V.
Transmission after Needlestick Hepatitis-B Transmission 2002 L - Dept.
Source Risk O e @ Journalof ¢ Public
HBY e Infecti iad
@ Diseases ] Health

HBsAg* and HBeAg* 22.0%-31.0% clinical hepatitis;
37%-62% serological evidence of
HBV infecti

HBsAg* and HBeAg" 1.0%-6.0% clinical hepatitis;
23%-37% serological evidence of
HBV infecti

HCV 1.8% (0%-7% range)

HIV 0.3% (0.2%-0.5% range)
(DC

4 2007;195:1311-1
314

(21 March, 2007)

4 2 multiple-Exo Pts.
Treated 161 min.
apart

JADA OCTOBER 2013

Transmission of HBV to 3 patients and 2
volunteers in a portable dental clinic
setting

(None had been vaccinated)

* Concentration of HBV in Body

Fluids
High Moderate Low/Nene
Blood Semen Urine
Serum Vaginal Fluid Feces
Wound exudates Saliva Sweat

@
A 2 Breast Milk

Estimated Incidence of HBV Infections
Among
HCP and General Population,

United States, 1985-1999 ¥
Health Care Personnel

—_ )\ "
General U.S. Population

b3
Hepatitis B Incidence

70000 77 ’
60,000

g 50,000

¢

_‘_3 40,000

5

& 30,000

-]

E 2o

z
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Hepatitis B

Vaccine

+ Vaccinate all DHCP who are at risk of exposure
to blood (must offer within 10 days of initial
assignment at no cost)

# Provide access to qualified health care
professionals for administration and follow-up
testing

¢ Test for anti-HBs 1 to 2 months after 3rd dose

®

DECLINATION

Employees refusing Hepatitis B vaccination
must sign a declination form

Employee must still be provided
vaccination at no cost if decide in future
that they want it after declination

* HEP B VACCINE
Declination Form

OSHA Bloodborne Pathogens Standard (29CFR
1910.1030) Hepatitis B Vaccine Declination

1 understand that due to my occupationsl exposure 1o blood

Veccination sees st no charge to me.

Empiores sonatire o

Wiknass wionature Bate

Transmission of HBV from
Infected DHCP to Patients

+ Nine clusters of transmission from dentists and
oral surgeons to patients, 1970-1987

« Eight dentists tested for HBeAg were positive

# Lack of documented transmissions since 1987
may reflect increased use of gloves and vaccine

¢ One case of patient-to-patient transmission, 2003
and recent report of 2009 W.V. case(5)

Occupational Risk of
HCV Transmission
among HCP

o Inefficiently transmitted by
occupational exposures

& Three reports of transmission from
blood splash to the eye

+ Report of simultaneous transmission of
HIV and HCV after non-intact skin
exposure

¢ 1%t Dental Transmission 2013

HCYV Infection in
Dental Health Care Settings

u Prevalence of HCV infection among dentists
similar to that of general population (~
1%-2%)

= No reports of HCV transmission from
infected DHCP to patients or from patient to
patient

u Risk of HCV transmission appears very low
(2%)

Dpc

*  Incidence of Hepatitis C

Incidence of acute Hepatitis C, by year
United States, 1982-2008

om0
P
w0 J\

\
a0 \

20000 \
NG
BRI AR RRRARY
i

CDC

~—

Estimated number of cases
-

Transmission of HIV from f=og;
Infected Dentists to
Patients

¢ Only one documented case of
HIV transmission from an
infected dentist to patients

& No transmissions documented
in the investigation of 63 HIVy=—
infected HCP (including 33
dentists or dental students)

Health Care Workers with Documented and

Possible Occupationally Acquired HIV/AIDS

Healthcare Personnel with Documented and Possible Occupationally
1

Acquired HIV Infection, by Occupation, 1981-2010
T Gocumented | possivie |

NOTE: coc report Update from Handout(2002 v. 2010)
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Risk Factors for HIV Transmission after
Percutaneous Exposure to HIV-infected

Blood
CDC Case-Control Study

o Deep injury @

+ Visible blood on device
¢ Needle placed in artery or vein

& Terminal illness in source patient

Source: Cardo, et al., N England J Medicine
1997;337:1485-90.

Guarding Against Percutaneous
Injuries

JADA
Feb 2007

Characteristics of
Percutaneous Injuries Among
DHCP 11t
+ Reported frequency among general
dentists has declined

o Caused by burs, syringe needles, other
sharps

& Occur outside the patient’s mouth [
+ Involve small amounts of blood ol
& Among oral surgeons, occur more

frequently during fracture reductions
and procedures involving wire

Exposure Prevention
Strategies
DC

¢ Engineering controls
¢ Work practice controls
¢ Administrative controls

Engineering Controls

+ Isolate or remove the 1
hazard !@
o Examples: N

® Sharps container
© Medical devices with injury

protection features (e.g.,
self-sheathing needles)

Work Practice Controls

¢ Change the manner of
performing tasks

& Examples include:

* Using instruments instead of fingers to
retract or palpate tissue

.‘ ¢ One-handed needle recapping

Administrative Controls

# Policies, procedures, and *
enforcement measures

+ Placement in the hierarchy
varies by the problem being
addressed

ePlaced before engineering
controls for airborne
precautions (e.g., TB)

DC

OSHA BB PATHOGENS STANDARD

Compliance Steps
B Review the StandErd e SI‘IA

B Prepare Written Exposure Control Plan
B Train Employees

| Maintain Records

B Provide Employees for Compliance:

EXPOSURE CONTROL PLAN

@ OSHA requires exposure determination by
employee position (High v. Low Risk)

@ The Plan is available to employees and
OSHA

@ Plan includes documented annual (and

+ Hep B Vaccination new employee) training
+ PPE & Engineering Controls

+ Establish Werk Practices & Decontamination Procedures C

+ Post Exposure Plan

* Provide C:

17
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WRITTEN EXPOSURE CONTROL PLAN

1. Exposure Determination/Who is Covered
2. Schedule of Implementation (How/When)
® Communication of Hazards to Employees
® Hep B Vaccination
® Post Exposure Evaluation & Follow Up
m Record Keeping
[ ]

hods of Comp ( ing, Work
Practice Controls, PPE, Housekeeping)

OSHA|

EXP CONTROL PLAN (cont’d)

s

. Evaluation of Exposure Incidents

w

FN

. Prevention of Sharps Injuries

« Describe how newer devices that may reduce
exposure will be ID'd and considered for use

+ Describe methods to evaluate the devices & results of
the evaluations

* Describe kustlﬂcatlon as to why/why not a device is
selected for use

+ Describe how those directly involved in patient care
are involved in this ID, evaluation & selection process

Post-exposure
Management

®,

¢ Wound management

o Exposure reporting

¢ Assessment of infection risk
*Type and severity of exposure

¢ Bloodborne status of source
person

e Susceptibility of exposed person

A '\‘

HIV Postexposure Prophylaxis * PEP @NY STATE PEP line (‘google’)
R T [ADA5185 S8 vertised N i . Sept 2013(Simplified)
3
B —— Y — 1-888-448-4911
'.Té_-ﬁl JADA s
Ky 1 Dec 2002 —
E
Sumen o e *x
*
Hand Hygiene Why Is Hand Hygiene Important? — Ne:ﬁ'::nt:e Cleaned
-Hands are the most common mode of pathogen * Visibly dirty

l\’“
v

s

transmission
-Reduce spread of antimicrobial resistance

-Prevent health care-associated infections

DIRTY
HANDS

sl e

& After touching
contaminated objects
with bare hands

¢ Before and after patient
treatment (before glove
placement and after
glove removal)
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Hand Hygiene Definitions

= Handwashing
* Washing hands with plain soap and water
u Antiseptic handwash
* Washing hands with water and soap or other
g an ptic agent
u Alcohol-based handrub
* Rubbing hands with an alcohol-containing
preparation
= Surgical antisepsis
* Handwashing with an antiseptic soap or an
alcohol-based handrub before operations by
surgical personnel

* _ Efficacy of Hand Hygiene
Preparations in Reduction of

Bacteria
Good Better Best
Plain Soap Antimicrobial Alcohol-based
soap handrub

Source: http://www.cdc.gov/
handhygie/materials.htm

Alcohol-based Preparations

Benefits Limitations
¢ Rapid and effective o Cannot be used if
antimicrobial action hands are visibly
o Improved skin solled
condition o Store away from
high temperatures
- ;lllzlr; accessible than or flames

Hand softeners and
glove powders may
“build-up”

*

Special Hand Hygiene
Considerations

& Use hand lotions to prevent skin
dryness

« Consider compatibility of hand care
products with gloves (e.g., mineral
oils and petroleum bases may cause
early glove failure)

¢ Keep fingernails short
+ Avoid artificial nails

¢ Avoid hand jewelry that may tear
gloves

Partners In Development

QSun

Chairside Computer Access

Qsun

CLEAN HANDS - NO GLOVES

UB/SDM: (Imminent) add CAMERA Use

)

Dispenser Location a must ‘
« DO NOT ALTER $

Cited Inspection Violation

@ The alcohol dispenser must be in this
location to reduce chance of fire from
electical outlet and bunsen burner

& ke

19
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Personal Protective
Equipment

(Dpc

PERSONAL
PROTECTIVE
EQUIPMENT

i 8

A major component of Standard Precautions
Protects the skin and mucous membranes from

Masks, Protective Eyewear, Face
Shields

¢ Wear a surgical mask and either eye
protection with solid side shields or a face
shield to protect mucous membranes of
the eyes, nose, and mouth

¢ Change If visibly soiled

P to infe ials In spray or & Change masks between patients
DY spatter
ALY # Clean reusable face protection between
u Should be removed when leaving treatment patients; if visibly soiled, clean and
— disinfect
u No cost to employee
Protective Clothing Gloves » Recommendations for Gloving

+ Wear gowns, lab coats, or

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

+ Remove all barriers before

leaving the work area

7/
= Minimize the risk of health care personnel
acquiring infections from patients

u Prevent microbial flora from being transmitted
from health care personnel to patients

» Reduce contamination of the hands of health care
rsonnel by microbial flora that can be
ransmitted from one patient to another

= Are not a substitute for handwashing! §

=y

» Wear gloves when contact
with blood, saliva, and
mucous membranes is
possible 4 >

Remove gloves after patient
care

Wear a new pair of gloves for
each patient

*

Recommendations for
Gloving

Remove gloves that
are torn, cut or punctured

Do not wash, disinfect
or sterilize gloves for reuse

Latex
Hypersensitivity
and Contact
Dermatitis

Latex Allergy

¢ Type I hypersensitivity to
natural rubber latex
proteins

# Reactions may include
nose, eye, and skin
reactions

¢ More serious reactions
may include respiratory
distress-rarely shock or
death
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Contact Dermatitis

o Irritant contact dermatitis
e Not an allergy
o Dry, itchy, irritated areas

# Allergic contact dermatitis

e Type 1V delayed
hypersensitivity

®May result from allergy to
chemicals used in glove

General Recommendations
Contact Dermatitis and Latex

Allergy oDC

+ Educate DHCP about reactions
associated with frequent hand hygiene
and glove use

¢ Get a medical diagnosis
+ Screen patients for latex allergy
o Ensure a latex-safe environment

¢ Have latex-free kits available (dental
and emergency)

JADA April 2005
Curtis Hamann, MD, et al

OCCUPATIONA
L ALLERGIES
IN

DENTISTRY
pp.500-510

manufacturing
., _ A N
Hamann, et al JADA 4/2005 /’Q_ j g rnd l
o Sterilization and Disinfection S e A
of Patient Care Items ‘ e ¥
Testing:
“Prick"/
Type 1 «
v. ‘f‘ ’(if
“Patch”/ '
Type IV il e e
 —
Critical Instruments Semi-critical Noncritical Instruments and
Instruments Devices

+ Penetrate mucous membranes or
contact bone, the bloodstream, or
other normally sterile tissues (of the
mouth)

+ Heat sterilize between uses or use
sterile single-use, disposable devices

¢ Examples include surgical
instruments, scalpel blades, D
periodontal scalers, and surgical
dental burs

¢ Contact mucous membranes but do
not penetrate soft tissue

& Heat sterilize or high-level disinfect

o Examples: Dental mouth mirrors,
amalgam condensers, and dental
handpieces

CDC

« Contact intact skin

« Clean and disinfect using a low
to intermediate level disinfectant

o Examples: X-ray heads,
facebows, pulse oximeter, blood
pressure cuff

21
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Instrument Processing Area

u Use a designated processing area to
control quality and ensure safety

= Divide processing area into work areas

Automated Cleaning

m Ultrasonic cleaner
m Instrument washer
m Washer-disinfector

Manual Cleaning

m Soak until ready to
clean

m Wear heavy-duty

Multiple-Use Dental Dispenser Devices
Oetetion

Mutipie-use Gental dispensers, also called dental “syringes” are devices Lsed to deiver various dental products

 achesives,
troatment st 1 the mouth o

o corta pe dental noodses
(hypodeic syringes) for njection of anesthetics.

Importance of Infection Control

Manufacturers typicall supply mutiple-use dental dispensers as pro-filed syringes with dsposable tps. The tos|
are intended to be discarded after bute taining tal matenial
are stored for reuse.

* R 9 g, and d utility gloves, mask,
* Preparation and packaging eyewegr. and _
* Sterllzation aDC bC protective clothing
* Storage : o : N
Multiple-Use Dental Dispenser Devices
VERY NEW-FDA-July 2014 etiiton Preparation and Packaging

+ Critical and semi-critical items that
will be stored should be wrapped or
placed in containers before heat

sterilization
¢ Hinged instruments opened and
unlocked

+ Place a chemical indicator inside the
pack

¢ Wear heavy-duty, puncture-resistant
utility gloves

Heat-Based Sterilization
UDC

& Steam under pressure
(autoclaving)

* Gravity displacement
¢ Pre-vacuum

¢ Dry heat

¢ Unsaturated chemical vapor

Liquid Chemical Sterilant/
Disinfectants

u Only for heat-sensitive critical
and semi-critical devices

u Powerful, toxic chemicals
raise safety concerns

u Heat tolerant or disposable
alternatives are available

Sterilization Monitoring
Types of Indicators

u Mechanical
. time,

u Chemical

* Change in color when physical parameter is
reached

= Biological (spore tests)

* Use biological spores to assess the
sterilization process directly
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Storage of Sterile and
Clean Items and Supplies

¢ Use date- or event-related shelf-life
practices

o Examine wrapped items carefully .

prior to use CD

o When packaging of sterile items is
damaged, re-clean, re-wrap, and re-
sterilize

o Store clean items in dry, closed, or
covered containment

Environmental
Infection Control

Environmental Surfaces

¢ May become contaminated

# Not directly involved in
infectious disease transmission

+ Do not require as stringent
decontamination procedures

(bcC

Categories of
Environmental Surfaces

4 Clinical contact surfaces
© High potential for direct contamination
from spray or spatter or by contact
with DHCP's gloved hand
¢ Housekeeping surfaces

* Do not come into contact with patients
or devices

® Limited risk of disease transmission

*

-

OSAPY

CONTACT

TIME

Housekeeping Surfaces

Intermediate Level Disinfectants

=i
' ok
o PHENOL
QUAT+ALCOHOL
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General Cleaning Recommendations

¢ Use barrier precautions (e.g,, heavy-duty
utility gloves, masks ?rotecﬂve eyewear)
when cleaning and dis nfecting
environmental surfaces

+ Physical removal of microorganisms by
cleaning is as important as the disinfection
proc!

« Follow manufacturer’s instructions for

proper use of EPA-registered hospital
disinfectants

Cleaning Clinical Contact Surfaces

& Risk of transmitting infections
greater than for housekeeping
surfaces

o Surface barriers can be used and |
changed between patients

OR

¢ Clean then disinfect using an
EPA-registered low- (HIV/HBV

Cleaning Housekeeping Surfaces

u Routinely clean with soap and watei' or aﬁ
EPA /

vl 9 disinfectant
routinely
= Clean mops and cloths and allow to dry
thoroughly before re-using

Prepare fresh cleaning and disinfecting
solutions daily and per manufacturer

claim) to intermediate-level uDcC recommendations
« Do not use sterilant/high-level disinfectants (tuberculocidal claim) hospital
on environmental stlfrfagces disinfectant
FOOD & DRINK Medical Waste REGULATED WASTE

Eating, Drinking, Application of Make-up & Handling of
Contact Lenses is roh'llzl_!od in areas where there is a
ot

| Direct from OSHA BB Pathogens Standard
| Cited violation on elinic inspections OSHA

r

¢ Medical Waste: Not
considered infectious, thus can
be discarded in regular trash

& Regulated Medical Waste:
Poses a potential risk of
infection during handling and
disposal

@ Liquid or Semi-Liquid Blood or OPIM

& Contaminated Items that would Release
Blood or OPIM if Compressed

@ Items Caked with Dried Blood/OPIM
4 Contaminated Sharps
@ Extracted Teeth/Tissues

OSHA

Regulated Medical Waste
Management

& Properly labeled containment
to prevent injuries and
leakage

+ Medical wastes are “treated”
in accordance with state and
local EPA regulations

& Processes for regulated waste
include autoclaving and
incineration

Dental Unit Waterlines, Biofilm,
and Water Quality

ADA Advice

Dental Waterline Management
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Dental Unit Waterlines
and Biofilm

« Microbial biofilms form
in small bore tubing of
dental units

Biofilms serve as a
microbial reservoir

¢ Primary source of
microorganisms is &
municipal water
supply

>

= CDC: Using water of uncertain quality is inconsistent
with infection control principles

(See NYS CORE ELEMENT #1)

= Colony counts in water from untreated systems can
exceed 1,000,000 CFU/mL

CFU=colony forming unit

= Untreated dental units cannot reliably produce water
that meets drinking water standards

Dental Water Quality
Dce

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

* <500 CFU/mL of heterotrophic
water bacterla

Available DUWL Technology

+ Independent reservoirs =
¢ Chemical treatment -

+ Filtration

¢ Combinations

& Sterile water delivery systems

* «Disconnect from municipal water

*Air pressure drives water from bottle

Monitoring Options

« Water testing laboratory - !

& In-office testing with self-contained kits

o Follow recommendations provided by the
manufacturer of the dental unit or
waterline treatment product for
monitoring water quality

DENTAL UNIT WATERLINES
JADA, Jan.’ 04 p.46

ALSO: ADA.org
*Dental Unit Water Quality’
+Products

«Testing services

* UB/SDM
BACTERIAL WATER CULTURES 1212009

* 1A 12,000+
1Bl 198,000
e 1C1 180,000
* 101 70,000
® 1E1 170,000

& AVG:  126,000%

*CFUs (Colony Formin:
Unltg) Y 9
Drinking Water < 500 CFUs

x UB: Self Contained Water with
Continuous Treatment
@ ICX Tablets (Adec)*

=TT
o I
« Sodium Percarbonate Pl

* N-Alkyl dimethyl benzyl
ammonium chloride

» N-Alkyl dimethy! ethylbenzyl
ammonium chloride

* Silver Nitrate

*Sterilex Ultra (Sterilex Corp.)
‘SHOCK' recommended if water
quality inadequate at start
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@ Installation of 400+ Independent
Reservoir Bottles

4 ‘Shock’ X 1-Day

@ Continuous Treatment (ICX)
@ Follow-up Testing

@ “Shock” Schedule

LATEBREAKING

y 21,2012

Patient Dies From Leglonnaires’ Disease Linked To Dental
Office

Publishod in the Fobruary 16,
2012 tssua of The Lancet s

X
* STERILEX ULTRA 3 TEST PROTOCOLS* RESULTS
B Liquid or Powder LB Daily Treatment Chemical ICX-Only
Only(ICX)-'CONTROLS® : 3 Units * Avg 19,333 cfu
B Contents: (Range 12,000-29,000)
& IL 1-Day Dsrlnrc‘lf_ Tre‘atmetnt plus 3-Day Shock
al reatmen o
* Hydrogen Peroxide Y 4 Units 0 cfu
. cmatins o m. 3-Day Shock Treatment
gglrézrﬂ:mmonlum plus yDally Treatment 1-Day Shock
+ N-Alkyl dimethyl 3 Units 0 cfu
thylbenzyl
ammonium chloride
X
SDM:Summer of 2010 LANCET: February 2012 Sterile Irrigating Solutions

u Use sterile saline or sterile
water as a coolant/irrigator
when performing surgical
procedures

u Use devices designed fof
delivery of sterile irrigati
fluids

Special Considerations

Dental handpieces and

Handling biopsy

other devices attached to specimens
akiand waterikies w Handling extracted
u Dental radiology teeth
w Aseptic technique for u Laser/electrosurgery
parenteral medications plumes or surgical
a Single-use (disposable) smoke
Devices w Dental laboratory
w Preprocedural mouth . M terium
rinses tuberculosis
w Oral surgical procedures u Creutzfeldt-Jacob
CDC Disease (CJD) and
other prion-related
diseases

Dental Handpieces and Other Devices
Attached to Air and Waterlines

-

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

+ Follow manufacturer’s instructions for
cleaning, lubrication, and sterilization

+ Do not use liquid germicides or
ethylene oxide
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Components of Devices
Permanently Attached to Air and
C Waterlines

« Do not enter patient’s mouth but
may become contaminated

¢ Use barriers and change between
uses
¢ Clean and Intermedlate—levelldlsinfect

the surface of devices if visibly
contaminated

Saliva Ejectors
¢ Previously suctioned CDC

fluids might be retracted
into the patient’s mouth
when a seal is created

¢ Do not advise patients
to close their lips tightly
around the tip of the
saliva ejector

Dental Radiology n

+ Wear gloves and other appropriate personal
pr i as Y

o Heat sterilize heat-tolerant radiographic
accessories

+ Transport and handle exposed radiographs so
that they will not become contaminated

+ Aveid of developing equip t

*

“DUAL" Recommendation for Digital Sensors
(44% failure if barriers alone)

RADIOLOGY

@ Exposed films dried with gauze or paper
towel before transport to processing area

4 Equipment protected with surface barriers
and changed for each patient

Parenteral Medications

u Definition: Medications that are
injected into the body

m Cases of disease transmission have
been reported

u Handle safely to prevent transm,
of infections (DC

Precautions for Parenteral
Medications

w |V tubings, bags, connections, ¥ =
neadlemnd |°yrlnan are single- ¥z
use, disposable

= Single dose vials

+ Do not administer to multiple
patients even if the needle on
the syringe is changed

* Do not combine leftover
contents for later use

Single-Use (Disposable) Devices
bDC

Intended for use on one patient during a
single procedure

Usually not heat-tolerant
Cannot be reliably cleaned

Examples: Syringe needles, prophylaxis
cups, and plastic orthodontic brackets

*  Preprocedural Mouth Rinses
DC

+ Antimicrobial mouth rinses prior to a dental
procedure

® Reduce number of microorganisms in aerosols/
spatter

® Decrease the number of microorganisms
introduced into the bloodstream

+ Unresolved issue-no evidence that infections are
prevented

Oral Surgical Procedures

o Present a risk for microorganisms to
enter the body

« Involve the incision, excision, or
reflection of tissue that exposes
normally sterile areas of the oral cavity

o Examples:

« Biopsy

« Perio surgery

« Implant surgery
« Apical surgery

« Surgical extractions

27



INFECTION CONTROL

Precautions for Surgical Procedures

(DcC

Sterile Sterile Surgeon’s
Irrigating Gloves
Solutions

CDC Guidelines for IC in
Dental Healthcare Settings-2003

(p29)

@ Sterile solutions (sterile saline or sterile
water) should be used as coolant/
irrigation in the performance of oral
surgical procedures........

conventional dental units cannot reliably
deliver sterile water even when equipped
with independent water reservoirs

* AquaSept
- = |
T
{ 1‘ 'ﬁ ( X
|
P

*

AQUASEPT

*

Handling Biopsy
Specimens

¢ Place blopsy in sturdy,
leakproof container

+ Avoid contaminating the
outside of the container

+ Label with a biohazard
symbol

Extracted Teeth

m Considered regulated
medical waste

* Do m?t Inclnera extracted teeth
containing amalgam

+ Clean and disinfect before sending

to lab for shade comparison

u Can be given backto
patient 0

g

AMALGAM SEPARATORS

| JADA August 2003
pp.1054-1065

Purchasing, Installing and
Operating Dental Amalgam
Separators. McManus, et al.

u JADA July 2008
PP.999-1005

Evaluating Amalgam
Separators Using an
International Standard.

Batchuy, et al.

Handling Extracted Teeth
in Educational Settings

» Remove visible blood and debris

m Maintain hydration

m Autoclave (teeth with no
amalgam)

u Use Standard Precautions
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INFECTION CONTROL

*

Laser/Electrosurgery Plumes
and Surgical Smoke

+ Destruction of tissue creates smoke
that may contain harmful by-products

¢ Infectious materials (HSV, HPV) may
contact mucous membranes of nose

¢ No evidence of HIV/HBV transmission

# Need further studies aDpc

¢ CDC has NOT made specific
recommendations

Dental Laboratory

¢ Dental prostheses, appliances, =
and items used in their making
are potential sources of
contamination

¢ Handle in a manner that 4
protects patients and DHCP a0
from exposure to ‘
microorganisms

Dental Laboratory

u Clean and disinfect prostheses and
impressions CDC

w \Wear appropriate PPE until
disinfection has been

u Clean and heat sterilize heat-
tolerant items used in the mouth ‘j ‘ﬂ
» Communicate specific informatlo( A

about disinfection procedures
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Transmission of
Mycobacterium tuberculosis

Spread by droplet nuclei (airborne)
Highly contagious

Immune system usually prevents spread
(10% infected develop TB)

= Bacteria can remain alive in the lungs for

many years (latent TB infection)

Risk of TB Transmission in
Dentistry

* liisk in dental settings is low

¢ Only one documented case of
transmission

+ Tuberculin skin test conversions among
DHP are rare

o New case report of transmission in
dental setting??

Preventing Transmission of TB
in Dental Settings

o Assess patients for history of TB ink
+ Defer elective dental treatment h"
o If patient must be treated:

© DHCP should wear N-95 face mask

© Separate patient from others/mask/
tissue

© Refer to facility with proper TB infection
control precautions

Creutzfeldt-Jakob Disease
(CJD)
and other Prion Diseases
+ A type of a fatal degenerative disease of
central nervous system
o Caused by abnormal “prion” protein
¢ Human and animal forms
¢ Long incubation period
¢ One case per million population worldwide

*

New Variant CJD (vCJD)

+ Variant CID (vCID) is the human
version of Bovine Spongiform
Encephalopathy (BSE)

+ Case reports in the UK, Italy, France,
Ireland, Hong Kong, Canada

+ One case report in the United States -
former UK resident




INFECTION CONTROL

Infection Control for Known
CJD or vCJD Dental Patients

Program Evaluation

“Systematic way to improve (infection

“Program evaluation provides an

CD control) procedures so they are useful, opportunity to identify and
- feasible, ethical, and accurate’ change inappropriate practices,
« Use single-use disposable items and equip . thereby improving the
« Consider items difficult to clean (e.g., . N c:mtrol =T effectiveness of your infection
endodontic files, broaches) as single-use L4 »
disposable . d control program.
¢ Keep instruments moist until cleaned ¢ Document work-related ilinesses
« Clean and autoclave at 134°C for 18 minutes . health cal
infections
+ Do not use flash sterilization
RESOURCES RESOURCES RESOURCES
IC BIBLES
® www.cde.gov | www.ada.org
: INFETE N " www.apic.org " www.adacatalog.o

Practical CONTROL 7
Infection Control s et S VAl ® www.osha.goy » www.aami.org
In Dentistry ‘ = www.fda.gov B www.nvsdental.

m www.dec.state.ny.us o

| www.biofilmsonline.c

om
OSAP ULTIMATE GOAL of DENTAL
INFECTION CONTROL

4 www.osap.org

4 “From Policy to
Practice-OSAP's
Guide to the
Guidelines”,

2004

“....strengthen an already admirable
record of safe dental practice”

‘ -CDC 2003
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QUESTIONS
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