Your guide to the new CDC infection control guidelines

Real world infection control

Laney Kay, JD

The new CDC infection control guidelines are here! The new CDC infection control guidelines are here! Just when you thought your life couldn’t get any more exciting…

Before we start, I know most of you have had enough of the government and its intrusion into dentistry. Between the original OSHA regulations and the whole HIPAA fiasco, I think most dentists feel that the government has “helped” enough. Every time we turn around there seems to be more regulations, more stupid rules, and more stuff we have to do. However, before you write this off as more irrelevant junk designed solely to complicate your professional life, let me say that these guidelines are actually relevant to our daily practice of dentistry.

The bad news is that, in typical government fashion, they’ve thrown out the old guidelines, which were 13 pages start to finish, and replaced it with new guidelines that total about 67 pages. The good news is that it’s really not as bad as it looks. The best news is that it’s my job to sort through all this so you don’t have to, so settle in and I’ll give you the short, sweet version.

Why Change the Recommendations?

Believe it or not, the recommendations haven’t really changed much. What these new guidelines have actually done is combine many of the new instructions and guidelines that have been released by the CDC, OSHA, and several other organizations over the past few years into one resource. Instead of having to reference separate handwashing, vaccine, needlestick, OSHA, or other guidelines, all the information is now in one place. Unfortunately, the result is that it’s detailed, repetitive, and so long that most dental professionals won’t read it.

It also contains way too much discussion. There are several sections that discuss infection control concerns we may need to address in the future. For example, there is an entire page discussing how to handle our patients with mad cow disease. The standard states that it is unclear if mad cow disease (a group of diseases known as Creutzfeldt-Jakob disease and bovine spongiform encephalopathy) can be transmitted through dental procedures. To date, the only transmissions in a medical setting have been through the use of extracted human growth hormone, after implant of contaminated corneal and dura mater grafts, and after use of contaminated electrodes in the brain. Simply autoclaving instruments may not be sufficient to kill the pathogens that cause mad cow disease. In order to be absolutely safe, you should dispose of whatever instruments you can. For the rest, soak in bleach for one hour then autoclave at 134 degrees Celsius for 18 minutes.

The first part of the new recommendations is another example of way too much information for no good reason. For years, dentists have used the premise of universal precautions as the basis for our infection control programs; in other words, we treat all blood as potentially infectious. The new recommendations discuss whether we should be using universal precautions or standard precautions. Blah, blah, blah. Forget all the complicated discussions about universal precautions versus standard precautions. Here’s an incredibly uncomplicated rule for preventing exposure to bloodborne pathogens in a dental office:  

If it is wet or it was wet, and it isn’t yours, don’t touch it, lick it, or get it on you.

Pretty simple, huh? That is basically the premise of standard precautions. By recognizing all body fluids, excretions, and secretions as potentially infectious and isolating yourself from any contact with these materials, you can prevent the transmission of disease in the dental office.

Creating a Successful Infection Control Program Using the Recommendations

The most important part of a successful infection control program is education. Dental health care workers need to be aware of potential hazards in the workplace so they can protect themselves. By understanding how the disease process works and how accidents can contribute to disease transmission, employees can recognize potentially dangerous procedures and take appropriate precautions. By now, most offices have implemented a thorough infection control program. We’ll go through the new recommendations to make sure that your program is as up to date as possible. 

Written Infection Control Program

First, make sure you have a written infection control program and that all employees are aware of it. Make sure that all new employees are trained before they actually start with any duties that may expose them to any bloodborne pathogens. After initial training, both OSHA and the new infection control recommendations require “at least annual training” on bloodborne pathogens and dental office infection control.

Employee Vaccines

Since dental health care professionals are exposed to so many different people on a daily basis, the new guidelines recommend that all employees stay current on all vaccines, including the MMR vaccine (measles/mumps/rubella) and the chicken pox vaccine. These childhood diseases can be very dangerous in adults, and are easily prevented by the vaccines, so it’s very important that employees be aware of the potential benefits of taking the vaccines. Before taking these vaccines, it is a good idea to be tested to see if you already have immunity to these diseases; if so, do not take that portion of the vaccine. Experts also recommend that dental workers take a pneumonia shot and an annual flu shot. Most people don’t realize that the flu kills an average of 36,000 people yearly and can often be avoided, or at least lessened in severity, by taking a flu shot. Don’t worry about getting the flu from the vaccine; live virus is not used.

TB Skin Test

The standard also recommends that employees get a TB skin test at the beginning of employment. There is no further recommendation for additional testing unless there has been an exposure incident or unless an employee exhibits symptoms of tuberculosis (productive cough of more than three weeks duration, night sweats, fatigue, malaise, fever, unexplained weight loss). Generally, the most important rule to remember is that you can’t safely treat someone with active tuberculosis in a dental office, so if a patient exhibits symptoms refer them immediately to a medical doctor for evaluation. If emergency care is required, it must be rendered in a hospital where respiratory precautions can be taken. Otherwise, unless your facility caters to a population with a high risk of tuberculosis (homeless people, AIDS patients, or prisoners) there are no additional precautions, training, or documentation necessary. 

If an Employee is Affected

If an employee does have a contagious disease, the new guidelines suggest that the employee should be restricted from providing patient care until the disease is gone. For example, an employee should be excluded from patient care if he or she has an active form of any of these diseases: conjunctivitis (pinkeye), Hepatitis A, herpetic whitlow (herpes on the hands/fingers), measles, mumps, rubella, chicken pox, pertussis, staph infection, tuberculosis, pneumonia, and influenza. To ensure patient safety, an employee with active Hepatitis B and HIV should consult a professional panel before performing any exposure-prone invasive procedures. The panel will consider factors such as skill, technique, and job duties before recommending which procedures the employee can perform.

Another method of protecting employees is to make sure you have policies in place in the event of an exposure incident, before an injury occurs. The kind of injuries that are generally sustained in a dental office are not the type that usually require medical testing and post-exposure drug prophylaxis to prevent AIDS and Hepatitis B and C, so it’s important to consult a knowledgeable medical professional who can evaluate a specific situation and render an intelligent opinion based on the type and severity of injury sustained.

Keeping Hands Clean

Make sure that all employees are careful to keep the skin on their hands in good condition. If an employee has problems with recurrent dermatitis, determine the cause and treat it appropriately. Although the incidence of latex allergies is higher in medical and dental professionals than in the general population, the incidence of true latex allergies is still only about 6%. Most cases of hand dermatitis are actually caused by a reaction to the harsh antibacterial soaps we use, so the first action to take is to switch to a liquid soap with lotion. These soaps work as well as the antibacterial soaps we normally use, they just don’t work as long. For the average dental, non-surgical procedure, regular soap is perfectly sufficient. Don’t use a bar soap. Oddly enough, bacteria can grow on the surface of a wet bar of soap. Don’t “top off” containers of liquid soap because bacteria can be transferred into the container. Instead, if you want to reuse the container, wait until it’s empty, wash it out, let it dry, and then refill it.

If the dermatitis persists after switching soaps, the next step is to try a low or no powder glove. If that doesn’t work, the last step is to try a non-latex glove. Fortunately, there are many options besides nitrile and poly-vinyl gloves on the market. These gloves actually feel like regular latex gloves and are comparably priced.

Over the years, employees have often asked about the efficiency of alcohol hand rubs. If the hands are already basically clean, hand rubs are extremely effective at killing germs on the surface of the skin. Unfortunately, since they are made of alcohol, they are also extremely drying. Even with added lotion or emollients, alcohol rubs may make dermatitis worse on some individuals. With both ordinary handwashing and alcohol rubs, it is important to make sure that the hands are dry before donning gloves. Wet hands can actually increase the rate of glove failure by allowing bacteria to penetrate more quickly and easily.

One other note on hand hygiene: People who wear gloves should have short, well-filed, natural nails. Most bacteria on the hands are found under and around fingernails, and artificial nails are especially good at harboring bacterial growth. Rings may also increase the possibility of transmitting bacteria, so it’s a good idea to either remove rings while wearing gloves, or at least make sure that the rings don’t tear the gloves or interfere with glove fit.

Personal Protective Equipment

Personal protective equipment must be worn any time there’s a possibility of exposure to any infectious materials. Use high-speed suction to minimize spray and spatter, and use rubber dams whenever possible to reduce the amount of exposure to fluids and aerosol. Wear masks, face shields, and eye protection, as needed, to protect the eyes, nose, and mouth from bulk contamination during procedures. Change your mask if it becomes wet, because it loses its effectiveness. Any time droplets, spray, spatter, and/or aerosol are generated during a procedure, either a long-sleeved lab jacket or an impervious gown must be worn, depending on the degree of exposure.

The new standard also addresses the fact that gloves have a high failure rate. We know that gloves must be worn whenever there may be contact with potentially infectious materials. Generally, the purpose of gloves is to prevent bulk contamination of the hand during procedures, which is generally sufficient to prevent the transmission of disease in the dental office. Here are a few basic rules. Gloves should be changed if torn and should never be washed because it greatly increases the risk of hand contamination. The longer that gloves are worn, the more likely that glove failure will occur. Some studies have shown that double gloving can significantly reduce the rate of hand contamination, especially in procedures that last longer than forty-five minutes. In general dentistry, we are interrupted so frequently that we rarely wear the same pair of gloves for an extended period of time, but these studies may be particularly relevant for oral surgeons or others who perform longer procedures.

Sterilization of Instruments and Equipment

Instruments and equipment used for patient care must be disinfected, sterilized or thrown away between patients. Any instruments that penetrate tissue or bone have the highest potential risk for infection. These are categorized as “critical” and must be heat sterilized between uses (surgical instruments, scalers, bone chisels, scalpel blades, etc.). Semicritical instruments touch soft tissue or non-intact skin, and should also be sterilized using heat whenever possible (mirrors, amalgam condensers, handpieces, any other instruments used in the mouth, etc.). Noncritical instruments contact only intact skin and pose little risk of transmission; as a result, cleaning plus disinfection is generally sufficient.

Sterilization is a multi-step procedure that must be performed carefully and correctly to ensure that all instruments are uniformly sterilized and safe for patient use. Contaminated instruments should be handled carefully to avoid accidental injury. Thick, puncture-resistant gloves should be worn during processing. Instruments should be placed on a tray or in an appropriate container for transport to the sterilization area. 

If instruments cannot be processed immediately, soak them in water, detergent, or an enzymatic cleaner. Many experts used to recommend soaking instruments in a disinfectant such as glutaraldehyde before cleaning to help reduce the level of pathogens on the instruments. This is no longer recommended. Soaking instruments in glutaraldehyde can actually cause the debris to adhere to the instruments, so soak them in water or an enzymatic cleaner instead if they can’t be cleaned immediately. When removing them from an ultrasonic cleaner or a soaking solution, use a basket and forceps.

Before sterilizing, all debris should be removed from the instruments. Instruments can be hand-scrubbed using a long-handled brush, but the best method to clean instruments is by automatic means such as ultrasonic cleaners or washer-disinfectors, which are basically expensive, dental-specific dishwashers. Several people have asked whether an ordinary dishwasher can be used to clean and disinfect instruments. Although it’s generally not recommended because they don’t have the same strict controls as washer-disinfectors, a study published in the June 2000 Journal of Hospital Infection found that ordinary dishwashers were a suitable means of cleaning and disinfecting medical instruments. At the very least, ordinary dishwashers should be sufficient to clean, if not completely disinfect, instruments. Just keep in mind that the level of disinfection is unknown, so make sure that personal protective equipment is worn while handling the instruments during the remainder of the instrument processing procedure.

Instruments should be wrapped or bagged, and a chemical indicator should be placed on the inside and outside of the package to ensure that the instruments reach the correct heat. Allow instruments to cool in the sterilizer before handling; hot packs can actually absorb moisture and bacteria from hands into the pack, which compromises sterility. The CDC also recommends that each packet be dated so that instruments can be easily traced and reprocessed in the event of a spore test failure. Once processed, instruments should remain wrapped and stored in closed or covered cabinets in order to maintain sterility. So long as the packs are intact and dry, the instruments should remain sterile indefinitely. 

Instruments can be sterilized using dry heat sterilizers, chemi-claves, or steam autoclaves. All sterilizers should be tested at least weekly using biological spore tests and the results should be recorded and the records retained. In the event of a spore test failure, immediately repeat the test and stop using the sterilizer. If the second test fails, have the sterilizer fixed and retest it before returning it to service. In the meantime, retrieve the instruments sterilized in the defective sterilizer and repackage and reprocess them, especially any implantable devices.

The good news is that any disease transmission from these improperly sterilized instruments is very unlikely, especially if using steam sterilization. Steam sterilization raises the temperature so significantly that, even if the spore test fails, it is still likely that all the pathogens that we worry about have been killed because most viruses are very susceptible to heat.

Cleaning Operatory Surfaces

Environmental surfaces in the operatories must be kept clean in order to avoid transmission of disease. Barriers should be used whenever possible to avoid contamination of surfaces; if not possible, surfaces must be cleaned and disinfected using a hospital-approved disinfectant. Carpeting is much more difficult to clean than hard flooring. As a result, it is not recommended that carpeting be used in operatories. 

Disposal of Medical Waste

Regulated medical waste must be disposed of properly to reduce the risk of disease transmission. Examples of regulated medical waste are sharps, solid waste soaked or saturated with blood or saliva, extracted teeth, and surgically removed tissue. Any containers of suctioned fluids or other liquid waste can be disposed of down the sink. Extracted teeth should be disposed of in sharps containers; however, they can be returned to the patient on request. Extracted teeth containing amalgam should not be placed in a container that uses incineration for final disposal.

Impression and Lab Materials

Impressions and bite registrations should be disinfected before transporting them to the lab. Consult the manufacturer of your impression material to determine the best method of decontamination. All instruments used in the lab, such as polishing points, rag wheels, knives, and burs, should be disinfected or sterilized between uses.

Dental Waterlines and Suction Lines

Although no outbreaks of disease have ever been attributed to dental office waterlines, we still need to maintain at least drinking water quality in our waterlines. Simply flushing lines between patients and in the morning is generally not sufficient to maintain adequate water quality. Waterlines can be chemically treated, filters can be inserted in the lines, or self-contained water systems can all be used, by themselves or in combination, to ensure that the water we use on our patients is not a potential source of infection. Self-contained sterile water sources should be used during surgical procedures. Testing kits should be used periodically to monitor water quality.

New dental units have purge buttons that allow either rapid flushing of chemicals through lines, or allow all of the water to be removed from the lines so biofilms cannot grow. If you are purchasing new equipment, make sure you get a unit that has this feature because testing and maintenance is unnecessary so long as you use bacteria-free water and follow the manufacturer’s recommendations about waterline maintenance.

Also be careful with suction lines. Studies have shown that suctions can back up when a patient closes his or her lips around a suction tip or if the suction tubing is held at a level higher than the patient’s mouth. No incidences of disease transmission have ever been reported, but it’s important to be aware that backflow could occur.

X-rays and Contamination

Cross contamination can also occur while dealing with x-rays. If film barrier pouches are used, so long as you carefully open the pouch and drop the film onto an uncontaminated surface, there is very little risk of cross-contamination. If barrier pouches are not used, establish procedures that minimize exposure and the likelihood of cross-contamination while handling the film and touching the processor.

Intraoral Equipment

For intraoral cameras, electronic periodontal probes, digital x-rays, lasers, and other electronic equipment that enters a patient’s mouth, if the equipment cannot be heat sterilized, barriers are the best option whenever possible. After barrier removal, the device should be cleaned and disinfected between patients. For digital x-ray sensors, one study found that the plastic barriers used had a 44% failure rate; finger cots in addition to these barriers had only a 6% failure rate.

Also be aware that dental lasers may pose a risk of infection. When the laser superheats oral tissues, it produces a plume of smoke that may contain viruses and tissue debris. It is unclear whether the amount and form of debris may cause any risk of disease transmission, but be aware that personal protective equipment must be worn and some sort of filtration system may be required in the future.

Intravenous Materials

Intravenous fluids and other single use medications should not be used on more than one patient, even if the needle is changed. Multidose vials should be substituted with single

dose vials whenever possible to reduce the possibility of cross-contamination. Disposable devices should not be reused.

Patient Mouthrinses

Before beginning a procedure, have the patient use an antimicrobial mouth rinse to reduce the amount of oral pathogens. By reducing the amount of oral pathogens, there will be fewer microorganisms generated in aerosol, spray, and spatter and possibly less introduced into the patient’s bloodstream. Although there is no scientific evidence showing that it reduces the risk of disease transmission or lessens the likelihood of bacteremia, it obviously can’t hurt, and it might help, so we should do it.

Conclusion

That’s about it. Are your eyes glazed over? I told you it wouldn’t be too bad. Most of this stuff is pretty familiar, and the majority of this information is just a review with a little updating. Remember, the goal of all this information is to make our environment as safe as possible. Knowledge makes us safer, and now you have knowledge up to your eyeballs! Good luck.
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