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The Office of Infection Control and Environmental Safety prepared this manual in consultation
with the faculty and student body of the New Jersey Dental School. It received approval for
immediate implementation by the Executive Council at its June 19, 1991 meeting. The infection
control concepts presented herein are consistent with the guidelines established by the University
of Medicine & Dentistry’s Bloodborne Pathogen Standard, as well as guidelines published by the
Centers for Disease Control and Prevention (CDC), the American Association of Dental Schools
and the American Dental Association. The university and/or dental school administrations will
make changes when appropriate in response to new and accepted scientific information and/or
recommendations.
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Section I: Introduction

The need for an effective infection control program has always been an essential and integral
part of the dental practice. Over the years, dentistry, with rare documented exceptions, has been
successful in limiting the transmission of infectious diseases during patient treatment.
Exceptions have involved the transmission of hepatitis B virus (HBV) and herpes simplex virus
(HSV) between practitioners and patients during dental treatment.

Unfortunately, early reports of occurrences of disease transmission between dentists and patients
were not taken seriously and were treated by the profession as isolated incidences. However,
when acquired immunodeficiency syndrome (AIDS) was identified as an infectious disease,
health care providers involved with close patient contact began to review and re-evaluate the
precautions taken to prevent the accidental transmission of disease during patient care. The
HIV/AIDS epidemic precipitated rethinking the methodology and importance of protective
precautions. In 1983, the Centers for Disease Control (CDC) made the first recommendations
for the prevention of exposure to blood and body fluids using universal precautions.

An effective infection control policy requires the cooperation of the faculty, students and staff of
the New Jersey Dental School. In order for this to be achieved education, demonstration,
monitoring and evaluation must take place, with the faculty and staff of the Office of
Environmental Safety of NJDS taking the primary responsibility for infection control in the
clinical areas. Students, who are the primary providers of care, will have their actions monitored
regularly to determine whether or not infection control procedures have been followed and if
they are effective.

Dental school clinics by nature have problems not encountered in other clinical settings or in
private practice dentistry. At NJDS, there are over 500 providers of patient care. Since it is
impractical to effectively supervise such a large group continuously, the success or failure of the
infection control program ultimately rests with each individual student, faculty and staff person.
However, since the student is usually the primary care provider, the level and effectiveness of the
infection control program will be determined by student acceptance of the importance of
infection control practices and compliance with established guidelines.

Section II: Mission

The Office and Infection Control and Environmental Safety is dedicated to the promotion of a
healthy and safe environment by preventing the transmission of infectious agents between our
faculty, staff, students and patients. This will be accomplished in an efficient and cost effective
manner by a continual assessment and modification of our services based on regulations,
standards, scientific studies, internal evaluations and guidelines.

Section I1I: General Policy Provisions

A. The New Jersey Dental School subscribes to the policy statement adopted by the
American Association of Dental Schools in March 1991, which stated that “Chief
administrative officers of dental education institutions must establish and enforce written
pre-clinical, clinical, and laboratory protocols to ensure adequate asepsis, infection and
hazard control, and hazardous-waste disposal. These protocols should be consistent with
current federal, state, and/or local guidelines, and must be provided to all faculty,
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students and appropriate support staff. To protect faculty, students, staff and patients
from the possibility of cross-contamination and infection asepsis procedures must include
policies requiring the availability and use of gloves, masks, and protective eye wear by
faculty, staff, and students in clinical situations and where appropriate, in pre-clinical
situations.”

B. All employed persons and enrolled students of the New Jersey Dental School, who are
engaged in or may become engaged in patient care activities, shall be treated in a manner
and shall conduct him or herself in accordance with the University of Medicine &
Dentistry of New Jersey Policy on the Management of Occupational/Educational
Exposures to HIV, HBV and HCV (00-01-40-40:10) issued on October 18, 2002,
included as Appendix A of the New Jersey Dental School’s Bloodborne Pathogens
Exposure Control Plan.

C. All dental personnel are ethically obligated to provide patient care with compassion and
respect for human dignity. No dental personnel may ethically refuse to provide dental
care solely on the basis of a patient’s infectious disease status, specifically the human
immunodeficiency virus (HIV) or hepatitis B infection (HBV).

D. All research personnel and clinical laboratory supervisors shall recognize their
responsibility for implementing University guidelines to protect laboratory workers from
hazards incumbent in handling human blood, secretions, specimens, tissues and materials
contaminated with blood or other body secretions.

E. Hepatitis B, hepatitis C, or HIV/AIDS testing cannot be required for anyone except in the
event of an exposure incident. For patients whose medical signs or symptoms are
consistent with hepatitis B, hepatitis C, HIV/AIDS, or other infectious disease, with or
without associated medical history, the appropriate referral for medical consultation and
follow-up should be made.

F. The results of such testing and related diagnosis will remain confidential. It is the
responsibility of each UMDNJ employee or student who has access to this information to
ensure its confidentiality in accordance with University Policy and HIPAA guidelines.

G. The notification of patients who have been treated by faculty, staff or students who have
tested seropositive for HIV/AIDS or who have been diagnosed with HIV infection,
AIDS, HBV or other infectious disease, shall be conducted in accordance with the
University Policy issued on October 18, 2002 and found in Appendix A of the New
Jersey Dental School’s Bloodborne Pathogens Exposure Control Plan.

H. NIDS will carefully observe the infection control guidelines published by the Centers for
Disease Control and Prevention, for preventing the possible transmission of infectious
diseases.

I. The Office of Infection Control and Environmental Safety, in conjunction with the

Environmental Safety Committee and the Office For Clinical Affairs will be responsible
for conducting annual evaluations for compliance with the Infection Control Manual.
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Section IV: Goals and Objectives

The goals of the of the NJDS Infection Control Program are to:

a) Protect the health of all patients and dental health-care personnel (DHCP);

b) To comply with applicable federal, state, and local regulations governing
infection control, job safety, and management of regulated medical waste; and

c) To prevent transmission of disease during dental treatment by using the concept
of universal precautions.

The objectives of the NJDS Infection Control Program are to:

T ommUOow»

First protect yourself from occupationally acquired infections.

Reduce the number of cross infecting pathogens.

Break the chain of infection.

Apply standard precautions.

Treat every patient as if they potentially infectious for any bloodborne disease.

Protect patients from cross contamination.

Protect dental professionals from liability from negligence and/or non-compliance with
federal, state and local guidelines/guidelines.

Requiring current immunization against hepatitis B and other appropriate diseases for all
clinical personnel as deemed necessary by national standards of infection control. At the
New Jersey Dental School, current immunizations include hepatitis B, measles, mumps
and rubella (MMR), varicella, tetanus and influenza. In addition, dental health care
workers should undergo annual tuberculin skin testing.

Students and staff in the application of these principles will use education and training in
the principles and practices of infection control in dentistry to stimulate compliance.

Preventing parenteral, mucous membrane and non-intact skin exposures of patients and
dental health care workers to blood and other body fluids visibly containing blood.

Controlling contamination of items and personnel in clinical environments by consistent
use of aseptic techniques, including the use of barrier techniques.

Confining the spread of contamination by utilizing the treatment focus area concept
supplemented by aseptic technique.

. Using, fully feasible, intrinsically safe substances, procedures, or devices as primary

methods to reduce workers exposures to harmful substances.
Monitor compliance by care providers with each aspect of the infection control program.

Require the development of safe and effective work habits in the pre-clinical laboratory
so that proper training in the classroom will enhance student performance in the clinic.
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Section V: Policy Statement

The infection control policies set forth by the New Jersey Dental School comply with the current
guidelines and/or standard established by:

University of Medicine and Dentistry of New Jersey (UMDNJ)
Centers for Disease Control and Prevention (CDC)

American Dental Association (ADA)

American Dental Education Association (ADEA)
Occupational Safety and Health Administration (OSHA)

NJ Public Employees Occupation Safety & Health (PEOSH)
Environmental Protection Agency (EPA)

US Department of Health and Human Services (USDHHS)

TommON®

Section VI: Standard Precautions

Dental patients and DHCP can be exposed to pathogenic microorganisms including
cytomegalovirus (CMV), HBV, HCV, herpes simplex virus types 1 and 2, HIV, Mycobacterium
tuberculosis, staphylococci, streptococci, and other viruses and bacteria that colonize or infect
the oral cavity and respiratory tract. These organisms can be transmitted in dental settings
through 1) direct contact with blood, oral fluids, or other patient materials; 2) indirect contact
with contaminated objects (e.g., instruments, equipment, or environmental surfaces); 3) contact
of conjunctival, nasal, or oral mucosa with droplets (e.g., spatter) containing microorganisms
generated from an infected person and propelled a short distance (e.g., by coughing, sneezing, or
talking); and 4) inhalation of airborne microorganisms that can remain suspended in the air for
long periods.

Infection through any of these routes requires that all of the following conditions be present: a
pathogenic organism of sufficient virulence and in adequate numbers to cause disease; a
reservoir or source that allows the pathogen to survive and multiply (e.g., blood); a mode of
transmission from the source to the host; a portal of entry through which the pathogen can enter
the host; and a susceptible host (i.e., one who is not immune). Occurrence of these events
provides the chain of infection. Effective infection-control strategies prevent disease
transmission by interrupting one or more links in the chain.

Standard precautions integrate and expand the elements of universal precautions into a standard
of care designed to protect HCP and patients from pathogens that can be spread by blood or any
other body fluid, excretion, or secretion. Standard precautions apply to contact with 1) blood; 2)
all body fluids, secretions, and excretions (except sweat), regardless of whether they contain
blood; 3) non-intact skin; and 4) mucous membranes. Saliva has always been considered a
potentially infectious material in dental infection control; thus, no operational difference exists in
clinical dental practice between universal precautions and standard precautions.

In addition to standard precautions, other measures (e.g., expanded or transmission-based
precautions) might be necessary to prevent potential spread of certain diseases (e.g., TB,
influenza, and varicella) that are transmitted through airborne, droplet, or contact transmission
(e.g., sneezing, coughing, and contact with skin). When acutely ill with these diseases, patients
do not usually seek routine dental outpatient care. Nonetheless, a general understanding of
precautions for diseases transmitted by all routes is critical because 1) some DHCP are hospital-
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based or work part-time in hospital settings; 2) patients infected with these diseases might seek
urgent treatment at outpatient dental offices; and 3) DHCP might become infected with these
diseases. Necessary transmission-based precautions might include patient placement (e.g.,
isolation), adequate room ventilation, respiratory protection (e.g., N-95 masks) for DHCP, or
postponement of non-emergency dental procedures.

Section VII: Pre-Enrollment/Pre-Employment Immunizations

OSHA, through the implementation of the bloodborne pathogen standard, requires immunization
against hepatitis B for all faculty, staff and students who are at risk for occupational exposure to
blood and other potentially infectious materials. It is also recommended that all students and
clinical personnel be vaccinated against measles, mumps, and rubella (MMR), DPT, polio,
varicella, and influenza if they are not already immune. Tuberculin skin testing is recommended
on an annual basis, once initial skin testing has been performed.

Immunizations required by UMDNJ-NJDS can be obtained through Occupational Medicine
Services and Student Health Services. Occupational Medicine Service is located in Suite GA-
167 in the Stanley S. Bergen Building; their phone number is 973-972-2900. Student Health
Services is located in the Doctor’s Office Complex, room 1750; their phone number is 973-972-
8219.

Please call either office for an appointment or for additional information.
Section VIII: Needlestick and Puncture Wound Precautions

The dental practitioner and staff are continuously exposed to potential percutaneous injury by
beveled tubular needles or sharp hand instruments that have been contaminated by blood or
saliva. This danger cannot be eliminated, but adherence to the following recommendations will
limit the occurrence of injury.

A. Never recap a needle by moving the needle toward another body part, especially

the other hand. The one-handed scoop method should be used.

Never recap a needle by a cooperative effort between two people

Transfer double-ended instruments as close to the handle center as possible.

Never break or bend a used hypodermic needle by hand.

Use a needlestick shield or an approved capping device whenever possible.

Do not use a hemostat when recapping needles.

Do place needles and expended sharps into the puncture resistant containers

located at each unit. The anesthetic cartridges should also be discarded into these

containers.

H. Do use special care when exchanging or transferring instruments during and
following patient treatment.

O@mmoAOw

NOTE: Regardless of the extent and type of precautions taken, percutaneous injury
will occasionally occur. When an injury does occur, the injured recipient must initiate and
follow the Percutaneous Injury Protocol.

OSHA has recommended the use of rigid containers for the disposal of potentially infectious
single use sharp items such as needles, cartridges and other sharp-edged devices. OSHA rules
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direct that the disposal unit be placed as close to the treatment area as practical and that clean-up
procedures minimize the handling and transport of blood contaminated disposables. To comply
with this regulation, the NJDS has installed an EPA-approved sharps container at each dental
unit. The management of needles, cartridges and other sharp-edged devices should comply with
the following recommendations:

A. Use of the Anesthetic Syringe: The anesthetic syringe is dispensed in the IMS cassette.

To arm the syringe, pull back on the plunger and insert the cartridge into the barrel with
the aluminum covered tip pointed downward, jolt the plunger on the free end by
striking force-fully with the heel of the hand. This will seat the harpoon end of the
plunger into the moveable rubber seal. Remove the short side of the needle cover and
place the exposed portion of the needle into the center opening in the needle holder
adapter. Tighten the needle onto the adapter by rotating clockwise while applying
pressure toward the carpule. When the needle is fully engaged, break the seal on the
larger portion of the needle cover and depress the plunger to insure that the needle,
cartridge and plunger are properly aligned and functioning. The syringe is not armed.
(The use of the anesthetic syringe is better discussed in a pain control session and will
not be discussed here. However, the resheathing of the exposed needle after it is used
creates a potential risk to the DHCW. For these reasons the recommended precautions
for recovering the exposed needle will be described here.)

The basic rule that will eliminate needlestick injury is: "never move the exposed needle
tip toward an unprotected body part."

This sounds very simple but it is complicated by distractions and altered movements
that occur during patient treatment. There are two procedures recognized to give
adequate safety during the recovering procedures: (a) the scoop method and (b) the
needle cover holder method.
a) The scoop method is to simply leave the cover on a flat surface; insert the
needle into the opened end; and lift up so that the cover will fall into place
over the needle. Grasp the cover near its opened end with the thumb and
index finger of the free hand and press the cover into its tight interlocking
position. This can also be accomplished by scooping the cover onto the
needle and pressing against the end side until the cover is tight in position.
The scoop method may sound simple but it is sometimes difficult to execute.

b) The needle cover holder method requires that the cover be placed into a
holding device that will either protect the hand that holds the device or the
hand at risk will be distanced from the cover.

B. Return of the Anesthetic Syringe: After completion of patient treatment, the syringe
must be disarmed, the single use items discarded, and the syringe, replaced into the
IMS cassette.

To disarm the syringe stand close to the sharps container while pulling back on the
plunger. Remove the cartridge from the barrel. Drop the cartridge into the hard
container. Use the hemostat to grasp the plastic neck of the needle just below the metal
needle adapter of the syringe. Twist the needle counter clockwise and remove from the
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syringe. BE CERTAIN THAT THE NEEDLE ADAPTER (HUB) OF THE
SYRINGE REMAINS IN PLACE. Drop the needle with its cover into the sharps
container. Discard everything that remains in the boat except for the syringe and the
hemostat. Return to the dispensary.

C. Disposal of Single Use Sharp-edge Devices: All sharp-edge devices contaminated
during patient treatment must be discarded into the sharps container so that patients,
dental assistants and housekeeping staff are protected from inadvertent or negligent
percutaneous injury. Restorative matrix bands, stainless steel crowns, pre-formed
bands, copper bands, full-crown matrices, precast posts, burs, orthodontic wires and
other similar devices that are contaminated by blood and/or saliva when they are tried
in the mouth should never be returned directly to the dispensing box. Broken
instruments should be returned to the dispensary for replacement. The contaminated
item must be at least intermediate-level disinfected and returned to the dispensary for
sterilization. Transfer of any of these items for try-in or use on another patient
without proper cleaning and disinfection is potentially hazardous to the health of
the second patient.

D. Any sharp items that are small and delicate and become spent during extended use must
be discarded into the sharps container. They are never to be dispose
E. d of into the regular waste stream.

F. Disposal of Irrigation Syringes: These are plastic disposable syringes that are used
during endodontic treatment. The irrigating solution that remains in the barrel should
be expressed into the sink and the entire unit, with needle intact, dropped into the
sharps container.

G. Maintenance of the Sharps Container: The following recommendations should be
followed when the sharps containers are used:

a) Never place water or any other liquid into the container. Micro-organisms
cannot grow in the absence of water, or other moisture.

b) Never place cotton rolls, gauze sponges, paper products, or any non-sharp
items into the sharps container.

c) Be certain that the metal needle adapter that is part of the anesthetic
syringe is not inadvertently removed and discarded with the needle.

d) Notify the group dental assistant when the sharps container is at the full
line. Housekeeping will be notified to replace the full container with an
empty one.

e) If it becomes necessary, inform patients or visitors not to touch or
manipulate the sharps containers. Failure to comply with your request
should be reported to the supervising faculty or Group Practice
Administrator.
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NOTE: Only housekeeping staff is permitted to remove a sharps container from the
mounting brackets. Disposal of the sharps container will comply with housekeeping
regulations for regulated medical waste disposal.

Section IX: Post-Exposure Management

Avoiding occupational blood exposures is the primary way to prevent transmission of hepatitis B
virus (HBV), hepatitis C virus (HCV), and human immunodeficiency virus (HIV) in health-care
settings. However, hepatitis B immunization and postexposure management are integral
components of a complete program to prevent infection following bloodborne pathogen exposure
and are important elements of workplace safety.

An exposure that might place HCP at risk for HBV, HCV, or HIV infection is defined as a
percutaneous injury (e.g., a needlestick or cut with a sharp object) or contact of mucous
membrane or nonintact skin (e.g., exposed skin that is chapped, abraded, or afflicted with
dermatitis) with blood, tissue, or other body fluids that are potentially infectious. The risk for
transmission of HBV, HCV, and HIV infection from these fluids is unknown; the potential risk
to HCP from occupational exposures has not been assessed by epidemiologic studies in health-
care settings. Feces, nasal secretions, saliva, sputum, sweat, tears, urine, and vomitus are not
considered potentially infectious unless they contain blood. The risk for transmission of HBV,
HCV, and HIV infection from these fluids and materials is extremely low. Any direct contact
(i.e., contact without barrier protection) to concentrated virus in a research laboratory or
production facility is considered an exposure that requires clinical evaluation. For human bites,
the clinical evaluation must include the possibility that both the person bitten and the person who
inflicted the bite were exposed to bloodborne pathogens; transmission of HBV or HIV infection
by this route has rarely been recorded.

HBYV infection is a well-recognized occupational risk for HCP. The risk of HBV infection is
primarily related to the degree of contact with blood in the work place and also to the hepatitis B
e antigen (HBeAg) status of the source person. In studies of HCP who sustained injuries from
needles contaminated with blood containing HBV, the risk of developing clinical hepatitis if the
blood was both hepatitis B surface antigen (HBsAg)-and HBeAg-positive was 22%—31%; the
risk of developing serologic evidence of HBV infection was 37%—62%. By comparison, the risk
of developing clinical hepatitis from a needle contaminated with HBsAg-positive, HBeAg-
negative blood was 1%—6%, and the risk of developing serologic evidence of HBV infection,
23%—-37%.

Although percutaneous injuries are among the most efficient modes of HBV transmission, these
exposures probably account for only a minority of HBV infections among HCP. In several
investigations of nosocomial hepatitis B outbreaks, most infected HCP could not recall an overt
percutaneous injury, although in some studies, up to one third of infected HCP recalled caring
for a patient who was HBsAg-positive. In addition, HBV has been demonstrated to survive in
dried blood at room temperature on environmental surfaces for at least 1 week. Thus, HBV
infections that occur in HCP with no history of nonoccupational exposure or occupational
percutaneous injury might have resulted from direct or indirect blood or body fluid exposures
that inoculated HBV into cutaneous scratches, abrasions, burns, other lesions, or on mucosal
surfaces. The potential for HBV transmission through contact with environmental surfaces has
been demonstrated in investigations of HBV outbreaks among patients and staff of hemodialysis
units.
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Blood contains the highest HBV titers of all body fluids and is the most important vehicle of
transmission in the health-care setting. HBsAg is also found in several other body fluids,
including breast milk, bile, cerebrospinal fluid, feces, nasopharyngeal washings, saliva, semen,
sweat, and synovial fluid. However, the concentration of HBsAg in body fluids can be 100—
1000—fold higher than the concentration of infectious HBV particles. Therefore, most body
fluids are not efficient vehicles of transmission because they contain low quantities of infectious
HBYV, despite the presence of HBsAg. In serologic studies conducted in the United States during
the 1970s, HCP had a prevalence of HBV infection approximately 10 times higher than the
general population. Because of the high risk of HBV infection among HCP, routine pre-
exposure vaccination of HCP against hepatitis B and the use of standard precautions to prevent
exposure to blood and other potentially infectious body fluids have been recommended since the
early 1980s. Regulations issued by the Occupational Safety and Health Administration (OSHA)
have increased compliance with these recommendations. Since the implementation of these
recommendations, a sharp decline has occurred in the incidence of HBV infection among HCP.

HCV is not transmitted efficiently through occupational exposures to blood. The average
incidence of anti-HCV seroconversion after accidental percutaneous exposure from an HCV-
positive source is 1.8% (range: 0%—7%), with one study indicating that transmission occurred
only from hollow-bore needles compared with other sharps Transmission rarely occurs from
mucous membrane exposures to blood, and no transmission in HCP has been documented from
intact or nonintact skin exposures to blood. Data are limited on survival of HCV in the
environment. In contrast to HBV, the epidemiologic data for HCV suggest that environmental
contamination with blood containing HCV is not a significant risk for transmission in the health-
care setting with the possible exception of the hemodialysis setting where HCV transmission
related to environmental contamination and poor infection-control practices have been
implicated. The risk for transmission from exposure to fluids or tissues other than HCV-infected
blood also has not been quantified but is expected to be low.

In prospective studies of HCP, the average risk of HIV transmission after a percutaneous
exposure to HIV-infected blood has been estimated to be approximately 0.3% (95% confidence
interval [CI] = 0.2%—-0.5%) and after a mucous membrane exposure approximately 0.09% (95%
CI = 0.006%—0.5%). Although episodes of HIV transmission after nonintact skin exposure have
been documented, the average risk for transmission by this route has not been precisely
quantified but is estimated to be less than the risk for mucous membrane exposures. The risk for
transmission after exposure to fluids or tissues other than HIV-infected blood also has not been
quantified but is probably considerably lower than for blood exposures. As of June 2000, CDC
had received voluntary reports of 56 U.S. HCP with documented HIV seroconversion temporally
associated with an occupational HIV exposure. An additional 138 episodes in HCP are
considered possible occupational HIV transmissions. These workers had a history of
occupational exposure to blood, other infectious body fluids, or laboratory solutions containing
HIV, and no other risk for HIV infection was identified, but HIV seroconversion after a specific
exposure was not documented. Epidemiologic and laboratory studies suggest that several factors
might affect the risk of HIV transmission after an occupational exposure. In a retrospective case-
control study of HCP who had percutaneous exposure to HIV, the risk for HIV infection was
found to be increased with exposure to a larger quantity of blood from the source person as
indicated by a) a device visibly contaminated with the patient’s blood, b) a procedure that
involved a needle being placed directly in a vein or artery, or ¢) a deep injury. The risk also was
increased for exposure to blood from source persons with terminal illness, possibly reflecting
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either the higher titer of HIV in blood late in the course of AIDS or other factors (e.g., the
presence of syncytia-inducing strains of HIV).

Section X: Incident Reporting and Post-Exposure Follow—up

A. Treatment of Exposure Site

Wounds and skin sites that have been in contact with blood or body fluids should be washed with
soap and water; mucous membranes should be flushed with water. No evidence exists that using
antiseptics for wound care or expressing fluid by squeezing the wound further reduces the risk of
bloodborne pathogen transmission; however, the use of antiseptics is not contraindicated. The
application of caustic agents (e.g., bleach) or the injection of antiseptics or disinfectants into the
wound is not recommended.

B. Exposure Reporting, Post-Exposure and Follow-up

If you experience a sharp injury while performing a patient procedure or are exposed to a
contaminated instrument during post-procedural clean-up, the following should occur:

Stop patient treatment,

Excuse yourself from the patient,

Report to your Group Practice Administrator or the faculty member that you were
working,

Bring the patient’s chart with you,

You will then go to Clinical Affairs where you will complete an incident form, which
will include:

a)
b)

c)

d)
e)

2

1)
2)
3)

4)

5)

6)

7)

Your name and personal information,

Date and time of the incident,

Details of the procedure being performed, including where and how the
exposure incident; if related to a sharp device, the type and brand of device
and how and when in the course of handling the device the exposure occurred;
Details of the procedure being performed, including where and how the
exposure occurred;

Details of the exposure, including the type and amount of fluid or material and
the severity of the exposure (e.g., for a percutaneous exposure, depth of injury
and whether fluid was injected; for a skin or mucous membrane exposure, the
estimated volume of material and the condition of the skin [e.g., chapped,
abraded, intact]);

Details about the exposure source (e.g., whether the source material contained
HBV, HCV, or HIV; if the source is HIV-infected, the stage of disease,
history of antiretroviral therapy, viral load, and antiretroviral resistance
information, if known); and

Details about the exposed person (e.g., hepatitis B vaccination and vaccine-
response status).

After completing the Incident Report in Clinical Affairs, you will be sent to
Student Health Services in the DOC, with a copy of the Incident Report.
Student Health Services will:

1)
2)
3)
4)
5)

Complete a PEBBP (Post-Exposure Bloodborne Pathogens) intake form,
Check your immunization records,

Give a Td (Tetanus/Diphtheria) booster if indicated,

Perform bloodwork,

Obtain consent for HIV testing,
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h)

6) Perform baseline lab work
1. Urine sample, if female and pregnancy test;
7) If chemoprophylaxis is indicated, you will be given a one-day supply to be
taken within 2 hours of the incident,
8) You will be given a prescription for a 30-day supply of medication, to be
filled in the Hospital Pharmacy (UH B-134), to be filled one week at a time,
9) You will be required to follow-up with Student Health Services
1. In 1-2 days for lab results;
2. In 2 weeks with chemoprophylaxis; or
3. In 5 weeks without chemoprophylaxis.
10) You will be required to follow-up with Student Health Services at the
following intervals for bloodwork if you are placed on chemoprophylaxis:

1. 2 weeks,

2. 4 weeks,

3. 6 weeks,

4. 3 months,

5. 6 months, and
6. 12 months.

11) If you are not placed on chemoprophylaxis, you will need to follow-up with
Student Health Services at the following intervals:

1. 6 weeks,

2. 3 months,

3. 6 months, and
4. 12 months.

Clinical Affairs will follow-up with the patient involved with the incident and

order their bloodwork.

1) A copy of the patient’s bloodwork results will be provided to you and to
Student Health Services.

Faculty and staff will follow the same procedure, except that they will take their

Incident Report to Occupational Medicine Services in the SSB.

Section XI: Personal Hygiene

Personal hygiene is an essential part of any infection control program and must be adhered to by
all faculty, staff and students who have clinical duties and/or come into contact with blood, body
fluids, and tissues.

Particular attention must be paid to the hair, facial hair, hands, and skin. Studies have proven
that the hair and nails harbor higher levels of bacteria than the skin. Why, because they are not
cleaned after each patient encounter, thus leaving residual contamination. Jewelry should be
removed for the same reasons.

A. Hair: hair should be cleared away from the face to prevent contamination from spray or
spatter produced during dental procedures.

B. Facial hair: Males students are to be clean shaven.

C. Jewelry: Rings and decorative nail jewelry can male donning gloves more
difficult and cause gloves to tear more readily thus, jewelry should not
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interfere with glove use (e.g., impair ability to wear the correct-sized glove
or alter glove integrity). Any jewelry that interferes with patient care should
not be worn in the clinic.

D. Nails: Nails must be maintained in a short, clean, and healthy fashion. The rationale for
this policy is that the subungual region of the nail harbors the majority of
microorganisms on the hand. Removing debris from the fingernails requires vigorous
brushing and running water; additional effort is necessary for longer fingernails. In
addition, long fingernails may scratch or gouge the patient during the provision of
dental treatment. Artificial nails should not be worn within the patient treatment area.
In addition, cracked or chipped nail polish is not allowed to be worn in the clinic.

E. Dental health care workers with injured or cracked skin, erosions, eczema, weeping
dermatitis on the hands should exercise caution when cleaning the hands and skin areas.
The use of mild soaps and lotion will help resolve these problems. In addition, a
change in glove products may be necessary.

Section XII: Handwashing and Hand Hygiene

According to the CDC, handwashing is the single most important means of preventing the spread
of infection in the health care setting. An effective procedure will prevent many infections that
are acquired from the transmission of organisms on the hands. The use of lukewarm water to
clean the hands is effective in preventing the cornstarch used in most gloves from penetrating the
skin.

Frequent washing of the hands may result in drying and cracking of the skin. Use of lukewarm
water can help reduce the loss of oils from the skin and lessen the exposure of open pores of the
skin from glove powder. In addition, lukewarm water minimizes the shedding of
microorganisms from the subsurface layers of the skin. An antimicrobial handwash should be
used to provide a residual antimicrobial effect under gloves. This residual effect on the skin has
a long lasting antimicrobial effect on the skin that improves with use that is more frequent.
Heavy stain and/or debris should be removed from the skin and under the nails either the night
before or early morning of the day of patient treatment. This will lessen injury to the skin just
prior to patient contact.

The CDC, OSHA, ADA, and AADS have made handwashing recommendations as well as
guidelines being established by the Professionals in Infection Control (APIC). All of these
organizations agree that handwashing between patients is of the utmost necessity, with the
purpose of removing microbial contamination acquired during recent patient contact or contact
with contaminated objects. With the increased stress on the importance of handwashing, the lack
of or improper handwashing still contributes significantly to disease transmission. Therefore, it
is mandatory that the following guidelines regarding handwashing be followed at the New Jersey
Dental School:

Hands should be washed at the following times:

A. At the beginning if the day,
B. When hands are visibly soiled,
C. Before and after contact with all patients,
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D. Before and after contact with mucous membranes, blood or body fluids,
secretions, or excretion, from a human, living or dead,

After contact with inanimate sources likely to have become contaminated
during patient treatment,

Between patient contacts,

Before donning gloves,

After glove removal.

Before leaving the operatory,

Before and after utilizing the rest rooms, and

At the end of the day.

=
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Multiple washings for short periods of time are more effective than a single wash for a long
period. The 15-second wash is recommended for routine patient treatment (surgical procedures
may require a six minute scrub). Ungloved hands must be washed before and after patient
treatment, or when ever they become contaminated.

The recommended procedure for handwashing for routine dental procedures in the clinic and for
routine laboratory work with contaminated items is as follows:

A. Remove all jewelry, with the possible exception of a thin smooth wedding band and
wristwatch.

B. If necessary, remove any visible debris from the hands and arms with an appropriate
cleaner. Do no abrade the skin by using a brush or sharp instrument.

C. Wet the hands and wrists under lukewarm water running water.
D. Dispense a sufficient amount of antimicrobial soap to cover the hands and wrists.

E. Rub the soap gently onto all areas, with particular emphasis on areas around the nails
and between the fingers; rotate fingertips of one hand into the opposite palm, repeat on
the other hand. Wash both wrists. Continue for a minimum of 15 seconds before
rinsing under lukewarm water.

F. Repeat steps 4 and 5 for second washing.
G. Dry hands thoroughly with paper towels.

The primary defense against infection and transmission of pathogens is healthy, unbroken skin.
Frequent handwashing with soaps and antiseptic agents can cause chronic irritant contact
dermatitis among DHCP. Damage to the skin changes skin flora, resulting in more frequent
colonization by staphylococci and gram-negative bacteria. The potential of detergents to cause
skin irritation varies considerably, but can be reduced by adding emollients. Lotions are often
recommended to ease the dryness resulting from frequent handwashing and to prevent dermatitis
from glove use. However, petroleum-based lotion formulations can weaken latex gloves and
increase permeability. For that reason, lotions that contain petroleum or other oil emollients
should only be used at the end of the workday. Dental practitioners should obtain information
from lotion manufacturers regarding interaction between lotions, gloves, dental materials, and
antimicrobial products.
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Section XIII: Clinic Attire

All dental students must comply with the Dress Code Policy as listed in the Student Handbook.
Students must wear the following:

Clean white sneakers

Clean white socks

Clean and near scrubs (color of scrubs according to class year)
Neatly groomed hair, pulled off of face

Clean white T-shirts

Men must be clean shaven

TmoQw >

A blue clinic gown is to be worn when providing patient care, along with a
facemasls or a masls with a built-in eye shield is required.

All faculty have the authority to request a student to leave the clinic, lab or course lecture if
he/she is not dressed in accordance with the Dress Code Policy regardless of whether or not you
are working with a student.

All faculty, while on the dlinic floor, must wear a white, disposable clinic gown that is
supplied in each clinic at NJDS. These coats are for clinic use only and are not to be
worn in the administrative areas of the school or into the cafeteria as they are
considered contaminated from use in the clinic. Faculty that are not incompliance
with the required dress code will be aslied to leave the clinic floor.

Facultly must also wear the appropriate eye protection and a facemasls when
supervising/providing care which creates a spatter, a spray or other particulate
matter. Safety/prescription eyeglasses and a facemaslhs, or a facemasls with a built-
in eye shield is required.

At no time are open toe shoes permitted on the clinic floor or in laboratories, this
includes the perforated, rubber clogs that have holes over the instep of the foot.
Open toe shoes are unsanitary and can carry unnecessary bacteria into the clinic.
Open toed shoes/sandals should not be worn in the clinic or laboratory due to the
potential risls posed to dropped objects and shin exposure.

Section XIV: Personal Protective Equipment

PPE is designed to protect the skin and the mucous membranes of the eyes, nose, and mouth of
DHCP from exposure to blood or OPIM. Use of rotary dental and surgical instruments (e.g.,
handpieces or ultrasonic scalers) and air-water syringes creates a visible spray that contains
primarily large-particle droplets of water, saliva, blood, microorganisms, and other debris. This
spatter travels only a short distance and settles out quickly, landing on the floor, nearby
operatory surfaces, DHCP, or the patient. The spray also might contain certain aerosols (i.e.,
particles of respirable size, <10 pm). Aerosols can remain airborne for extended periods and can
be inhaled. However, they should not be confused with the large-particle spatter that makes up
the bulk of the spray from handpieces and ultrasonic scalers. Appropriate work practices,
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including use of dental dams and high-velocity air evacuation, should minimize dissemination of
droplets, spatter, and aerosols.

Primary PPE used in oral health-care settings includes gloves, surgical masks, protective
eyewear, face shields, and protective clothing (e.g., gowns and jackets). All PPE should be
removed before DHCP leave patient-care areas. Reusable PPE (e.g., clinician or patient
protective eyewear and face shields) should be cleaned with soap and water, and when visibly
soiled, disinfected between patients, according to the manufacturer's directions. OSHA mandates
wearing gloves, surgical masks, protective eyewear, and protective clothing in specified
circumstances to reduce the risk of exposures to bloodborne pathogens. General work clothes
(e.g., uniforms, scrubs, pants, and shirts) are neither intended to protect against a hazard nor
considered PPE.

A. Gloves: Latex gloves, according to the CDC, serve as the primary method of personal
protection for the health care worker’s hands. Latex gloves are the most commonly
used gloves in the dental practice, including non-sterile and sterile products. In
addition, sterile and non-sterile vinyl gloves, and non-sterile utility gloves are
commonly used. Sterile gloves are generally used for more extensive, invasive
procedures. Utility gloves are used for clean-up and the handling of contaminated
dental instruments.

Disposable gloves are to be worn by all individuals who have contact with a patient’s
blood, saliva, or mucous membranes. Once patient treatment has started, if the dental
health care worker must leave the treatment focus are to retrieve other materials the
gloves must be removed and hands washed or cover gloves must be placed over the
treatment gloves to prevent the spread of contamination to areas outside of the
treatment focus area. If gloves are contaminated with blood they should be discarded
rather than covered with cover gloves when leaving the treatment focus area.

Gloves must be replaced as soon as practical when contaminated or as soon as feasible
if their integrity is compromised. This should be performed in a manner that will not
compromise the safety and health of the patient.

Wearing gloves does not eliminate the need for handwashing. Hand hygiene should be
performed immediately before donning gloves. Gloves can have small, unapparent
defects or can be torn during use, and hands can become contaminated during glove
removal. These circumstances increase the risk of operative wound contamination and
exposure of the DHCP's hands to microorganisms from patients. In addition, bacteria
can multiply rapidly in the moist environments underneath gloves, and thus, the hands
should be dried thoroughly before donning gloves and washed again immediately after
glove removal.

Gloves can be changed at any time during patient treatment, if the health care
professional deems it necessary, as long as the hands are washed before donning a new
pair of gloves. Gloves must be removed and hands washed prior to leaving the clinic
area.
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Medical gloves, both patient examination and surgeon's gloves, are manufactured as
single-use disposable items that should be used for only one patient, then discarded.
Gloves should be changed between patients and when torn or punctured.

NOTE: Individuals who experience problems with glove allergy, skin rash and/or
irritation should notify the Office of Infection Control & Environmental Safety as
soon as possible at extension 2-3635 for alternative glove products. Students with
such glove problems will be referred to Student Health Services for a latex allergy
assessment, while faculty and staff will be referred to Occupational Medicine
Service.

B. Masks: Splatter, aerosolization and airborne debris create a milieu of bacterial mist that
can be highly detrimental to the health of the dental health care worker that are exposed
on a repeated basis. A mask must be worn to protect the mucous membranes of the
nose and mouth since the microbes originate from the patient’s saliva and/or blood and
may be infectious. The mask should be capable of filtering particle sizes down to 3.0-
3.5 microns and it should be changed between patients and whenever it gets wet. The
ADA makes the following recommendations:

a) Adjust the mask so that it fits snugly against the face,

b) Keep the beard and mustache groomed so as not to interfere with the proper fit,

c) Do not touch the front surface of the mask at any time during patient treatment,

d) Remove the mask as soon as treatment is over; do not leave it dangling from the
neck or pushed up onto the head, and

e) When removing the mask, it should be handled by the ties or elastic band without
touching the mask.

C. Protective Eyewear: Unlike the skin and mucous membranes the conjunctiva of the eye
does not form a protective barrier against infectious microorganisms. HBV and HSV
are but two examples of dentally related microbes that can cause infection locally or
systemically when introduced into the eye. Also, flying metal particles, calculus and
polishing agents during dental treatment have injured practitioners’ eyes.
Consequently, it is mandated that protective eyewear be used whenever aerosol or
splatter is created. In most cases corrective is sufficient to provide this protection. The
dental school provides the first pair of protective eyewear at no cost. These glasses are
made of a soft plastic that scratches easily and cannot be heat sterilized. They must be
cleaned between patients.

Touching and rubbing the eye is a practice or habit that should be avoided. Remember,
that in the treatment focus area, the fingertips and hands are highly contaminated with
potentially infectious microbes. They should not be brought into contact with the eyes,
skin or mucous membranes.

When not is use, contaminated protective eyewear should not be placed into a pocket or
case until cleaned.

D. Gowns: Dental health care workers who are on the clinic floor during the provision of
patient treatment, must wear appropriate attire to prevent contamination and/or soiling
of street clothes and skin exposure when coming in contact with blood or other
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potentially infectious materials. Gowns must be changed at the beginning of each clinic
session or more frequently if they become visibly soiled.

Section XV: Contact Dermatitis and Latex Hypersensitivity

Occupationally related contact dermatitis can develop from frequent and repeated use of hand
hygiene products, exposure to chemicals, and glove use. Contact dermatitis is classified as either
irritant or allergic. Irritant contact dermatitis is common, nonallergic, and develops as dry, itchy,
irritated areas on the skin around the area of contact. By comparison, allergic contact dermatitis
(type IV hypersensitivity) can result from exposure to accelerators and other chemicals used in
the manufacture of rubber gloves (e.g., natural rubber latex, nitrile, and neoprene), as well as
from other chemicals found in the dental practice setting (e.g., methacrylates and
glutaraldehyde). Allergic contact dermatitis often manifests as a rash beginning hours after
contact and, similar to irritant dermatitis, is usually confined to the area of contact.

Latex allergy (type I hypersensitivity to latex proteins) can be a more serious systemic allergic
reaction, usually beginning within minutes of exposure but sometimes occurring hours later and
producing varied symptoms. More common reactions include runny nose, sneezing, itchy eyes,
scratchy throat, hives, and itchy burning skin sensations. More severe symptoms include asthma
marked by difficult breathing, coughing spells, and wheezing; cardiovascular and gastrointestinal
ailments; and in rare cases, anaphylaxis and death. The American Dental Association (ADA)
began investigating the prevalence of type I latex hypersensitivity among DHCP at the ADA
annual meeting in 1994. In 1994 and 1995, approximately 2,000 dentists, hygienists, and
assistants volunteered for skin-prick testing. Data demonstrated that 6.2% of those tested were
positive for type I latex hypersensitivity. Data from the subsequent 5 years of this ongoing cross-
sectional study indicated a decline in prevalence from 8.5% to 4.3%. This downward trend is
similar to that reported by other studies and might be related to use of latex gloves with lower
allergen content.

Natural rubber latex proteins responsible for latex allergy are attached to glove powder. When
powdered latex gloves are worn, more latex protein reaches the skin. In addition, when powdered
latex gloves are donned or removed, latex protein/powder particles become aerosolized and can
be inhaled, contacting mucous membranes. As a result, allergic patients and DHCP can
experience cutaneous, respiratory, and conjunctival symptoms related to latex protein exposure.
DHCP can become sensitized to latex protein with repeated exposure. Work areas where only
powder-free, low-allergen latex gloves are used demonstrate low or undetectable amounts of
latex allergy-causing proteins and fewer symptoms among HCP related to natural rubber latex
allergy. Because of the role of glove powder in exposure to latex protein, NIOSH recommends
that if latex gloves are chosen, HCP should be provided with reduced protein, powder-free
gloves. Nonlatex (e.g., nitrile or vinyl) powder-free and low-protein gloves are also available.
Although rare, potentially life-threatening anaphylactic reactions to latex can occur; dental
practices should be appropriately equipped and have procedures in place to respond to such
emergencies.

DHCP and dental patients with latex allergy should not have direct contact with latex-containing
materials and should be in a latex-safe environment with all latex-containing products removed
from their vicinity. Dental patients with histories of latex allergy can be at risk from dental
products (e.g., prophylaxis cups, rubber dams, orthodontic elastics, and medication vials). Any
latex-containing devices that cannot be removed from the treatment environment should be
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adequately covered or isolated. Persons might also be allergic to chemicals used in the
manufacture of natural rubber latex and synthetic rubber gloves as well as metals, plastics, or
other materials used in dental care. Taking thorough health histories for both patients and DHCP,
followed by avoidance of contact with potential allergens can minimize the possibility of adverse
reactions. Certain common predisposing conditions for latex allergy include previous history of
allergies, a history of spina bifida, urogenital anomalies, or allergies to avocados, kiwis, nuts, or
bananas. The following precautions should be considered to ensure safe treatment for patients
who have possible or documented latex allergy:

A. Be aware that latent allergens in the ambient air can cause respiratory or anaphylactic
symptoms among persons with latex hypersensitivity. Patients with latex allergy can
be scheduled for the first appointment of the day to minimize their inadvertent
exposure to airborne latex particles.

B. Communicate with other DHCP regarding patients with latex allergy (e.g., by oral

instructions, written protocols, and posted signage) to prevent them from bringing

latex-containing materials into the treatment area.

Frequently clean all working areas contaminated with latex powder or dust.

. Have emergency treatment kits with latex-free products available at all times.

If latex-related complications occur during or after a procedure, manage the reaction

and seek emergency assistance as indicated. Follow current medical emergency

response recommendations for management of anaphylaxis.

™o O

Section XVI: Providing an Aseptic Environment

Aseptic in its origin refers to non-putrefaction, or the absence of decay due to microorganisms.
The term is used in the dental setting to describe a patient treatment area free of significant
numbers of pathogenic microorganisms. This is easier to create when the inanimate treatment
area, or dental operatory, is considered separately; however, difficulties arise when the patient
and health care providers are considered. The treatment area is an environment in which specific
techniques to insure asepsis must be designed to address (A) the inanimate surfaces; (B) the
human element; and (C) the combined or the Treatment Focus Area.

A. The Inanimate Environment

The inanimate environment includes the surface areas where patient treatment takes
place. In most treatment areas of the dental school it includes all surfaces between
the panel dividers that separate each unit. In other areas such as surgery, diagnosis,
imaging rooms, etc. it can involve the entire room. Since the extent of contamination
within the treatment area is highly variable, it is beneficial to sub-divide the work
area based on degree or likelihood of contamination.

a) Area A.l - high degree, or likelihood of contamination occurs onto the surface
areas of the Treatment Focus Area that is an imaginary sphere of 3 feet in
diameter with the patient's mouth as the point of origin. This includes the
instrument tray and underlying counter (the bracket table in clinical areas where
this is used), the console hoses, the upper portion of the dental chair, and the
dental lamp.
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b) Area A.2 - medium degree, or likelihood of contamination occurs onto the
remaining counter surface of the dental unit that is occasionally used for support
items.

c) Area A.3 - low degree, or likelihood of contamination occurs onto the remaining
surfaces that includes the drawer, cabinet doors, top of cabinet, sinks, panels, etc.

NOTE: Area A.1 must be cleaned and disinfected before and after each patient
treatment. Areas A.2 and A.3 are cleaned and disinfected when they are used during
patient treatment. The interior of drawers, cabinets and other dental unit parts should
be cleaned and disinfected every three months.

B. The Human Element

If surfaces, instruments, etc. have been prepared properly, the only likely potential
sources for infection transmission are the health care worker (HCW) and the patient.
It is well recognized that the normal human flora of man enjoys a symbiotic parasitic
relationship with the host under normal circumstances. When pathogens are present,
sub-clinical infection rather than overt clinical disease is the rule, and it is possible
that transmission of these pathogens between participants occurs frequently but goes
unnoticed.

When significant numbers of virulent pathogens contact a recipient, the establishment
of overt infection is not automatic. The invading organisms must establish
themselves in the new host: it must multiply and produce injury and usually will
possess a mechanism for transmission to a new host. Different pathogens employ
different methodologies to complete these requirements and thereby continue their
propagation scheme. During known or planned contacts such as occur during dental
treatment, the chain can be easily interrupted by handwashing, barriers, control of
aerosolization, reducing the patient's flora, and so forth. The chain is inadvertently
supported, however, when blood contaminated instruments and devices are
mishandled and are not properly cleaned and disinfected

C. The Treatment Focus Area

The concept of the treatment focus area (TFA) combines the A.1 inanimate area with
the human element to be recognized as the potential danger zone because of the high
degree of microbial contamination that occurs in this area during patient treatment.
As mentioned above, it can be described as a sphere of approximately three feet in
diameter with its origin at the patient's mouth. The gloved hands of the HCW moves
millions of microorganisms from the patient's saliva, mucous membranes and/or
blood to all surfaces within this area. The HCW must develop an awareness to never
move the contamination outside this area. In addition, aerosolization, splatter,
talking, impression taking, air stream, and other activities increase the airborne
contamination. These dangers can be neutralized or reduced by using personal
barriers, the high volume evacuation suction and a pretreatment mouth rinse. But
they cannot be totally eliminated and precautions must be taken continuously.
Remember --- whatever goes into or comes out of the TFA must be decontaminated.
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NOTE: DENTAL HEALTH CARE WORKERS MUST LEARN TO
APPRECIATE AND PRACTICE THE TFA CONCEPT. RIGID
COMPLIANCE WILL CONFINE CONTAMINATION AND POTENTIAL
INFECTIOUS AGENTS TO A LIMITED AREA THAT CAN EASILY BE
DISINFECTED.

D. Beyond The Treatment Focus Area

Hands, instruments and devices when they are moved out of the TFA must be
decontaminated or discarded before contacting other surfaces.

Specifically:

a) Gloved Hands - should be covered with cover gloves whenever the hands move
out of the TFA except when the gloves are contaminated with blood, pus, or
heavily contaminated with saliva. In these cases the gloves should be removed
and discarded and the hands washed. When the gloves are removed and
discarded, new gloves are used if the hands re-enter the TFA. When cover gloves
are used, they are removed upon re-entry into the TFA and placed in area A.2 for
reuse if needed.

b) Impressions - Rinse under running water in the sink until all saliva and/or blood is
removed and then spray lightly with the unit disinfectant. After an instructor
approves the impression, re-spray heavily with the unit disinfectant and wrap in a
paper towel that has been saturated with the same disinfectant. Set aside for ten
minutes before pouring into models.

c) Instruments and IMS trays - Rinse instruments to remove any visible debris and
arrange into the cassette properly. Close the cassette and spray with disinfectant,
set aside while dental unit is cleaned and disinfected. Rinse the instrument
cassette to remove any excess disinfectant, pat dry and return to the dispensary.
NOTE: Notify the dispensary personnel of any instrument that still remains
visibly contaminated following rinsing. Rotary instruments (burs, stones) -
Remove debris, replace into the bur holder, spray with disinfectant and package.

d) Needles (anesthetic) - Should be recapped using the scoop technique. The syringe
should be returned to the instrument cassette during the treatment. When
treatment is completed, the syringe should be disarmed and the accessories
discarded into the sharps container.

e) Needles (irrigating) - These needles remain in an isolated spot of the work area
attached to the syringe and are not recapped. After use, the entire syringe-needle
complex is placed intact into the sharps container. Residual irrigating solution is
deposited into the drain of the sink before it is placed into the sharps container.

f) Anesthetic cartridges - when empty are removed from the syringe and deposited
into the sharps container. If anesthetic solution remains in the carpules after
patient treatment, it should be deposited into the drain of the sink.
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g) Matrix band (Tofflemeyer) - Using the straight hemostat, remove the matrix band
from the mouth after use and place directly into the sharps container.

h) Crown forms (celluloid) - Those tried in the mouth but not used are disposed of
directly into the general trash.

1) Stainless steel crowns and aluminum shell crowns or copper bands that are not
used are placed into a paper cup, sprayed heavily with disinfectant and returned to
the dispensary. The dispensary clerk will prepare the returned items and forward
them for sterilization. After the items are sterilized they can be returned to the
dispensing boxes.

j) Eyeglasses - Place down onto area A.2 of the unit when not being used. Do not
place into a pocket or protective case unless washing has cleaned them gently
with the antimicrobial soap in the dental unit and copious amounts of water.

k) Mask - should be removed and discarded whenever it becomes wet or visibly
stained. It should be placed onto A.2 when it is to be reused for the same patient.
Masks must not be placed around the neck or pushed up onto the hair. Masks are
a single use item and must be changed between patients.

Section XVII: Preparing, Receiving, Treating, and Dismissing the Patient

Care From the Patient's Perspective: Anticipation of patient needs during treatment is essential to
the delivery of adequate treatment in a safe environment. Students usually know at the time they
schedule a patient what the treatment procedure will be during that visit. This provides an
opportunity for the student to review all aspects of delivering that service to the patient in a
competent and professional manner. Students scheduled to perform a clinical procedure must be
as knowledgeable and prepared to complete that procedure as they would be to take a didactic
examination. Therefore, from an infection control viewpoint the patient is entitled to: 1) a
student practitioner who is concerned for the patient's health and safety; 2) instruments and
devices that are sterile, or, (when indicated) have been properly disinfected; 3) an environment in
which the presence of extraneous pathogenic microorganisms has been minimized; and, 4) health
care providers who are either free from acute (symptomatic) disease or are wearing acceptable
protective devices to eliminate the risk of transmitting disease.

A. Preparing for Treatment of a Patient

a) Inspect the entire dental unit for dust, stains and other potentially contaminating
debris.

b) While wearing cover gloves, which are located in each unit, clean any visibly
stained areas with detergent from the soap dispenser, remove the detergent with
towel soaked in tap water, and dry wet surfaces with a disposable paper towels.

c) Spray the treatment focus area and adjacent surfaces with disinfectant including
exposed surfaces of the air-water syringe, the saliva ejector and the high-speed
evacuation system (HVS) hoses. Allow disinfectant to remain in contact with
sprayed surfaces for 10 minutes.

d) Then beginning with the area first sprayed, dry each surface with disposable paper
towels in sequence until the last area sprayed has been dried. Never spray
disinfectant directly into or on electrical switches of the dental chair or unit. To
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disinfect switches, the dental lamp and chair, first spray the disinfectant onto a
paper towel and wipe these areas thoroughly. Remove and discard the cover
gloves.

e) Before starting patient treatment, activate the water syringe and the handpiece water
sprays for at least 20 seconds. When appropriate, cover all work surfaces with
disposable barriers.

f) Place the disposable head rest cover and the barrier cover on the dental lamp
handle.

NOTE: Do not break the seal on the sterile instrument management system (IMS) tray or the
prepackaged disposable set-up until after your patient has arrived.

Your treatment area is now prepared to receive your patient.

B. Receiving Your Patient

Greet your patient in the reception area. Be sure the patient is dressed
comfortably and that excess clothing is hung in the appropriate areas. Large
packages may be placed in the designated area of the operatory.

Seat the patient and make necessary chair adjustments for patient comfort.

Place patient's drape.

Open instrument tray and arrange instruments on appropriate work surface.
Review patient's record and place radiographs on viewer.

If oral examination is not necessary prior to faculty consultation, then complete
consultation.

If oral examination is necessary prior to faculty consultation, then rewash hands
and place indicated barriers.

C. Patient Treatment

a)
b)
©)

d)

e)

2

h)

Instruct patient to rinse with mouthwash for 1 minute.

Provide the patient with a pair of safety glasses to be worn during the procedure.
Wash hands and wrists at the unit and don gloves. Once gloved, touch only the
patient and barrier covered areas or areas that have been cleaned and disinfected.
Disposable treatment gloves must be worn whenever touching the mucous
membranes, blood and/or saliva of the patient.

After touching the patient's mucosal surface or saliva the treatment gloves become
contaminated. Spreading contamination can be avoided by placing a pair of over-
gloves, or by changing your gloves whenever the hands move out of the treatment
focus area (TFA).

Be continually conscious of restricting contamination to the TFA.

Do not touch the patient chart or radiographs with contaminated gloves. If an
entry has to be made in the record during treatment, place cover gloves over
treatment gloves or remove treatment gloves or an appropriate barrier must be
used on the pen and over the portion of the chart that may become contaminated.
A rubber dam should be used whenever possible in tooth preparation. The rubber
dam has been proven to be an excellent barrier against the spread of infectious
material by splatter.
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1) High-speed evacuation should be used at all possible times when using the high-
speed handpiece, water spray, or ultrasonic scaler or during a procedure that could
cause spatter.

j) Dropped instruments are not to be picked-up or reused; if the instrument is
critical to the treatment being provided obtain a sterilized replacement instrument.

k) Disposable item should be discarded immediately to avoid contamination of
other items.

1) Contaminated patient-related items should be cleaned and disinfected prior to the
removal from clinic areas.

D. After Your Patient Is Dismissed

a) Rinse all sterilizable instruments, removing visible debris, etc., and position them
appropriately into the IMS tray. Do not hand scrub instruments. Spray with
disinfectant to reduce the bioburden and set aside while the TFA is disinfected.

b) Decontaminate your treatment gloves using the antimicrobial hand soap in the
dental unit.

¢) Decontaminate and clean the patient’s goggles.

d) Wipe stained areas of the TFA with detergent from the unit dispenser and remove
detergent with towel soaked in water.

e) Spray hand contact work areas and other TFA surfaces with disinfectant.

f) Dry the disinfectant sprayed with disposable towels in the same order in which
they were sprayed.

g) Dispose waste in the trash receptacles in the dental unit. Never discard sharps,
metals, or cartridges into general trash. Dispose these into the sharps container
provided at the unit.

h) Place chair upright and bring it to its highest position, store disinfectant in the
upper right hand compartment of the unit and align the dental lamp.

1) After completing the above steps, remove treatment gloves and wash your hands
before leaving the treatment area.

Section XVIII: Pre-Procedural Mouthrinse

Antimicrobial mouth rinses used by patients before a dental procedure are intended to reduce the
number of microorganisms the patient might release in the form of aerosols or spatter that
subsequently can contaminate DHCP and equipment operatory surfaces. In addition,
preprocedural rinsing can decrease the number of microorganisms introduced in the patient's
bloodstream during invasive dental procedures. Studies have demonstrated that a preprocedural
rinse with an antimicrobial product (e.g., chlorhexidine gluconate, essential oils, or povidone-
iodine) can reduce the level of oral microorganisms in aerosols and spatter generated during
routine dental procedures with rotary instruments (e.g., dental handpieces or ultrasonic scalers).
Preprocedural mouth rinses can be most beneficial before a procedure that requires using a
prophylaxis cup or ultrasonic scaler because rubber dams cannot be used to minimize aerosol and
spatter generation and, unless the provider has an assistant, high-volume evacuation is not
commonly used.

Section XIX: Disinfection and Sterilization
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As with other medical and surgical instruments, dental instruments are classified into three
categories - critical, semicritical, or noncritical - depending on their risk of transmitting infection
and the need to sterilize them between uses. Each dental practice should classify all instruments
as follows:

A. Critical. Surgical and other instruments used to penetrate soft tissue or bone are
classified as critical and should be sterilized after each use. These devices include
forceps, scalpels, bone chisels, scalers, and burs.

B. Semicritical. Instruments such as mirrors and amalgam condensers that do not
penetrate soft tissues or bone but contact oral tissues are classified as
semicritical. These devices should be sterilized after each use. If, however,
sterilization is not feasible because the instrument will be damaged by heat, the
instrument should receive, at a minimum, high-level disinfection.

C. Noncritical. Instruments or medical devices such as external components of x-ray
heads that come into contact only with intact skin are classified as noncritical.
Because these noncritical surfaces have a relatively low risk of transmitting
infection, they may be reprocessed between patients with intermediate-level or
low-level disinfection or detergent and water washing, depending on the nature of
the surface and the degree and nature of the contamination.

All heat-tolerant instruments should be cleaned and sterilized between patients. Single-use
disposable items (air/water syringe tips, prophy angles, suction tips, etc.) as well as disposable
plastic sleeves and coverings are recommended since they reduce the likelihood of disease
transmission and make clean-up quick and easy. Disposable items must be thrown away after use
because these items are not designed nor intended to be cleaned, disinfected, or sterilized for
reuse.

Cleaning, disinfection, and sterilization are all decontamination processes. These processes differ
in the number and types of microorganisms killed. By knowing the differences between these
processes, your will know how to choose the right way to reprocess reusable instruments and
equipment. Cleaning is the basic first step for all decontamination. When you clean, you
physically remove debris and reduce the number of microorganisms present. You always need to
clean before you disinfect or sterilize. Disinfection is a process that kills disease-causing
microorganisms, but not necessarily all microorganisms.

There are three levels of disinfection: low, intermediate, and high. Low- level disinfection is the
least effective disinfection process. It does not kill bacterial spores or Mycobacterium
tuberculosis var. bovis, a laboratory test microorganism that is used to classify the strength of
disinfectant chemicals. Intermediate- level disinfection is a disinfection process that does kill M.
tuberculosis var. bovis, but not bacterial spores. If you use a process that kills M. tuberculosis
var. bovis, you will also kill organisms that are easier to kill, such as the ones that cause hepatitis
B and AIDS. High- level disinfection is a disinfection process that kills some, but not
necessarily all, bacterial spores. This powerful process will also kill M. tuberculosis var. bovis,
as well as other bacteria, fungi, and viruses.

Sterilization is a process that kills all microbial life, including bacterial spores, which are the

most difficult form of microorganism to kill. The choice of how to decontaminate anything
should be based on how it will be used. Instruments that will touch bone or penetrate tissue are
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called critical. Forceps, scalpels, and scalers are examples of critical items. Sterilize these critical
instruments. Heat sterilization methods are preferable.

Instruments that will touch mucous membranes but will not touch bone or penetrate tissue are
called semi-critical. Mirrors and amalgam condensers are examples of semi-critical items.
Sterilize these semi-critical instruments in an autoclave if they will not be damaged by heat.

Equipment and environmental surfaces that will come into contact only with intact skin are
called non-critical. For non-critical equipment and surfaces that will touch only intact skin, use
intermediate or low-level disinfection.

Section XX: Regulated Medical Waste

Infectious medical waste is to be disposed of in the designated red bag waste receptacles.
Examples of regulated medical waste include:

A. Solid waste soaked or saturated with blood or saliva (e.g., gauze that is saturated with
blood after surgery;

B. Extracted teeth;

C. Surgically removed hard and soft tissues; and

D. Contaminated sharp items (e.g., needles, scalpel blades, and wires).

Housekeeping personnel will remove regulated medical waste from the clinic areas.

Should sharp containers become full, please notify dispensary personnel and they will contact the
Housekeeping department to have the container removed and replaced.

Section XXI: Dental Unit Waterlines

The contamination of dental unit waterlines (DUWSs) is at the forefront of current infection
control issues facing the dental practitioner. According to a 1996 report by Office for
Sterilization and Asepsis Procedures Research Foundation (OSAP) more than 90% of tested
dental units deliver "grossly contaminated water". An earlier study reported that according to US
Army standards, 72% of DUWs tested "contained bacterial populations that would quality them
as 'unfit for human consumption' (500 cfu/ml)".

In the new addition to the NJDS the Sterisil water purification system will be used, with the
filters being changed on a quarterly basis. In the existing facility, Facilities Administration will
perform quarterly water treatments.

Section XXII: Handling of Biopsy Specimens

To protect persons handling and transporting biopsy specimens, each specimen must be placed in
a sturdy, leakproof container with a secure lid for transportation. Care should be taken when
collecting the specimen to avoid contaminating the outside of the container. If the outside of the
container becomes visibly contaminated, it should be cleaned and disinfected or placed in an
impervious bag. The container must be labeled with the biohazard symbol during storage,
transport, shipment, and disposal.
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Section XXIII: Handling of Extracted Teeth
A. Disposal

Extracted teeth that are being discarded are subject to the containerization and
labeling provisions outlined by OSHA's bloodborne pathogens standard. OSHA
considers extracted teeth to be potentially infectious material that should be disposed
in medical waste containers. Extracted teeth sent to a dental laboratory for shade or
size comparisons should be cleaned, surface-disinfected with an EPA-registered
hospital disinfectant with intermediate-level activity (i.e., tuberculocidal claim), and
transported in a manner consistent with OSHA regulations. However, extracted teeth
can be returned to patients on request, at which time provisions of the standard no
longer apply. Extracted teeth containing dental amalgam should not be placed in a
medical waste container that uses incineration for final disposal. Commercial metal-
recycling companies also might accept extracted teeth with metal restorations,
including amalgam. State and local regulations should be consulted regarding
disposal of the amalgam.

B. Educational Settings

Extracted teeth are occasionally collected for use in preclinical educational training.
These teeth should be cleaned of visible blood and gross debris and maintained in a
hydrated state in a well-constructed closed container during transport. The container
should be labeled with the biohazard symbol. Because these teeth will be
autoclaved before clinical exercises or study, use of the most economical storage
solution (e.g., water or saline) might be practical. Liquid chemical germicides can
also be used but do not reliably disinfect both external surface and interior pulp
tissue.

Before being used in an educational setting, the teeth should be heat-sterilized to
allow safe handling. Microbial growth can be eliminated by using an autoclave cycle
for 40 minutes, but because preclinical educational exercises simulate clinical
experiences, students enrolled in dental programs should still follow standard
precautions. Autoclaving teeth for preclinical laboratory exercises does not appear to
alter their physical properties sufficiently to compromise the learning experience.
However, whether autoclave sterilization of extracted teeth affects dentinal structure
to the point that the chemical and microchemical relationship between dental
materials and the dentin would be affected for research purposes on dental materials
is unknown.

Use of teeth that do not contain amalgam is preferred in educational settings because
they can be safely autoclaved. Extracted teeth containing amalgam restorations
should not be heat-sterilized because of the potential health hazard from mercury
vaporization and exposure. If extracted teeth containing amalgam restorations are to
be used, immersion in 10% formalin solution for 2 weeks should be effective in
disinfecting both the internal and external structures of the teeth. If using formalin,
manufacturer MSDS should be reviewed for occupational safety and health concerns
and to ensure compliance with OSHA regulations.
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Section XXIV: Radiology and Dark Room Procedures

The CDC includes saliva among its listing of potentially infectious body fluids. Following the
concept of STANDARD PRECAUTIONS, each patient will be managed as though potentially

infectious and appropriate barriers will be utilized throughout the exposure and processing of

radiographs.

Two different situations arise where radiographs are required:

(A) Intraoral Films; (B)

Panoramic Radiographs. Since the procedures require different preparation and execution, each
will be described separately. Approved clinic attire, use of appropriate barriers, handwashing,
and gloves are required at all times when radiologic examinations are performed.

A. Intraoral Films

a) The operatory must be prepared prior to seating the patient. This will be
accomplished by the person taking the radiographs in the following
manner.

1.

2.

Wash hands with antimicrobial hand soap as described previously.

Apply adhesive plastic barriers to the following:
1. X-ray electronic exposure button,

ii. Dental chair adjustment switches,

iii. Designated areas (A or B) on the portable lead protective shield
between adjacent x-ray operatories, when applicable, and

iv. Examination light handles.

(c) Place disposable head rest cover on headrest of dental chair.

(e) Place barrier on work surface (area on which x-ray film packets will be
placed).
(f) The patient treatment sequence should be as follows:

1.

2.

Seat patient and adjust the headrest with disposable headrest cover
present.

Obtain XCP instruments and supplies. Place them on the (barrier-
covered) work surface of the assigned operatory.

Place the lead apron with the thyroid collar on the patient and adjust to
ensure that all appropriate areas of the patient are shielded.

Put on a pair of disposable examination gloves, perform the necessary
clinical examination and determine the number of radiographs
required. Next place a pair of cover gloves over the examination
gloves and review the patient's chart. Present your findings to a
faculty member. The faculty member will write the prescription for
the appropriate number of x-ray films to be taken and dispense them
accordingly.
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5. Place each dispensed film packet (in its barrier bag) on the simulated
x-ray mount that is on the barrier-protected work surfaces. Each film
packet should have the colored side facing up.

6. Remove the cover gloves and select the correct technique factors (mA,
kVp, time). Perform the radiographic examination as described in the
Radiology Manual.

7. If it is necessary to refer to your Radiology Manual or the patient's
chart place a pair of cover gloves over the examination gloves before
touching either object.

8. After exposing a film packet in its barrier bag, remove it from the
patient's mouth and separate it from the XCP instrument. Wipe off
any saliva adhering to the barrier bag.

9. Remove contaminated barrier and drop film into a clean cup. During
the removal of the film from the barrier bag use extreme care not to
touch film or the cup with contaminated disposable examination
gloves.

10. Remove the lead apron and cervical collar from the patient.

11. Remove the contaminated gloves and take film packets in the clean
disposable cup to the processor. Put on a clean pair of disposable
examination gloves. Open the hinged lid and place the films in the cup
into the processor. Close the lid.

12. Place your gloved hands in the processor and process the exposed
films. Use care during processing to handle film packets and film by
the edges as much as possible. When the last films have dropped and
entered the processing cycle, open the hinged lid and remove all
packaging debris. Separate lead foil and place in appropriate
receptacles. Paper waste is placed in paper waste receptacle.

13. View and mount film. If a faculty member determines that retakes are
required, put on a pair of clean disposable examination gloves, replace
lead apron and cervical collar on the patient and repeat steps (e) to (g)
until radiographs are completed. When all films are satisfactory,
remove the disposable examination gloves and return to the patient
wearing cover gloves. Remove lead apron and cervical collar.

14. Inform the patient that the radiographs are satisfactory and what he/she
can expect for future scheduling. The patient can be dismissed.

15. Use cover gloves to disinfect any contaminated work surfaces
resulting from the patient's treatment. Remove and discard all barriers.
Disassemble XCP instruments and remove all rubber bands and cotton
rolls. Place XCP instruments in the sink. Return dental chair to
lowest position. Return x-ray head and arm to rest position against the
wall. Disinfect lead apron and thyroid collar.

B. Panoramic Radiographs

These radiographs are taken in rooms containing the specialized equipment
required for panoramic exposures. The rooms are not equipped in the same way
as the intra-oral x-ray rooms and the stepwise procedures vary slightly from those
followed in taking intraoral films. Complete the following procedures:
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a. Wash hands and put on gloves.

b. Place the disposable cover over the chin rest and place the bite stick
on the chin rest. Apply adhesive plastic barrier to exposure switch.

c. Position the patient and expose the film.

d. Remove and discard the bite stick and disposable (chin rest) cover.
Disinfect any contaminated areas. Remove gloves

e. Process the exposed film. Present processed film to faculty member
who will determine film's diagnostic acceptability.

f. Dismiss .the patient, re-glove and disinfect all areas that were
contaminated during the procedure.

Section XXV: Support Laboratories

The incidence of HBV seromarkers among dental laboratory technicians is over double that of the
general population. This is strong, albeit circumstantial evidence that infectious disease can be
spread to personnel in the dental laboratory. There have been many suggestions on how to prevent
cross-contamination in the laboratory but some of these may be considered overly rigid. The
concept that we would like to engender is to clean and disinfect everything before it goes into the
laboratory (actually at the same time it leaves the treatment focus area) and to disinfect everything
after it leaves the laboratory (but before it re-enters the TFA). Instruments, equipment and surfaces
in the laboratory should be cleaned after each use and disinfected at the end of the day. This should
be adequate to reduce contamination ion the laboratory and to protect the patient.

A. Laboratory Precautions

Impressions, fixed and removable prostheses, etc. should be rinsed thoroughly under tap water to
remove saliva and blood; they should then be sprayed with the disinfectant provided in the dental
unit and allowed to sit for the recommended period of time, approximately three minutes. In
addition to disinfecting these items before transporting them to the laboratory, the following
precautions should be followed in the laboratory:

a) gloves that are used during patient treatment should be discarded before starting
work in the laboratory. No gloves should be worn to, from, or while in the
laboratory.

b) laboratory hand instruments such as spatulas, mixing bowls, knives, wax carvers,
etc. should be cleaned and disinfected between use,

c) place paper barriers to maintain cleanliness and asepsis whenever practical;
discard barriers after use,

d) rag wheels, brushes, acrylic burs, sandpaper, etc. should be either sterilized,
disinfected or discarded after use,

e) exhaust fans must be operating whenever trimming is complete; protective
eyewear and masks should be worn when appropriate,



f) clothing should be protected from spatter and airborne debris as much as
possible,

g) protective eyewear and thermal protection gloves should be worn when
making castings,

h) laboratory work surfaces should be cleaned and disinfected with a disinfectant
when work activities are complete.

Students are required to maintain all support laboratories in a tidy, clean, and presentable
manner at all times. In order to make this possible, each student must clean-up his/her
work area(s) before leaving the laboratory. This can be easily managed by working over
disposable paper that is placed into a trashcan upon leaving the laboratory. Countertops
soiled by plaster, water, etc., must be wiped clean with paper towels and the used paper
towels placed in a trashcan.

The area should be clean when beginning work and clean when laboratory procedures are
completed. If the area is not clean before beginning work, it is the student’s responsibility to
clean the work area and leave it clean upon completion of laboratory work.

NOTE: Individual students who do not cooperate with the maintenance of the support
laboratory can be denied access to the laboratory.

Section XXVI: Pre-Clinical Laboratory

The creation and maintenance of an aseptic environment for patient treatment is best achieved
through the development of good work habits. Good habits are learned by the repetition of
acceptable movements particularly during the early phase of an individual's training. The
preclinical laboratory, therefore, must be the focal point to incorporate acceptable infection
control procedures into the learning of clinically-related psychomotor skills. Working in a clean,
orderly and safe environment at all times will accomplish this end. The following
recommendations are intended to get the beginner off to a good start and to continually revitalize
the experience.

A. Personal Hygiene

The student who aspires to enter an aspect of the dental profession sometimes has to
be reminded that entrance into the profession begins at matriculation and not at the
time when a private practice is established. Patient contact, patient care and patient
perceptions are part of the student's life soon after he/she joins the dental school.
This is true whether he/she is enrolled in the doctoral, hygiene, assisting programs.
Personal appearance and behavior will create either a positive or negative image of a
student, the dental school and the dental profession.

Professionals should present a neat and hygienic appearance routinely. The dress
code found in the Student Handbook offers helpful hints as to a minimum acceptable
standard. However, there are additional requirements that could directly affect the
safety of participants during dental treatment. These include:

a) Nails must be clean, short and manicured to remove sharp areas. It is well
recognized that microbes survive in high numbers under the nail; that long
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nails are more difficult to clean; that they can produce cuts or tears in
barrier gloves

b) Hair must be arranged neatly away from the face and out of the treatment
field. Hair contains more microbes than skin and is easily contaminated
but difficult to decontaminate.

c) Males students are to be clean shaven.

d) At no time are open toe shoes permitted on the pre-clinic floor, this
includes the perforated, rubber clogs that have holes over the instep of the
foot. Open toe shoes are unsanitary and can carry unnecessary bacteria
into the clinic. Open toed shoes/sandals should not be worn in the clinic
or laboratory due to the potential risk posed to dropped objects and skin
exposure.

e) Clinic gowns are to be worn at all times. They should not be worn
opened; they should not be worn outside of the clinic area; and they
should not be worn as street clothing.

B. Handwashing

Some infectious disease experts have cited Handwashing as the most significant
deterrent to the spread of infectious agents. Health care professionals should get into
the habit of washing their hands frequently throughout the day, particularly before
and after each patient treatment.

C. Personal Protective Equipment

a) Use of gloves should become routine during preclinical exercises so that the
transition to patient treatment will be easily achieved. Glove wearing should be
introduced during the freshman year and should be mandatory for all simulation
procedures. Also, gloves must be worn when handling disarticulated human teeth
or other body specimens.

b) Use of masks should occur whenever tooth structure is cut, whether natural or
artificial teeth. Individuals must be protected from inhaling small particles that can
reach the alveoli of the lung, regardless of their source.

c) Protective eyewear must be worn whenever metal fillings or crowns are cut with a
bur, whenever dust is created, or whenever aerosols are generated. It is well
accepted that the eyes are vulnerable to traumatic injury, but eyes are likewise
highly susceptible to local infection, or can provide the gateway to systemic
infection. Be careful!

d) A protective garment in the form of a laboratory gown must be worn during each
preclinical session. It should be clean, neat and buttoned to protect underclothing.
It should be removed upon leaving the laboratory and must be laundered regularly.

D. Surface Barriers
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Each student work area will be covered by butcher-block paper that is discarded at the
end of each laboratory session. Support counters and sinks must be maintained in a
clean and respectable manner. The support rooms must also be maintained as
instructed. At the end of the laboratory session, the barriers must be discarded and
the surfaces cleaned so that no debris, wax, compound, impression materials, or the
like are visible.

E. Instrument Set-up

Required instruments will be placed on the treatment tray at the beginning of each
preclinical session. The arrangement and types of instruments will be determined by
the course director and made available in preclinical course guidelines. The
instruments should remain neatly arranged throughout the session by returning a used
instrument to its proper place. Good work habits save time, protect the participant
and impress the patient.

Section XXVII: Medical Screenings

Establishment of the medical and dental health history of the patient is considered one of the
practitioner's fundamental duties so that proper treatment can be planned and implemented based
on individual needs. Management of the information obtained in the health history for the most
part relates to the total care of the patient. However, portions of this information can provide
"red flags" on high-risk patients. Although under the STANDARD PRECAUTIONS concept
all patients should be treated as though they are infectious, it is good to know when extraordinary
care should be taken while recognizing that adequate protection must be used routinely.

A complete medical/dental history should be obtained and evaluated for each patient at his or her
first visit. The history should be updated informally at each subsequent visit by introducing a
conversation of concern for the patient. "How have you been feeling since you were here last?
How were you after you left the office? Have you had a cold (runny nose, fever, nausea,
diarrhea, etc.) lately? "Have you seen a doctor, or has your medication changed since you were
here last?" This conversation will demonstrate concern for the patient and at same time bring the
health history up to date. A formal updating of the health chart should be done every six months.
Nether the use of the medical history from a treatment planning viewpoint nor from the legal
viewpoint will be discussed here. Only the points that relate to infection control will be
reviewed.

A. The Patient

To utilize the information derived from the patient's medical/dental history the
practitioner should know:

a) High risk factors that are associated with infectious diseases;
b) Incidence and implication of asymptomatic and carrier stages of disease;
c) The concept of STANDARD PRECAUTIONS;

d) Facts that contribute to susceptibility to disease and immunosuppression;
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e) Dental school protocol in the identification, management and treatment of
the actively infectious patient; and,

f) How and when to obtain a medical consultation.
B. The Practitioner

To provide a safe environment for the patient and other members of the dental team, it
is extremely important that the individual takes appropriate precautions whenever he or
she has an acute, asymptomatic or carrier state of a disease. For the common mild
communicable disease, routine precautions, such as wearing a mask throughout
treatment periods, are adequate. However, if the individual contracts a serious or life
threatening disease, acute, chronic, or carrier state, the Student Employee Health
Service must be informed. The attending physician is responsible to decide when
patient contact is to be resumed. The infected individual is responsible to inform the
Office for Clinical Affairs and the Student Employee Health Service and he/she must
not continue to treat patients.

C. Required Consultations

Review of the patient's medical history and physical evaluation may indicate that
consultation is required to bridge incomplete or unknown information on the health
status of the patient and/or to obtain advice on the dental management of the medically
compromised patient. The following guide will be used to determine when consultation
is indicated (based on the American Society of Anesthesiology's Classification of Risk
Assessment).

a) Class I - Patient without systemic disease, a normal healthy patient without
psychological abnormalities.

b) Class II - Patient with mild to moderate systemic disease without limitations to
normal activity.

c) Class III - Patient with severe systemic disease that limits normal activity but is
not incapacitating.

d) Class IV - Patient with incapacitating systemic disease that is a constant threat to
life.

e) Class V - Moribund patient not expected to survive 24 hours without operation.

All type II marginally controlled, type III and type IV patients require medical
consultation.

ASA T and II (controlled) patients can be assigned to pre-doctoral and dental hygiene
students. ASA II marginally controlled should be assigned to GPR's or specialty PG's.
All other patients should be referred to the Special Service Care Unit for evaluation and
treatment.
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A written medical consultation request will be entered on forms provided by the dental
school and signed by a faculty member. The request can be directed either to the patient's
private physician, or to the medical consultation group at University Hospital through the
Office for Clinical Affairs.

D. The Identified Potentially Infectious Patient

Patients having acute symptoms of potentially infectious diseases should not receive
routine dental care until they have recovered completely. Occasionally an acutely ill
patient will require treatment for a dental emergency and this can be provided under
dental school protocols for the handling of off-street or in-treatment patients.
However, identified potentially infectious patients with protracted illness and those
patients who have been immunocompromised by medication and/or disease must be
provided routine dental care over extended periods. In order to expedite the dental
care provided to these individuals and to shorten the time required for each treatment
visit, these patients are referred to the Special Service Clinic of UMDNIJ-New Jersey
Dental School.

Section XXVIII: Obtaining Faculty, Student and Staff Compliance

The effectiveness of an infection control program is directly related to the knowledge, skill and
enthusiasm of the participants as well as their moral-ethical values. When you cut corners on a
dental restoration, the evidence is clear either by an overhang or a poor margin. When shortcuts
are taken and an infection control step bypassed, the outcome might not be as obvious. As a
result, participants can, through repetitive neglect, develop habits that are in conflict with
acceptable infection control techniques and endanger their own safety as well as that of their
patients. Since the student is the primary provider of care in the dental school, the student's
actions will determine how effective the program has been to eliminate, or restrict, the
occurrence of cross-infection. Faculty, on the other hand, has the responsibility to supervise
student behavior and is therefore responsible to enforce student performance within the
guidelines. In the spirit of collegiality, professionalism and responsibility however, it is the
responsibility of all clinic personnel to practice and enforce approved infection control
procedures and to assure conformity to the guidelines.

A. Faculty assigned to routine clinical supervision of the students should be
knowledgeable of the Infection Control Program and should be able to advise, correct
and/or discipline a student who violates the accepted guidelines. The chairperson of the
Environmental Safety Committee and his/her department chairperson will keep faculty
informed of clinical IC procedures.

B. Students are required to perform patient treatment and clinically related procedures
within the guidelines of the IC Program. Students who continuously or maliciously
violate the IC guidelines can lose their clinical privileges indefinitely, or until they
demonstrate competency in clinical infection control procedures. Students'
performance and knowledge of clinical IC procedures will be evaluated, during the
junior and senior year. A satisfactory performance must be achieved on each
evaluation or that student will be retested. Students who accumulate two consecutive
re-test failures during an academic year will be required to attend a three-hour session
on infection control and related procedures. The sessions will be scheduled during non-
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curriculum hours and clinical privileges can be suspended until this requirement is
satisfied.

C. Their immediate supervisors will evaluate staff performance on infection control
procedures. Staff members involved in direct patient contact are required to be
thoroughly familiar with the entire IC program. Those involved in patient support areas
are responsible to know those parts of the program pertaining to their work. Staff is
required to attend retraining sessions in infection control every year as scheduled by the
Office for Environmental Safety.

Section XXIX: Emergency Procedures

When a patient in a NJDS clinical area experiences an acute medical emergency, it is of the
utmost importance that they be accessed and provided immediate care by the faculty member
who is most easily accessible in conjunction with the patient’s assigned student. Initial
assessment is to be performed in accordance with the American Heart Association’s outline of
the ABCs of Basic Life Support. All faculty, pre- and post-doctoral students, dental assistants,
dental hygiene and dental assisting students are required to be certified in basic CPR.

If the faculty member performing the initial assessment determines that an acute medical
condition exists then he is to direct the student or another faculty member to

A. Call the NJDS Oral and Maxillofacial Surgery Department (OMS) using the red
phones,

B. Move the emergency crash cart to the site of the emergency, and

C. Have those not involved in the emergency situation move away from the area.

Emergency red phones are located in each NJDS clinic. The emergency phones are designed so
that when they are picked-up they will automatically ring in OMS and at the main desk in the
Office for Clinical Affairs. This will alert the emergency response team to the acute situation.

Once the phone is picked by OMS, the caller must tell them

A. Who is calling,
B. Nature of the emergency, and
C. Specific location (building level, clinical section, bay area reception area, etc.)

The Response team will consist of at least one OMS faculty member and a registered nurse. The
members of the Response Team are certified in advanced life support. This team will transport a
portable drug kit and an electrocardiogram/ defibrillator to supplement equipment available in
the crash cart.

The OMS Response Team will make an assessment of the patient, which will include the
patient’s airways, breathing and circulation, recording of vital signs, and renders appropriate
emergency treatment. After making its assessment, the OMS Response Team can request
assistance from the University Hospital Emergency Medical Service (EMS).

When EMS is requested and an ambulance and trained Emergency Medical Technicians and
University Security personnel are dispatched to the NJDS, a student or staff member is directed
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to wait for the EMS unit at the main entrance of the dental school (Bergen Street entrance).
Upon arrival, the EMS personnel will be escorted to the site of the emergency.

If necessary, the patient will be transported to the University Hospital Emergency Department
(ED). The OMS faculty member will accompany the patient to the ED. All pertinent data
available concerning the patient will be provided to the ED staff.

These same emergency procedures are to be used if a faculty member, staff or student is the
person experiencing an acute medical emergency.

An incident form will be generated for each incident and maintained by the Office for Clinical
Affairs.

NOTE: Emergency phones are located at the security desks on levels B and C of the
dental school, and in the faculty hallways on those levels should an emergency occur
outside of a clinical area.

Section XXXIII: Appendices

A. UMDNIJ Policy: Bloodborne Pathogens
http://www.umdnj.edu/oppmweb/Policiess/HTML/HealthSafety/00-01-45-50 00.html

B. UMDN!IJ Policy: HIV, HBV, and HCV
http://www.umdnj.edu/oppmweb/Policiess/HTML/HealthSafety/00-01-45-52 00.html

D. NJDS Bloodborne Pathogens Policy

E. UMDNJ Policy: Management of Occupational/Educational Exposures to HIV, HBV
http://www.umdnj.edu/oppmweb/Policies/HTML/HealthServ/00-01-40-40_10.html

F. UMDN!J Policy: Student Immunizations & Health Requirements
http://www.umdnj.edu/oppmweb/Policies/HTML/StudentServices/00-01-25-40 00.html
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