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Preface

It has been 20 years since the launch of the first version of the Basic Protocol in 1999.
The previous versions served the purposes of guidance and reference for internal
operations in the Government Dental Service. The recommendations made in the
Protocol are based on local and international guidelines, including but not limited to the
Guidelines on Infection Control Practice in the Clinic Settings of Department of Health
(2017) and Guideto Infection Prevention for Outpatient Settings: Minimum Expectations
for Safe Care (CDC, 2016). Using these guidelines, we have strived to optimise
effectiveness by following evidence-based recommendations, and followed logical
approaches to enhance procedural efficiency.

We have rearranged the content to be in line with the 2017 Department of Health
guidelines, adding sections on respiratory hygiene, patient triage, sharps and handling of
linen. We have also added a section on dental unit waterlines, reflecting our current
practice of waterline maintenance.

We paid special attention to thelocal environment and specific challenges of Hong Kong,
which include space constraints and human resource issues. Some of the procedures in
the Protocol are specificaly tailored for our Service. With the resources available, we
need to balance risks and benefits of various infection control procedures. We have
strived to achieve maximum beneficial effects using minimal resources without violating
infection control principles.

Asdevelopmentsin infection control practice change, thereis obviously a need to revise
this Protocol again in the future.

The target audience of this Protocol is clinical staff working in the Dental Service of the
Department of Health. Other users may use this document as a point of reference and
adapt infection control policies to suit their own needs.

Dr. Norman LAW Chi-ming

Chairman, Infection Control Standing Committee

Denta Service, Department of Health

January 2019
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Introduction

The Basic Protocol was first published in 1999. It isintended to protect all dental health
care personnel (DHCP) and patients within the settings of the Dental Service,
Department of Health.

The content of the Protocoal is based on the concept of 'Standard Precautions which, as
defined by the US Centersfor Disease Control & Prevention, are aset of safety measures
designed to prevent transmission of bloodborne infectious agents, human immunodeficiency
virus (HIV) and hepatitis B virus (HBV) for instance, among the parties involved.
Diseases that have other modes of transmission, like airborne spread in active open
tuberculosis, may require additional precautions ranging from simple rescheduling of
treatment to the employment of extra protective gear as recommended by medical
expertsin the hospital isolation wards.

The Standard Precautions involve the use of physical barriers including gloves, gowns,
masks and protective eyewear, which can reduce the risk of exposure of the DHCP's skin
or mucous membranes to potentially infectious materials.

Proper safety measures should also be taken to prevent sharps injuries by needles,
scalpels, and other pointed instruments or devices. To prevent transmission of
bloodborne pathogens among patients, used or contaminated instruments must be
appropriately processed. Single-use items should be properly disposed of after use.

This manual is divided into two sections. Section ONE outlines the basic principles of
infection control. Section TWO depicts infection control in practice.

It is essential to bear in mind that there is more than one way to achieve the desirable
outcomes. The rationales of our recommendations must be understood and suitable
adjustments be carried out to fit different scenarios. Sound knowledge in the epidemiology,
natural history, modes of transmission, clinical presentations, and prevention of common
bloodborne pathogens certainly facilitate the appreciation of the recommendations in the
Basic Protocol.

To keep abreast of the latest developments, the Basic Protocol will be revised from
time to time.
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TheBasic Principles

Transmission of infectious diseases has aroused concerns from both the general
public and health care workersin the past few decades because of the emergence
of potentially lethal infections such as HIV and HBV infections. The last
outbreak of severe acute respiratory syndrome (SARS) in 2003 and the threat
posed by the H5N1 virus (Bird flu) have made the importance of proper infection
control even more noticeable in the community, clinic and personal levels.
Dentistry, in particular, deals with the oral cavity which is inhabited with
commensal oral flora. DHCP are at an increased risk of being infected because of
the potential presence of bloodborne pathogens in the saliva and blood, and the
increased chances of needle-stick injury (Porter et d., 1990; Cleveland et dl., 1995).

Disease Transmission
The general routes for disease transmission in dentistry involve:

a. Direct contact with alesion, infected body fluids (blood, saliva, etc.) or tissue
debris during intraoral procedures; including inoculation injury like
needle-stick injury, and splatters of blood, saliva, or nasopharyngeal
secretions onto breached or intact skin/mucosa.

b. Indirect contact via contaminated dental instruments, equipment or materials.

c. Inhalation of infectious aerosols generated from procedures such as tooth
preparation with high-speed handpieces or ultrasonic scaling, which can
remain suspended in the air for some time.

It must be emphasised that the simpl e presence of amicrobe does not necessarily
warrant an infection; the following must also be present (CDC, 2003a):
1. a pathogenic organism of sufficient virulence and in adequate
number to cause disease;
2. areservoir or source that allows the pathogen to survive and
multiply (e.g. blood);
3. amode of transmission from the source to the host;
4, a portal of entry through which the pathogen can enter the
host; and
5 a susceptible host (i.e. one who is not immune).

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)




1.2  Cross-Infection

Cross-infection is the transmission of infectious agents between patients and
health care workers in a clinical environment (Figure 1).

ENVIRONMENT
Azrmsals or desl

PATIENT A

OPERATOR PATIENT B

INSTRUMENTS
MATERIALS

Figure 1: Simplified schematic illustration on the concept of cross-infection. There are
inter-relationships among patients, environment, operator, instruments and materials

1.3 Infection Control

Infection control is a multifaceted discipline (Figure 2). The goal of infection
control is to break the chain of disease transmission.

Bacteria
Fungi
Viruses Reservoirs
Susceptible Host People
Immunosuppressed Equipment
Medically compromised P IR
Elderly Water (tubing)
Port of Entry Port of Exit
Mucous membranes Secretions
Respiratory tract Skin
Broken skin Mucous membranes
g Transmission g
Direct contact
Indirect contact
Airborne

Figure 2. The chain of infection. A break in any of the six links of the chain of infection will
stop the spread of an infectious agent.
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Standard Precautions

In the past, infection control in dentistry involved the identification of the
'high risk' (potentially infectious) patients who were then treated with extra
precautions (Garner & Simmons, 1983).

However, some patients may be unaware of their infected status, for the
reason that they are asymptomatic carriers or the disease has long incubation
period. More importantly, some patients are unwilling to tell the dentists
their disease status (Perry et al., 1993; McCarthy et al., 1995). These subjects
can unknowingly transmit the disease to others.

It was the US Centers for Disease Control & Prevention (CDC), in 1985, that
first coined the phrase 'Universal blood and body-fluid precautions to
overcome the many problems related to the 'ldentification-and-Isolation'
approach. All patients are considered potentially infectious for bloodborne
diseases and, therefore, the same precautions should be applied on everyone.
The approach was then widely known as the 'Universal Precautions' (CDC,
1987).

Universal precautions did not apply to faeces, nasal secretions, sputum, sweat,
tears, urine or vomitus unless they contained visible blood. In 1996, CDC
revised the 'Universal Precautions' and expanded it further as the 'Standard
Precautions' (Garner & HICPAC, 1996).

'Standard Precautions' are applicable to contact with (1) blood; (2) body
fluids, secretions and excretions (except sweat) regardless of whether they
contain blood; (3) nonintact skin; and (4) mucous membranes. As saliva has
always been considered potentially infectious in dental infection control, no
actual operational difference exists between the 'Universal Precautions and
'Standard Precautions' (Bjerke, 2002; CDC, 2003a).

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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Transmission-Based Precautions

Transmission-based Precautions can be categorised into:
< Airborne Precautions,

«» Droplet Precautions and

«» Contact Precautions.

Airborne precautions should be considered for certain respiratory diseases,
such as tuberculosis and SARS. It isfortunate that tuberculosis and SARS are
not usually infectious before signs and symptoms appear (Chan et al., 2003;
Molinari & Terezhalmy, 1996; WHO 2003b; Yu et al., 2004). Though SARSis
transmitted by droplets, it is important to bear in mind that droplets could
be aerosolised in aerosol-generating procedures.

Airborne precautions should be based on community risk assessment and
performed appropriately for the risk level of disease transmission in the
facility (CDC, 1994 & 2003a). They are based on a hierarchy of measures,
including administrative controls, environmental (engineering) controls, and
personal respiratory protection (CDC, 1994 & 2003a).

Administrative controlsaim for early detection of aperson with active disease and
prompt isolation from susceptible persons to reduce the risk of transmission.
Appropriate medical history taking and screening are important. For example,
temperature check during the SARS epidemic was considered a key measure to
control the spread of SARS (WHO, 2003c). A suspected case should be referred
for medical evaluation and care without delay. Elective dental treatment should be
deferred until he/ sheis confirmed to be non-infectious. Urgent dental treatment
should be performed, preferably, in special operatory with engineering controls
on airflow, air filtration, etc. Special PPE such as properly fitted N95 respirator
must be worn.
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Infection Control in Practice
Hand Hygiene

Hand hygiene is considered as one of the most critical measures in reducing the
risk of transmitting pathogens to patients and health care personnel.

Handwashing reduces bacterial load on hands, which will flourish under thewarm
and moist environment beneath gloves. The handwashing process may carry more
weight than the handwashing agent used. Care should be taken to ensure that all
parts of the hands are washed.

Hand jewelry and wrist watches should be removed. Rings are preferred not to be
worn, but a plain wedding ring is permitted. Artificial fingernails should be
avoided. Special attention should be paid to areas that could be easily missed,
such as the fingertips, nails, thumbs, and the dominant hand. When short-sleeved
uniforms are worn, the exposed forearms must be included in the handwashing
process.

For routine dental procedures, handwashing with plain soap is adequate. For
surgical procedures, an antimicrobia (surgical) handscrub, such as Hibiscrub
which contains 4% chlorhexidine gluconate w/v, should be used. Skin irritation
can come about with frequent use of chlorhexidine gluconate though true alergic
reactions are uncommon. Alternative handwashing agents like iodophors can be
used for those who are sensitive to chlorhexidine.

At the beginning and the end of each clinical session, handwashing with
rubbing action maintained for at least 20 seconds before rinsing is
recommended. For invasive surgica procedures, a2 to 6 minute scrub of the hands
and forearms is necessary. The proper hand hygiene regime should also be
complied with after each patient treatment.

If the hands are not visibly soiled, an alcohol-based hand rub is considered
adequate because of its rapid action and accessibility (CDC, 2003a). The drying
effect of alcohol can be reduced or eliminated by adding glycerol (1% to 3%) or
other skin-conditioning agents (Rotter et al., 1991). Alcohol-based gels contain-
ing emollients have been found to cause less skin irritation and drynessrelative to
soaps or antimicrobial detergents(Boyce et a., 2000).

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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Studies have shown that hand rubbing with an al cohol -based solution can actually
achieve a greater reduction in bacterial contamination than conventional
handwashing with medicated soap (Girou et a., 2002).

Bottles of alcohol-based hand rub and liquid soap should not be “topped up”, as
this practice can lead to bacterial contamination. If reusable containers are used,
they should be washed and dried thoroughly before refilling.

2.2

221

Damaged skin, cuts and wounds should be covered by dressings to guard against
bacterial invasion.

Hot water for hand washing should be avoided, as repeated exposure may
increase the risk of dermatitis.

Skin loses moisture and chaps easily with frequent handwashing. Regular use of
moisturising hand cream helps to prevent dry skin. Petroleum-based lotions,
however, can weaken latex gloves and increase permeability.

When sensitivity is apparent, change to another handwashing agent and seek
medical advice as soon as possible.

Personal Protective Equipment
Gloving

Hands should be properly dried with paper towels before donning gloves because
moisture trapped under gloves enhances bacterial growth and skin sensitivity. It
must be stressed that gloving does not replace handwashing; they are not mutually
exclusive.

Gloves serve as a barrier between the patient and operator. Its effectiveness
isrelated to its quality and the way it is used.

Disposable (patient examination) gloves can be used for routine oper ative
procedures. Sterile surgical gloves should be used when surgical asepsis is
desirable, e.g. in oral surgery. As for simple dental extraction, the operator may
use either disposable or sterile gloves. It has been shown that the use of sterile
gloves does not offer an advantage over clean gloves in minimising infection
following dental extraction (Cheung et al., 2001). Non-latex or powder-free
gloves should be used if either the operator or the patient is sensitive to latex or
glove powder respectively.




A new pair of gloves must be worn for every patient. Washing latex
gloves with plain soap, chlorhexidine gluconate, or alcohol will
produce micropunctures, which can then allow penetration of liquids
(wicking) and subsequent hand contamination (Adams et al., 1992; Martin
et al., 1988).

Gloves should be changed if their integrity are compromised or when they
are grossly contaminated.

2.2.2 Face Masks

Face masks are designed to guard against splatters and aerosols from
getting into contact with the mucous membranes of the nose and mouth.
(Aerosols are unnaoticeable tiny droplets suspended in the air. Splatters are
much bigger droplets, 100 microns or more in diameter, which are visible
to the naked eye).

Paper masks without filters are inappropriate for patient treatment.
Surgical masks, with >95% bacterial filtration efficiency, should be used
routinely in patient treatment and management.

N-95 respirators, particulate-filter respirators certified by the US National
Institute for Occupational Safety and Health (NIOSH), are able to filter
lum particles in the unloaded state, with a filter efficiency of >95% at a
flow rate of <50L/min. A properly fitted N-95 respirator protects health
care providers from inhaling respiratory pathogens, when treating patients
with active TB and SARS. However, it is recommended to defer aerosol
generating procedures if the patient is suspected to have airborne
infections. It isa must to FIRST read and understand the users'
instructions before use.

Face masks should be changed at least once every session or when
contaminated. The frequency of change depends on the room humidity
and the procedure carried out.

When a mask gets 'wet' from exhaled moist air, the resistance to airflow
through the mask will increase, causing more air to pass round the edges.
A 'wet' mask will also be aspirated against the nose and mouth, which can
be hazardous if it is soaked with pathogens. With procedures of long
duration, or which generate lots of splatters or aerosols, a more frequent
change of mask is justified (even in mid-course of a procedure). Do not
place hands over a worn mask as it should be considered a contaminated
object. A used mask should be immediately disposed of after use.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)



2.2.3 Eye Protection

Protective eyewear or face shields should be worn at all times during
patient contact when thereis a possibility that a patient's body fluids may
splash or spray onto the face/eyes (WHO, 2003a).

Proper protective eyewear should have solid side shields. Plain spectacles
which commonly lack solid side shields are ineffective protective eyewear.
Protective eyewear suitable for eyeglass usersis also available.

Face shields offer effective protection against splatters. They cannot,
however, safeguard aerosols from entering the nose and must be used in
conjunction with face masks.

Face shields and protective eyewear should be cleaned, after use, with
water and Hibiscrub, or alcohol. If thereis clear blood contamination, they
should be disinfected with intermediate-level disinfectants; all traces of
disinfectant must then be rinsed off thoroughly to avoid eye irritation.

2.2.4 Protective Clothing

Protective clothing (uniforms, white coats or disposable gowns) prevent
contamination of street clothing and protect the skin of DHCP from exposure
to blood and body substances (CDC, 2003a).

Care should be taken to minimise splashes and splatters when cleaning
instruments and handling disinfectants. A disposable gown is always
appropriate in these circumstances.

Disposable caps that completely cover the hair may be used when splashes
of blood and body fluids are expected. They are also useful in keeping
aerosols from lodging on the hair, which may then be transferred to family
members or onto inanimate objects (WHO, 2003a).

Cardigans or sweaters should not be worn over contaminated
uniforms; also, they should not be considered as protective tops.

Protective clothing should be changed at |east once every day; or when
contamination is obvious.

Soiled uniforms (and linens) should be gently handled by personnel fitted
with proper personal protective gear including face masks, gloves and
protective clothing.



2.3

2.4

Respiratory Hygiene and Cough Etiquette

Respiratory hygiene and cough etiquette should be implemented to prevent
the spread of respiratory pathogens when there are signs and symptoms of
respiratory infection including cough, congestion, rhinorrhea, or increased
production of respiratory secretions.

Infection control measures to contain respiratory secretions include;

«» covering mouth and nose when coughing or sneezing

& using tissue paper to contain respiratory secretions and dispose it in
lidded receptacles

« performing hand hygiene after hands have been in contact with respiratory
secretions

«» advising persons with respiratory symptoms to wear surgical masks,
especially during epidemic periods

Patient Triage

Early identification and early isolation in outbreak situations are key
strategies to prevent spread of infectious disease in clinic settings. It is
important to inform Clinic In-Charge immediately if suspected cases
are identified.

During patient triage, the following should be observed:

« frontline staff should assess patients for conditions that require
additional precautions (i.e. transmission-based precautions) and prioritise
those who may require urgent consultation and isolation

« compliance of respiratory hygiene and cough etiquette should be
ensured

« provide surgical mask to patients identified with respiratory symptoms

< minimise the length of stay for patients with suspected symptoms by
facilitating early consultation and departure

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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2.5 Surface Asepsis

Surface asepsis is a set of procedures that prevent or remove contamination
from surfaces (Miller, 1992). Uncovered surfaces within the confine of the
dental operatory are prone to be contaminated by splatters, aerosols, direct
touch, etc. Eating, drinking and handling of contact lenses are therefore not
advisable in the operative areas.

The logical approach to realise infection control is to:

1. limit contamination by proper zoning, suitable aseptic techniques, use
of barriers, etc.

2. disinfect the contaminated surfaces.

2.5.1 Limit of Contamination

Zoning

The area for cleaning and processing used instruments (Dirty Zone), the
area for holding sterilised and clean instruments (Clean Zone), and the
area for patient treatment (Working Zone) must be clearly delineated
from one another. It is essential to ensure a unidirectional flow of items
from the Clean Zoneto the Dirty Zone.

Clean Zone

Processed items / \l'.".'lean J Sterile items

Dirty Zone Working Zone
Soiled / Used items

Figure 3: Unidirectional flow of instruments among zones.



Great care must be exercised to avoid contamination when crossing zones,
asillustrated in the figure below.

; Clean Zone
Processed items Clean / Sterile items
/ Change gloves / \
Apply overgloves or
barriers
Dirty Zone - Working Zone

Soiled / Used items

Figure 4. Zone crossing precautions.

Keep away from contamination
The number of items lying open on bench tops, bracket tables, and

shelves should be kept to a minimum. Bur stands, cotton roll and gauze
dispensers, saliva ejectors, mixing glass slabs / pads should be kept in
covered containers or drawers. Only the least amount of stock (inventory
and stationery items alike) should be held inside the surgery. Food and
drink should be kept away from dental materials or other potentially
infectious materials.

Use of barriers

It is more reliable (and much easier) to prevent contamination with the
proper use of barriers than to disinfect afterwards. Handpieces, 3-in-1
syringes, ultrasonic scalers and suction tubes must be enveloped in barrier
sleeves. Disposable plastic covers should be placed on bracket tables,
handpiece holders and suction tube holders. Plastic-backed paper bibs
should be used to cover patients’ clothing.

To prevent contamination of equipment and office items, consider putting
on apair of clean gloves over the contaminated gloves (overgloving) when
crossing zones in the middle of atreatment procedure.

Overgloves can be used when adjusting chair/light positions, holding light

curing unit or suction, taking instruments out of the drawer, mixing dental
materials, or answering phone calls.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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Be sure to put on the overgloves only when you are about to proceed and
remove them straight afterwards. Overgloves are meant for interim use and
hence can have a loose fit. A plastic examination glove or simply a plastic
bag can conveniently and adequately serve as an overglove.

Limit contacts
It has been clearly demonstrated that contact and subsequent spread of a
patient's oral fluid occurs frequently during dental procedures.

Adjustment of the dental light and bracket table should be completed
before operation. Both operator and assistant should refrain from inadvertently
laying hands on objects with contaminated gloves. High vigilance on
differentiating 'clean’' from 'unclean’ is required and efforts should be paid
to prevent contaminating the ‘clean’ by the 'unclean'.

Under the right circumstances, a DSA can change his/her position from
being a‘chair-side nurse' to a 'scout nurse'. He/She then limits his/her role
to instrument or material transfer to the operator. Good co-ordination
between the dental officer and the DSA, together with proper workflow, is
needed.

Control aerosols and splatters
Aerosols and splatters are often generated during dental treatment and

instrument cleaning. High volume suction, positioned close to the mouth,
significantly reduces the number of aerosolised particulates by as much as
90% (Jacks, 2002). Handpieces, ultrasonic scalers, etc. should be operated
with an efficient high-volume suction.

Bacterial counts in aerosols can be greatly decreased if patients perform
pre-treatment mouthrinsing or brushing. Even rinsing with water can cause
a substantial reduction in bacterial counts (Fine, 1992). Rinsing with
chlorhexidine gluconate (0.12% to 0.2%) is better for its residual action,
but there are concerns regarding hypersensitivity reactions. Rubber dam
application effectively isolates the operating field and reduces the
bacterial counts in aerosols significantly (Cochran et al., 1989;
Samaranayake et al., 1989).




Good work plan
It is good practice to do more in a single appointment than to schedule

multiple appointments. A good work plan avoids rush and hurry which are
rivals to effective infection control. Prior set-up of instruments in a tray
(tray-system) with necessary materials ready (pre-dispensing) for a
treatment procedure reduces zone crossing and thus the chance of
contamination.

2.5.2 Surface disinfection

Different instruments/equipment/surfaces require different disinfection
regimes. In the dental operatory, environmental surfaces can be divided
into clinical contact surfaces and housekeeping surfaces (CDC, 2003a).
Examples of clinical contact surfaces include bench tops, drawer surfaces
and dental units. Housekeeping surfaces (e.g. floors, walls and sinks) have
limited risk of disease transmission. They can be decontaminated with less
rigorous means than those used on patient-care items and clinical contact
surfaces (CDC, 2003 a & b).

Surface disinfection can be achieved with either intermediate-level or
low-level disinfectants. Intermediate-level disinfectants are those
registered with the US Environmental Protection Agency (EPA) as "hospital
disinfectants” with "tuberculocidal” activity. They include phenolics,
iodophors, and chlorine-containing compounds. Low-level disinfectants
are those registered with EPA as “hospital disinfectants” exclusive of
“tuberculocidal” activity (e.g. alcohol, quaternary ammonium compounds).

Surface disinfection is a two-step procedure. The first (pre-cleaning)
step aims to reduce the organic loads which interfere with the action of
disinfectants. The second step allows time for the disinfectant to take
effect.

When and what to disinfect

If waterproof surface barriers are used properly, and carefully removed
and replaced, there is no need to disinfect protected surfaces in between
patients.

Intermediate-level disinfection should be applied on unprotected clinical
contact surfaces, or housekeeping surfaces with obvious blood/saliva
contamination. A low-level disinfection of the clinical contact surfacesis
sufficient once daily. Door handles should also be disinfected at |east once
a day.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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Gloves, protective eyewear, face mask, and protective clothing must be
worn when handling disinfectants.

How to disinfect

The soak-wipe-soak technique can generally be adopted in most situations.
The first soak, and wipe, with disposable paper towels, is the pre-cleaning
step that lowers the bioburden. Disinfection per seis brought about by the
second soak.

The “wetting” time of the second soak should follow the manufacturer's
recommendations. For intermediate-level disinfection, 10 minutes are
usually required. Residual disinfectant should then be removed with water
(and paper towel).

Some disinfectant wipes combine pre-cleaning and disinfection steps into
one.

Do not soak gauze or paper towels in disinfectant containing sodium
hypochlorite in advance, as its organic component will affect the activity
of the disinfectant. Using the same agent for pre-cleaning and disinfection
will decrease the number of stock items needed.

Choice of agents
Household bleach (5-6% sodium hypochlorite) diluted to 10 partsisa

generally accepted surface disinfectant for intermediate-level disinfection.
(Intermediate-level disinfectants differ from low-level disinfectantsin that
they are tuberculocidal and virucidal.) Ten-minute contact time is
recommended. Its action on micro-organisms is well documented
(Rutala & Weber, 1997). However, being unstable at this concentration, it
must be freshly prepared every day. Its corrosive effect on metals and
bleaching effect on fabrics demand its use with caution. Do note that
proper barrier application will greatly reduce the need for intermediate-
level disinfection in-between patients.

Alcohol is not accepted for intermediate-level surface disinfection
because it vaporises rapidly (and the contact time will thus be
inadequate for effective surface disinfection).




2.6 Taking and Processing of Dental Radiographs

Barrier application and surface disinfection should be extended to the
taking and processing of radiographs. Use barriers to align the cone, set
the control panels and start off film exposure. Gloves should be worn
and appropriate personal protective equipment should be used for
possible blood/body fluid splatters.

Film processing in clinics using darkrooms
Remove any saliva/blood on the film pack with paper towels. Open the
film pack (dirty) inside the dark room and let the exposed film drop
onto a clean paper towel or surface barrier. Be sure not to contaminate
the film. Put on a new pair of gloves and take the clean film for
development.

Film processing in clinics not using darkrooms
The developing and processing of films in clinics not using darkrooms
require extra attention to prevent cross-infection.

Wrap and seal the film pack with a barrier before exposure. Remove the
barrier and let the clean film pack drop onto a clean surface afterward.
Put on a new pair of gloves and take the film for development.

Processing of digital radiographic plates
Wrap and seal the digital plate with barrier(s) before exposure. Remove
the barrier(s) and let the clean plate drop onto a clean surface afterward.
Put on anew pair of gloves and take the plate for scanning. In case of plate
contamination, follow manufacturers’ instructions for disinfection.

2.7 Disinfection of Impressions, Prostheses and Appliances

Impressions and appliances (from patient's mouth) are contaminated
items. They must be appropriately disinfected before sending to the
dental laboratories, with suitable disinfectant and disinfection time to
ensure dimensional stability. Good communication with the dental
laboratories should be maintained to avoid a skip or unnecessary
duplication of disinfection procedures in practice (ADA, 1996;
CDC, 2003a; Merchant, 1996; OSAP, 1998),

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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2.8

X3

8

Firstly, remove saliva, blood and organic debris by thorough rinsing in water.
Immersion in 1:10 sodium hypochlorite for 10 minutes or Dip & Store*
with 1:10 sodium hypochloritefor 10 minutes. The corrosion of metal parts
caused by sodium hypochlorite is a theoretical possibility that may not
happen with the few disinfection cycles in the entire fabrication process
(Merchant, 1996).

Immersion in 70%-80% alcohol for 10 minutes is a viable alternative for
ceramic and metal items.

All disinfected items should be rinsed and dried, packed properly and
transferred to the laboratories.

X3

8

X3

9

X3

8

*Dip & Store: Theitem isfirst dipped in disinfectant, then stored moist inside
acovered container.

Instrument Sterilisation and Disinfection

Instruments or clinical items can be divided into 3 categories according to
CDC/ Spaulding classification (CDC, 2003a; Spaulding, 1968).

Critical items are those which are used to penetrate soft tissues or bone. The risk
of diseasetransmission ishigh. They must be sterilised before and after use. These
include forceps, surgical instruments and scalers.

Semi-critical items are those which come into contact with mucous membranes
but are not used to penetrate soft tissues or contact bone; examples include
mirrors, amalgam condensers and hand instruments for operative procedures. The
risk of disease transmission isintermediate. Theseitems should be sterilised in the
same way as critical items.

Non-critical items are those that touch intact skin only. The risk of disease
transmission is low. Intermediate-level disinfection should be applied after use,
with or without the visible presence of blood. As mentioned before, proper
barrier application will greatly reduce the need for post-operative disinfection.

Items not designed to be reused or cannot be satisfactorily sterilised should
be disposed of after use. Plastic saliva gectors, paper cups, brushes and
prophylaxis cups, scalpel blades, needles, LA cartridges, sutures, gloves and
matrix bands all fall into this category.




2.8.1 The Sterilisation Sequence

The entire management of used / soiled instruments is made up of several steps:

Pre-sterilisation cleaning
This is the most important step, but can easily be overlooked. It removes substantial

numbers of microbes and organic remnants (blood, saliva, etc.) from instruments,
which may otherwise inactivate disinfectants or insulate the microbes from heat.

Do note that it is more difficult to clean an instrument when contaminants are
alowedtodry onit. If cleaning isdelayed, it is advisableto keep soiled instrumentsin
aholding solution which could smply be detergent in water, disinfectant, ultrasonic
cleansing agent, or any proprietary product for pre-cleaning.

Ultrasonic cleaners must be used for pre-sterilisation cleaning. Such practice
cuts down the need for hand processing and minimises the chance of getting
injured by contaminated instruments or sharps. The manufacturer's instructions
on operation should be followed. To avoid generating aerosols, secure the lid
before switching the cleaner on. Proprietary ultrasonic cleansing agents usually
contain ingredients effective in dissolving organic matter, but detergent-in-water
isalow-cost and effective alternative. Cleansing agent should be changed once a
day or when it has turned murky with use. The basket and tank of the ultrasonic
cleaner should also be cleaned at the end of the day. Effectiveness of ultrasonic
cleaner should be monitored regularly.

Washer-disinfectors are a better alternative as the cleaning process can be
validated and instruments can be considered as disinfected at the end of the cycle.

Cleaned instruments should be rinsed thoroughly in water to get rid of al
remaining cleansing agent. They should then be checked for residual
debris and hand-cleaned as necessary. To avoid sharps injury, heavy
duty utility gloves, protective eyewear, face mask and protective clothing
should be worn in the process. Being more puncture resistant and less affected
by chemicals, utility gloves provide better protection than examination
gloves. Utility gloves should be cleaned at the end of the day and can be
reused unless they are worn out.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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Sterilisation of Handpieces
Most handpieces cannot withstand ultrasonic cleaning. Their inner recesses,

however, have to be cleaned prior to sterilisation because oral debris/microbes
may be retracted into the turbine space and waterline. The general guidelines on
handpiece processing are as follows:

1. Leave the handpiece attached after patient treatment. Remove visible debris
from the handpiece. Run, to flush thewaterlines, for 20 to 30 secondsinto a
container or absorbent material.

2. Remove it from the coupling and clean the outer surface thoroughly with
water or disinfectant, rinse and dry. Do not soak unless recommended by the
manufacturer.

3. Clean/lubricate theinner recesses as recommended by the manufacturer. Some
handpieces require [ubrication before, after, or before and after sterilisation, or
not at all. Check with the manufacturer's instruction. Use separate cans of
[ubricants for pre- and post-sterilisation lubrication.

4. Wipe residual lubricant away from the outer surface. For handpieces fitted

with fibre-optics, be sure not to leave any lubricant on the fibre-optic contact.

Package in pouch, bag or container.

Follow the manufacturer's recommendations on sterilisation.

7. If post-sterilisation lubrication is required, handle the sterilised handpiece

asepticaly.

o u

Drying

Instruments must be dried (and oiled if necessary) before sterilisation. Most
hand instruments can be toweled dry. For hinged instruments or instruments with
inaccessible small parts, they can be blown dry with compressed air. It is a
misconception that sterilisation by means of an autoclave is a wet process and
thus instruments can be left wet in the sterilisers. The vapourisation of water on
wet instruments takes extratime. More importantly, water trapped in small spaces
such as the hinges of instruments may be unable to vapourise completely.
Effective sterilisation may not be achieved within the set time. The chance of
corrosion is also increased.



Packaging

Before disinfection by washer-disinfector or sterilisation, instruments
should be handled as though contaminated. Packaging should be donein
the Dirty Zone unless washer-disinfector isused. Critical instruments not
for immediate use should be packaged to prevent recontamination after
sterilisation. Operative hand instruments that are used frequently can be put in
perforated aluminium trays with or without wrapping (tray-system). Handpieces
can be packaged in pouches or perforated trays. All packages must be dated.
The autoclave used for each package should be identifiable to facilitate
recall when ineffective sterilisation is presumed in the event of spore test failure.

Sterilisation

Moist-heat should be used for sterilising instruments. Autoclaves are the most
reliable tools in instrument sterilisation. Effective sterilisation can be
achieved in arelatively short period of time. The chamber of the autoclave should
not be overloaded and regular monitoring is necessary to ensure efficacy of the
machine. All critical and heat tolerant semi-critical instruments should be
autoclaved. It is important to operate and maintain the autoclaves in accordance
with the users’' manuals. Do not take short-cuts in any case.

The gravity displacement and the pre-vacuum (vacuum assisted) autoclaves are
both available in the Government Dental Service. For the gravity displacement
models, air is displaced by steam physicaly. Improper packaging and loading
could prevent the escape of air, leading to ineffective sterilisation. Their use
should only be limited to sterilisation of unwrapped solid items. In pre-vacuum
autoclaves, air isfirst drawn out (to create a vacuum) before the chamber isfilled
with steam. Effective steam penetration could thus be attained for different types
of loads including solid, hollow and porous, pouched, and single/double wrapped
items (Joslyn, 2001).

Storage
Sterilised items should be properly stored to ensure sterility.

Packaging simplifies storage. The storage condition is vital. The sterility of
wrapped items can be maintained indefinitely unless an occurrence (e.g. torn or
wet wrapping) causes contamination. (CDC, 2003a; Mayworm, 1984).
Instruments in compromised wrappings should be re-cleaned, repackaged and
re-sterilised promptly. For quality assurance, wrapped instruments should be
re-sterilised within two years.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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Thedate of sterilisation must be clearly marked on the package.

For unwrapped frequently used operative items, they should be stored in covered
containers with no perforations, or cabinets with tight doors. Instruments
autoclaved and kept in perforated trays should also be considered as unwrapped
items. Unwrapped items should be re-sterilised at least every three months,
with the storage cabinets and containers for such items disinfected with
low-level disinfectant (or sterilised if applicable) at the same time.

2.8.2 Sterilisation monitoring

There are anumber of reasons for ineffective sterilisation to occur (Miller, 2001),
for instance:

Overloading inacycle.

Improper equipment maintenance.

Damaged door seal.

Improper sterilisation time.

Inappropriate packaging (e.g. instruments in non-perforated trays).

O/ CR )/ o O/
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Therefore, it is crucia to monitor the effectiveness of a sterilisation process with
the use of physical, chemical and biological indicators.

Physical indicators

The temperature and pressure finally attained and the time then elapsed should be
noted. They should be in accord with the users' manual. Some autoclaves provide
printouts with regard to the changes of the physical conditions during the cycle,
which are certainly useful for documentation purpose.

Chemical indicators

Chemical indicators are heat-sensitive materials that display definite colour or
physical changes in response to temperature rise and/or contact with steam over
time. They could be turned out as pads, cards, strips, vials and most commonly
tapes.

A chemical indicator designed solely to indicate heat change in a sterilisation
cycle is known as a process indicator. The bands on an autoclave tape or the
markers on a sterilisation pouch are process indicators; they change colour, in a
given time, at a definite temperature. Process indicators, albeit being the most
basic chemical indicator, can be conveniently used to differentiate processed from
unprocessed items.



A Class 4 or 5 chemical indicator should be put in the most inaccessible part
of every load (commonly the centre of an autoclave chamber). The result should
be verified by two clinical staff before unloading, and properly entered onto the
log sheet (Sterilisation Monitoring Summary) which should be kept, as other
medical records, for seven years before disposal.

Biological indicators
Biological monitoring conclusively demonstrates that effective sterilisation is

achieved, though physical and chemical monitoring provide factual information
on the sterilisation conditions. The use of calibrated biological indicators (spore
test) is the most important assurance (Miller, 2001; Molinari et a, 1996) on the
sterilisation process.

Biological indicators are live, nonpathogenic bacterial (Geobacillus
stearother mophilus) spores that are highly resistant to heat, much more so than
theviral, fungal and bacterial pathogens (including HIV, HBV and Coronavirus);
and present in greater number than the common microbials found in contaminants
on patient-care equipment. Therefore, if the spores are inactivated after a
sterilisation cycle, no other organism should survive and the related load is
sterile.

Spore test should be performed at least weekly. After new installation,
relocation, sterilisation failure and major repairs, steam steriliser should be tested
by running three consecutive empty cycles with biological indicators, one right
after the other. The sporetest result summaries should be kept for seven years
at theclinic level.

To conduct a spore test in the Dental Service, Department of Health,

« Pouch avial (ensure that the glass ampoule isintact) and placeit in the
most inaccessible area of aload. Start the sterilisation cycle as usual.

« At the end of the cycle, check if the process indicator on the pouch
and on the via has changed colour. Check the integrity of the ampoule
again.

« Fill in the request form (DH2544).

« Pack and dispatch to Public Health Laboratory Centre (PHLC),
Department of Health for incubation.
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2.9

If a sporetest fails, the following steps should be taken:

=

Stop using the autoclave in connection. Use other autoclavesin the clinic.

2. Recall and re-sterilise al the items autoclaved since the last successful spore
test.

Repeat the spore test immediately.

Check temperature, time, pressure and proceduresin 3.

Request the second spore test with the (pink) DH 2544 Form stamped with
the assigned clinic chop.

If the second spore test fails, ask EMSD to check the autoclave.

7. Ensure negative sporetest result for the serviced autoclave before resumption
of use. Three consecutive empty cycles with spore tests should be run, one
right after the other.

ua ks w

o

Waterlines / Suction Asepsis

Waterline asepsis
Dental unit waterlines (DUWL) refer to the pipeline system that delivers water to

handpieces, 3-in-1 syringe, and ultrasonic scaler. Studies have shown that DUWL
promote both bacterial growth and the development of biofilm (CDC, 2003a).
Oral debris of patients can also enter the DUWL even when the dental units are
fitted with anti-retraction valves which may clog due to biofilm deposition and
fatigue (Pankhurst et al, 1998). Although no epidemiol ogic evidence suggests that
DUWL poses a public health concern, exposing patients and DHCP to water of
uncertain microbiological quality is inconsistent with the infection control
principle (CDC, 2003a). Therefore DUWL have to be treated to achieve desirable
water quality.

Dental Unit Waterlines treatment

Microbial level in dental unit water should be minimised through a range of
measures depending on the decontamination protocol:

Removal of biofilm accumulated in DUWL by chemical treatment;
Dental unit water quality maintenance by chemical dosing of water;
Flushing waterlines for 20-30 seconds after each patient use;

Flushing waterlines for aminimum of 2 minutes at the start of the day;
Purging of DUWL until the bottle is empty when prolonged period of
equipment non-use is anticipated.

O o% <% o% <%
LS X X I X X

Clinical staff should comply with the technical details stipulated in
“ Decontamination of Dental Unit Waterlines in Government Dental Service”
(Appendix 1V).



Water quality
Sterile irrigants/coolant such as sterile water or saline are required for surgical

procedures such as dento-alveolar surgery, dental implant placement and all
dental procedures performed in operating theatre (OT).

According to CDC recommendation, water quality for routine non-surgical dental
treatment (such as irrigants/coolant for cavity preparation and ultrasonic scaling)
should be of no less than potable drinking water standard (i.e., <500 Colony
Forming Units per mL (CFU/mL) of heterotrophic water bacteria).

Bacterial levels should be tested according to the details stipulated in
“ Arrangement of Water Test for Dental Unit Waterlines in Government Dental Service”
(Appendix V).

If the water test result indicates bacterial level more than 500 CFU/mL

(Action Level), the steps below should be followed:

1. Review the process of DUWL decontamination

2. Until re-shock treatment is tarted, all DUWL should be flushed at the beginning
of each working day

3. Perform the re-shock treatment as soon as feasible

4. Re-arrange water test for the dental unit

5. Inform ICSC for further investigation if bacterial level is still above the
Action Level

The significance of heterotrophic water bacteria count on human health should be
treated with caution. WHO expert panel reached a consensus that heterotrophic
bacteria count is not a water safety indicator. (Bartram et al 2003). Thereislack
of clinical evidence to suggest that elevated population in the water flora pose an
increased health risk to any segment of the population. (Allena et al 2002). In
Dental Service, the heterotrophic bacteria count is used as a tool to indicate the
effectiveness of water treatment processes.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)

29



30

2.10

Suction / Evacuation system
This is different from the dental unit waterlines in that contents along the

suction system typically do not go back to a patient's mouth. Intermittent
flushing with water during treatment and in-between patients can help to
prevent the tubing from clogging. At the end of a working day, rinse the
system with appropriate agent as recommended by the manufacturer, or alitre
of water. The use of suction cleaning devices such as “Oro-cup” helps to
create the necessary turbulence for more effective cleaning. The detachable
suction filters and hoses should be cleaned with reference to the manufacturer's
instructions.

Do not advise patients to close their lips tightly around the tip of a saliva
gjector to evacuate oral fluids, as this may lead to suction backflow.

Vaccination

Healthcare workers are at risk of acquiring and transmitting infections
through occupational exposure with potential contact with patients, their
blood or body substances in health care settings. Protection against some
infectious diseases can be achieved through vaccination.

According to Department of Health Circular No. 2/2018, the Dental Service
follows the recommendations stated in the “Summary Statement on Vaccination
Practice for Health Care Workers in Hong Kong” issued by the Scientific
Committee of Vaccine Preventable Diseases in September 2017 as below:

a. HCW should be immune to hepatitis B and post-vaccination serological
status should be ascertained.

b. HCW should be immune to measles and rubella, by either vaccination or
medical evaluation.

c. HCW should be immune to varicella. HCW with negative or uncertain
history of receiving two doses of varicellavaccines or disease of varicella
or herpes zoster should be serologically tested. VVaccines should be offered
to those without varicella zoster antibody.

d. All HCW should receive seasonal influenza vaccination annually once the
vaccineis available.



2.11 Waste Management

Similar to the cleaning of used instruments and handling disinfectants, proper
personal protective equipment are required in handling wastes.

Clinical waste
Clinical waste, domestic waste and chemical waste should be segregated at the
sources of production. Covered waste receptacles should be used in clinical areas.

Clinical waste including sharps box that contains used/contaminated needles and
blades, dressing dribbling or caked with blood or containing free-flowing blood,
etc. should not be kept for more than 3 months. All clinical waste must be
disposed of in red plastic bags conspicuously marked with 'Biohazard'
symbol and labelled as 'Clinical Waste' in both Chinese and English on the
outside. A second red bag is indicated if leakage is suspected. Waste bags for
clinical waste should be securely fastened when reaching 70-80% of maximum
volume. The bags filled with clinical waste should be tied up using the "swan
neck" method of sealing (Appendix VI). Clinical waste bags should not be
compacted by hand. Special management by licensed clinical waste collectorsis
required (Environmental Protection Department, 2001).

Non-clinical waste
All trash, other than clinical waste, could be disposed of as domestic waste in

black plastic bags. Liquid waste, except chemical waste, can be emptied into the
drain and flushed down with water.
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Figure 5: Outline of waste management




2.12 Safe Injection Practice and Sharps Handling

Sharpsinjury, especially involving disposable needles, isawell-known risk in all
healthcare settings. Safe handling, use and disposal of sharps are necessary to
prevent injury and the possible transmission of bloodborne diseases, including
hepatitis B virus (HBV), hepatitis C virus (HCV) and human immunodeficiency
virus (HIV).

Engineering controls and work-practice controls could be employed to prevent
sharps injuries. Engineering controls remove or isolate a hazard in the workplace
and are frequently technology-based. Examples are sharps containers and
recapping devices. Work-practice controls are behaviour-based and are intended
to reduce the risk of blood exposure by changing the way DHCP perform tasks,
and include the following:.

Contaminated needles and other contaminated sharps should not be bent,
recapped, manipulated or removed unless such action is required by a specific
procedure. If recapping of needles is inevitable, use recapping devices or the
one-handed scoop technique.

Burs should be removed before disassembling the handpiece from the dental unit.

Instruments should be used in place of fingers for tissue retraction or palpation
during suturing and administration of anaesthesia.

Used needles and sharps (burs, scalpel blades, orthodontic bands etc.) should be
discarded into the sharps box. Sharps box must be placed in a safe position within
the surgery to avoid accidental tipping over and should be out of reach of small
children.

Sharps box should not be overfilled and should be disposed when it reaches the
warning line (~70-80%) of the maximum volume. Sharps box should be sealed
and placed into a heavy duty red plastic bag with biohazard sign for proper
disposal.
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2.13 Occupational Exposure to Infectious Materials

Occupational Exposure is defined as the contact of nonintact skin, eyes,
mucous membranes or parenterally with blood or other potentially infectious
materials (CDC, 2003a). Management measures include:

First aid
«» Wash wounds with soap and water; flush mucous membranes with water.
«» Dress wound if necessary.

Referral
Yes
Serious injury e.g. wound — » | Referto A&E Department *
suture needed of a nearby HA hospital:
+/-wound care.
No
v y Baseline blood test for HIV,
[S35)
Wound with rusting/ soiled — HBV and HCV.
contaminants +/- Anti-tetanus toxoid
immunisation.
No
v +/- HBIG for post-exposure
rophylaxis.
Involved staff with Hepatitis B No PREEY
antibodies >
Unsure
Yes
A4
To Therapeutic Prevention Clinic (TPC)*, Department of Health:
Call 2116 2929 as soon as possible for appointments to have baseline blood
test (on HIV, HBV and HCV infections), counseling, further follow-up, etc.

* Be sure to have a completed Referral (Appendix VI1I) when attending A&E or TPC.
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Establish the serological status of source patient
If the source patient belongs to the "high-risk" groups, refer him/her (with

informed consent) for blood test as the related dental instruments/needles
normally contain too little source material for laboratory tests. This will facilitate
arrangement for follow-ups. (Some hotlines are available to provide additional
information on specific medical conditions, e.g. 2112 9911 for Hepatitis B, 2780
2211 for AIDS)

Reporting
Complete the Surveillance Form for Sharps Injury or Mucocutaneous Exposure

to Blood / Body Fluid (Appendix IX) and report respectively to Infection Control
Branch, Centre for Health Protection and Infection Control Standing Committee,
Dental Service.

Handling of Linen

A policy on the management of linen should be in place wherever applicable.
Clean linen should be handled, transported and stored separately from used linen.

Principles of handling used linen are as follows:
¢ Soiled textiles, including bedding, towels and working clothes may be
contaminated with pathogenic microorganisms. Standard precautions
should be applied when handling used linen.
«» Appropriate PPE should be worn during handling of soiled linen.
«& All used linen should be handled as little as possible and with minimal
agitation to avoid contamination of environment and persons.
< Sorting or pre-rinsing of used linen in dental surgeries is not
recommended.
s All used linen should be contained in alaundry bag or designated bin.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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2.15 Collection and Handling of Specimens

Adherence to standard precautions and hand hygiene is crucia during specimen
collection. Transmission-based precautions may be required according to
patients’ conditions.

Specimens should be taken correctly and placed in a leak-proof specimen
container. The cap should be securely closed. The specimen container should be
packaged appropriately in a sealed bag to prevent |eakage during transport.

The outside of specimen containers should not be contaminated. If the container
is visibly contaminated, clean and disinfect the outside of the container before
placing it into the transport bag.

Refrigerator(s) used for specimen storage should be clearly labelled and should
not be used for food, drinks or medications.

Specimens should be kept upright as far as possible to prevent leakage during
transport to the laboratory. Specimens should be transported in individual leak
proof bags marked with “BIOHAZARD”. Request forms should be placed
outside the plastic bag.

Hand hygiene should be performed after taking any specimen. Gloves must be
worn when handling pathology specimens and specimen containers.



Appendix | - Poster: How to Handwash? (WHO)
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Appendix Il - Summary Table: The Use of Disinfectants & Antiseptics in
Infection Control



Appendix I11 - Infection Control Measures for Non-Autoclavable Patient
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Appendix IV - Decontamination of Dental Unit Waterlines in Government
Dental Service



Initial SHOCK treatment using Biofilm Remover

:

Measure the volume of Biofilm Remover needed for a
particular dental unit by the following method:

+ Empty the independent water bottle;

+ Collect all water being flushed out from waterlines
of 3-in-1 syringe, all handpieces, ultrasonic scaler,
and cup filler into a measuring jar and measure the
total volume; and

s  Add 20 % to the volume measured and record it.

Decontaminate the DUWL of 3-in-1 syringe, all
handpieces, ultrasonic scaler, and cup filler with Bicfilm
Remover (e.g. Sterilex Solution). Treat the DUWL for 3
consecutive nights starting on Monday or Tuesday at
the end of session (at 4:45pm).

Fill the independent bottle (high density polyethylene
bottfe with a minimal thickness of 0.08 inches) with
appropriate amount of Biofilm Remover,

Each sst of Sterilex Liguid Ulra (Solution 1 and 2
mixed together at the time of use) produce 180 ml of
Sterflex solution. Some dental units may require more
than 1 set of Sterilex Liguid Ultra for decontamination
of DUWLs.

Remove the 3-in-1 syringe tip, scaler
insert, all couplings and motors from
the hoses.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)
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Run Sterilex solution until pink solution appears at the
end of all the DUWL.

Note: All DUWL, including those without water supply
{e.g. straight handpiece), should be decontaminated
with Biofilm Remover during SHOCK treatment.

Small amount of Biofilm Remover should be left at the
bottom of the bottle so that the pick-up tube can contact
the solution during the disinfection process.

At the beginning of the next working day, discard the remaining Biofilm Remaover from
the bottle. Rinse the bottle and then fill it with tap water. Flush-out all Sterilex solution
from ALL the DUWL (in the order of cup filler, 3-in-1 syringe, handpieces and ultrasonic
scaler). To ensure complete removal of Biofilm Remover, flushing should be continued
until colorless water appears at each outlet and the whole bottle of water is consumed,

P.S. Full PPE must be womn during SHOCK treatment procedures

Routine DUWL maintenance with intermittent use of Biofilm Remover
(INTERMITTENT APPROACH)

After SHOCK treatment and a successful baseline water test, treat DUWL WEEKLY
with Biofilm Remover,

1.

Fill-in of Sterilex solution should be carried out at 4:45pm on a working day except
Friday and flush-out of Sterilex Selution should be carried out at 8:45am on the
next working day. The fill-in and flush-out procedures of Biofilm Remover are the
same as described for initial SHOCK treatment, but should be performed for one
overnight only (NOT three consecutive nights).

ALL waterlines should be flushed for at least 2 mins (including cup-filler, for 5 cups
of water) at the beginning of every working day.

ALL handpieces (including straight and polishing handpieces), scaler and 3-in-1
syringe should be flushed for 20-30 seconds after each patient treatment.



Routine DUWL maintenance with daily use of DUW Quality
Maintenance Agent (CONTINUOUS APPROACH)

1. Add DUW Quality Maintenance Agent e.g.
ICX, or other similar agent, carefully to an
empty 2-litre bottle and fill up the bottle with
tap water.

2. ICX tablet should be added into the water
bottle in each re-fill.

3. Itis not necessary to flush the DUWL at the
beginning of the day, but flushing used
DUWL (including straight and polishing
handpieces) for 20-30 seconds after each
patient treatment is still needed. For
individual waterlines, the ICX solution
should be refreshed at least once every 2 weeks.

4. The residual effect of ICX to maintain waterline during periods of non-use can only
last up to two weeks. If the dental chair is anticipated to be idled for more than two
weeks, all DUWL should be purged dry at the end of the last working day. A freshly
mixed ICX solution should be used for treatment on resumption of working day.

Ideally bottled water (with ICX tablet) should be used for mouth rinsing, albeil tap water is
acceptable. When tap water is used, clinical staff should flick the city/bottle water switch and fill
up the DUWL for the cup filler by discharging 5 cups of ICX water at the end of each working
day. The purpose is to avoid building up of biofilm in the DUWL for cup fillers overnight.
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Stock up

Biofilm Remover and DUWL Quality Maintenance Agent would be supplied through
Dental Supplies Cffice. Other items (e.g. measuring jars, funnels) could be obtained

from CAPS.

Documentation

1.

For every dental unit, the SHOCK treatment should be logged onto the Records of
DUWL Decontamination with Biofilm Remover.

The subsequent decontamination records should be documented according to
whether intermittent, continuous or hybrid approach is used:

For clinics using the intermitient approach, weekly decontamination should be
logged onto the Records of DUWL Decontamination with Biofilm Remover.

For clinics using the continuous approach, the number of DUWL Quality
taintenance Agent used should be recorded on the Records of use of DUW
Quality Maintenance Agent.

For clinics using the hybrid approach, both of the above should be recorded.

The above stated records should be kept in the clinics and retained for at least 7
years, as a component of the overall infection control program.

DVD training program

New clinical staff should study this document carefully with the aid of a DVD provided.

ICSC Aug 2018
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Appendix V - Arrangement of Water Test for Dental Unit Waterlines in

GO\J smiimmn mmdk M Aacmb Al CAvi il An

Arrangement of Water Test for Dental Unit Waterlines (DUWL)
in Government Dental Service

There is increasing global and local concern about biofilm formation and water quality
in the dental unit waterines (DUWL) which may harbour large amount of various
micro-organisms. So far, there are very limited documented cases of infection
resulting from exposure to the water from DUWL, According to the current evidence,
it is safe for most patients but it may pose potential health hazard to medically
compromised patients, Therefore, Infection Control Standing Committee (ICSC) of
the Dental Service has determined to raise the water quality standard of the DUWL.

Aarobic heterotrophic bacteria are the most frequently encountered microorganisms
found in DUWL water. American Dental Association (ADA), Center for Disease
Control and Prevention (CDC) and other authorities have recommended that DUWL
water should contain < 500 Colony Forming Units per milliliter (CFU/mi) of aerobic
hetarotrophic bacteria, which is equivalent to drinking-water standards.

Regular microbiological examination (water test) of dental unit water helps monitor
and facilitate the control of water quality standard. Accordingly, ICSC has procured
water lest sarvice as a complement to the effective implementation of DUWL
decontamination regimen. Our Action Level is > 500 CFUmI. When the water test
result indicates “Above Action Level”, action is required i.e. shock treatment should
be performed for the concermed dental unit.

Shock treatment

. 4

Baseline Water Test

9
< 500 CFU/ml

4

' Routine Water Test |
@ 3 months




Water Test Arrangement

Routine Water Test is conducted every 3 months for all operating dental
chairs and is arranged by ICSC. Only 1 particular type of water sample is
collected as specified by ICSC.

Baseline Water Test is conducted only after completion of shock treatment i.e.
decontamination of a new dental chair or unprocessad dental chair or water
test report indicates “Above Action Level”. 3 water samples are reguired
including Cup Filler, Ultrasonic Scaler, and 3-in-1 Syringe and Handpieces.

Walter samples should be collected before the end of moming session and
would be picked up by the Conlractor in the afternoon.

If a surgery is closed, arrangement should be made to have the water test
carried out by another clinical staff e.g. DSA.

The Contractor is subject to change in the procurement exercise. The details
in Appendix 1 will be reviewed from time to time.

Procedures for conducting Baseline Water Test

4.

Prepare 3 sterile bottles (100ml) and alcohol
gauzes. Label the 3 bottles as (with clinic name
and surgery number):

*  3-in-1 Syringe and Handpieces
* Ultrasonic Scaler
»  Cup Filler

Full PPE should be worn

Remove ultrasonic scaler insert, all handpieces including couplings and
adaplors, and 3-in-1 syringe tip from DUWL

Flush all the DUWL (including cup filler, ultrasonic scaler, all handpleces, and
3-in-1 syringe) for 2 - 3 minutes

5. Wipe all the DUWL outlets with alcohaol gauzes
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6. Collect 30 ml or more of water (about 1/3 of bottle) from DUWL into respective
bottles. Avold louching the DUWL outlet with the sampling bottle while water is
being collected

7. Secure the caps of sampling botlles

8. mﬂlmawmmlmammmm;mrmm
completed Request Form for Microbiological Examination

9.  Immediately refrigerate the water samples until the Contractor collects them

Procedures for conducting Routine Water Test

*  Perform the same procedures as for conducting Baseling Water Tesl, except
only 1 water sample (as specified by ICSC) is collected for Routine Water
Tesl.



Stock up

Sterile bottles and plastic bags are provided by the Contractor. Contact the
Contractor (sea Appendix 1} if the materials are not ready before the
scheduled date of water test,

When water test result indicates “Above Action Level”

Individual Clinic should contact the Contractor to arrange the delivery of
sampling botties and the collection of water samples.

Perform shock treatment for the concemed dental unit within 2 weeks of
receipt of the water test report. Shock treatment should start on the earliest
available Monday or Tuesday, for 3 consecutive days.

A Baseline Water Test should be conducted before the end of the moming
session following completion of shock treatment.

In addition, during the time elapsed between the receipt of water test report
and before commencement of shock treatment, all DUWL (including cup filler,
ultrasonic scaler, handpieces and 3-in-1 syringe) should be flushed for 2 - 3
minutes at the beginning of each working day

Use the PINK Request Form for repeat water test and fax a copy to ICSC
before sending to the Contractor,

R REPEAT || i i

What to do in case of repeated “Above Action Level"?

In case of repeated (2 or more consecutive) “Above Action Level”, please
contact Dr. Amy NG for investigation.

Perform the same procedures as “Above Action Level” as soon as possible,
If the surgery is closed, arrangement should be made to have the shock
treatment carried out by another clinical staff.
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Documentation
= Reports of water tests will be sent to clinics by fax.

= All the water test results must be entered into the Water Test Result
Summary Sheet.

=  They have to be kept in the surgeries and retained for at least 7 years, as a
component of an overall infection control program.

ICSC June 2016



Appendix VI - Sealing and Tagging Methods for Clinical Waste Bags

When clinical waste bags are filled to the warning line,
the “Swan-neck"” method of sealing should be used.

Seal bag when filled fo the Twist firmly then double over. Hold the twist firmiy.
warning line.

A0
Coo

- L~
Pass the seal over the neck of the bag. Tighten the seal manually to create an
efiective seal.

Source: Environmental Protection Department, the Government of the HKSAR
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Appendix VII - Poster: Avoid SharpsInjury

Avoid Sharps Injury

Needle Recapping




Appendix VIII - Mucocutaneous Exposure to Blood / Body Fluid -
Referral Form to TPC /A& E

Mucocutaneous Exposure to Blood / Body Fluid - Form 1
Referral to Therapeutic Prevention Clinic / A&E Department

Referral Chart

Sericus injury &g wound suture needed s Refer to A&E
Department of
Mo ‘ a nearby HA H:S::k
hosptal:
Wound with rustic /soil contaminants b B0 ] .
N ; (Take this (For detals,
Ne % Referral, refer to
i ¥ d nEure along with page 17 )
Involved staff with Hepatitis B antibodies = your ID Cazd))
-
Yes L
To Therapeutic Prevention Clinic (TPC), Department of Health:
1. Call 2116 2929 as soon as possible for appointments
2. Take this Referral, along with vour [D Card when attending TPC
...... R . S
To: Therapeutic Prevention Clinic, DH / A&E* Department (*Delete as appropriate)
R P ment / Follow-u
Name: Post: ID Neo: ()
Date of incident: Dental Clinic:
Contact source: O LA needle O Suture needle O Irrigation needle O Wire
O Probe O Bur O Elevator O Scalpel blade
O Blood / Body fluid splatter {on mucosa)
0O Others, please specify:
Contact process: O Recapping used needle O Disposal of sharps
O Tidving up bracket table, travs O FPre-sterilization cleaning
O During treatmnent, please specify
O Others, please specify:
First-aid on site: O Yes ONe
Other information:

Referring Dental Officer’s Signature:
Name:
Date:

CRLER [T
(Dt Garvice. Deparimand of Sasih H<EAR Javemmant (TT2007)
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Appendix | X - Surveillance Form for Sharps Injury or Mucocutaneous
Exposureto Blood and Body Fluid

- Surveillance Form for Sharps Injury or @Illl-ﬁ
wEw Mucocutaneons Exposure to Blood and Body Flakd e
A Parncul of b Fisponed St (Lo e ot o Came |
(1} Thacglos of e Bued { Expoied S (Pems o the appwcpate )
i T Docor & O Neoe Im:m i T Parmedal e g OT, PT,
Dieticiie, 5T, Chiz Py, Bad
it O Dezn @ T Dunal Thergne T = osan B T Madeal Techaign
B O Wedkse (D O Osbum, pless Tadmes ]

@ Seras M Drincs ! Brach Whent S bowry M Expovans Dol W_Lﬂnﬂihh 1]

o W Gar ownt il adusiable” W Te O M
1] Sﬁlnfl—-uﬂl’md’ﬁw_
w o Comtact da g u oo Imﬁthmhﬂ'-dh“

Iil Z Scpechical ihp icraick, oo or e Wool) (@) D Mot . prostnued Saoagh ks, Headay wound)
T Deep (ng sl prarmasce) i O 2w

;
i

=] O O
By T Fegen g O Hed W O loveEomeie G

B Wi te mury wlf miloed® WD Ya | . ey o Unkrows

Watsryrmy o neelle from mabber or cfer ressin
il (0. rabbai siopoes. LV, porid

Pirans fiex the formPl & 1) w0 JCB @ JILF 0741 or peall iv nfrction Camoed Branih, G, Crmmy for Hralth Prosection, 1470 Argyie rert, Kemioes,
Hang Keng nifhin & desy. For snpuivies, ploase swmtsrs ICB at 1111 PA1L
[—— Pap 1al}



" Surveillance Form for Sharps Injury or @I'Etllla

= Mucocutaneous Exposare ta Blood and Body Fluid Eban s
Hh Ded e device being eaed it exgscersd-sharpt lnkery prowmtee? 1 O Y W O
R a— find O Dessreerimess iy [ Moe Apphoaile

T Trpes of Hood or Bodky Fads Exposs)
1 B £ Hood podach
(6 2 Dep bosdy fld

0 O Acoset fnd E O Corebroipeal flud )y O Percesdil find
i) O Portosal fizd M O Peunl s ol O Semssiragail ecios
i) OO Sysevial fead (mn) OO Oerimendy)

& O Saliw (sdloly coctemimned vtk Hood™y WD Ya [

W O Ortaery, pheuse spectly
IE  TFerronal Protectree Egapment Tsed Woen the Exponae Inceient Ocoamndl

i O Faoeabuelds s D Gegela @ O Gm W O Gem
w O Mk in D N M O Odem
B Fire Aid Civen.on Sine
W O Wi cae / Winter Flush isplatier on sl
WM O Mo
(1 Medeal Cotpalivbon
W O Reed & O Amepel ® O Naswned
U0 1o e et eporind 10 B Dieparsnesal Admicsnnce Secton (DAS) @ o B fasery & Dty (0007
w O Ya m O %
Naoe of Perwn for Exgory Cloptact Wumber
iRk Lt For deta sy cevcatem onfri
Py fax thy farmiP ] & 3y oo FC8 ar SEET 0701 or meall ta nfeciien Contral Branch, 1., Canie for Nouith Frosessiom, 147 Argyle Sves, Kawloan,
Moy Kooy within 4 dovy, Far snquinies, pheane comsper S8 ar 228 904,
i i 5300 Page 2 af)
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L2

Surveillance Form for Sharps Injiry or @ltllu-
Mucacutaneons Expossre to Blood and Body Fluid e

W

| Code R Services | Division
L | Ol Assessment Servce
2 | Chesese Medicme Drnsxm
3, | Clames Inststutsons)
4. | Chmical Genetie Senvice
5. | Dental Sevce
6 | Elderdy Health Services
7. | Emerpency Respoose and Informaton Branch
L3 ;mmm
9. | Foeenmic Pathology Service
11. | Mascotics & Drug Adminstrabon
12 | Phamuceatical Service
13. | Pon Health Office
1. | Professional Develiopenent and (uality Assorance
15, ranme hmmsgement and Professonal Development Brasch
1 | Publbe Health Laboestory Services Bramch
17. | Rachation Healih Uns
18 | Social Hypiene Service
19. | Spocial Preventive Programme
M) | Snadent Health Service
21, | Swrvallance sl Epsdemiology Brach
3. | Toboruloss sd Chest Service:
3. | Oxhers, please specify:
[oreT ey il mos: own o T Rce-min W comiact wilbieed o
o J‘"’"_: o sl Rt s o o s of ey o (15 ey
i
o m*q-ﬁ*hmﬂg-ur—uﬂ*ﬁ;u;
Mpccrmmmeni  Comieh S Mool o bidy ey of fltemt o ol ol sl sl rra gl i i bl e FTE
Enginmrs L - i
G Boimealty - fhe Slomg bEmm Sob S wme cupaal sevmon cervbrowpes fmd el Sm pend S pencke
Thinee Lasiah  Pusd piitossel Sl et Seed ek s i odead preinli s by B G w bl soaussned Sl bl wmd
aE buely Phisy m efpitins Sl @ o defllinl) of pgrsadbin 1 & eiraluits.
- Aa snfued v o T | ol e etact ke $om o bame [Ty o deads
ool or e calbom. caliwivs, amd HIV., 1-\’-.-“-_:-'*-*
[ S S ——— e T e
© Fovr, mmal worsnons . B wns sl Tomides o9 Gt aplcned @ e s of TV, IV, sl MO e
s e PR
Eaguvrered Sharps. A plypsecal stifisis ek s o wrdle dewe mend B owilchmermg hody Bk, scorusg & RS A G o slnausermg
s aticm o i Thiadi, mikach affacne sh relaits Se nk of o aapoae modend T8 meckeniam ol 5 bETNE R,
thamimg et igaaision wolbioesal dn Ao ofertie mechasms ¥ m sl o il @Skt el mbe my e g of
maedis dre it § on-meele dharp, whe efferireh relsor S ned o o opoees noker
P
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(oY Tl Srgery Assimesy it Rk BT Spsmeh Thergpen
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Plorare s e formi B o v e FEH ar FISH 0507
Hamg K wishin { s, v empuivies, pleais comsact IEH a8 221 1913,

Page 1wl §



References

ADA Council on Scientific Affairs and ADA Council on Dental Practice (1996) Infection control
recommendations for the dental office and the dental |aboratory. J Am Dent Assoc 127, 672-80.

Adams D, Bagg J, Limaye M, Parsons K, Absi EG (1992) A clinical evaluation of glove washing
and re-use in dental practice. J Hosp Infect 20, 153-62.

AllenaMJ, Edberg SC, Reasoner DJ. Heterotrophic plate count bacteria—what istheir significance in
drinking water? Presented at the NSF International/World Health Organzation symposium on
HPC Bacteriain Drinking Water, April 22— 24, 2002, Geneva, Switzerland.

Australian Dental Association. ADA’s Guidelines for Infection Control. 2015, Third Edition.
Bartram J, Cotruvo J, Exner M, Fricker C, Glasmacher A. Heterotrophic plate counts and
drinking-water safety: The significance of HPCs for water quality and the human health, WHO
[p-1-10] [extracted from WHO website on 1 April 2016]

Bjerke NB (2002) Standard precautions. Infection Control Today 6(8), 46.

Boyce M, Kelliher S, Vallande N (2000) Skin irritation and dryness associated with two hand
hygiene regimens: soap and water handwashing versus hand antisepsis with an alcoholic hand gel.
Infect Control Hosp Epidemiol 21, 442-8.

CDC (1985) Recommendations for preventing transmission of infection with human Tlymphotropic
virustype I11/lymphadenopathy-associated virus in the workplace. MMWR 34, 682-6, 691-5.

CDC (1987) Recommendations for prevention of HIV transmission in health-care settings. MMWR
36(Suppl No. 25).

CDC (1994) Guideline for preventing the transmission of Mycobacterium tuberculosis in health
carefacilities, 1994. Fed Reg 59, 54242-54303.

CDC (200338) Guidelinesfor infection control in dental health-care settings - 2003. MMWR 52 (No.
RR-17).

CDC (2003b) Guidelinesfor environmental infection control in health care facilities: recommendations
of CDC and the Hedlthcare Infection Control Practices Advisory Comittee (HICPAC). MMWR 52(No.
RR-10).

CDC (2016) Guide to infection prevention for outpatient settings: minimum expectations for safe
care. Version 2.3: September 2016.

Chan PKS, Ip M, Ng KC, Chan RCW, WU A, Lee N, et d. (2003) Severe acute respiratory syndrome
associated coronavirus infection. Emerg Infect Dis 9, 1453-4.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)

57



58

Cheung LK, Chow LK, Tsang MH, Tung LK (2001) An evauation of complications following dental
extractions using either sterile or clean gloves. Int J Oral Maxillofac Surg 30, 550-4.

Cleveland JL, Lockwood SA, Gooch BF, Mendelson MH, Chamberland ME, Valauri DV, et a. (1995)
Percutaneousinjuriesin dentistry: an observational study. J Am Dent Assoc 126, 745-51.

Cochran MA, Miller CH, Sheldrake MA (1989) The efficacy of the rubber dam as a barrier to the
spread of microorganisms during dental treatment. J Am Dent Assoc 119, 141-4.

Department of Health (2017). Guidelines on Infection Control Practice in the Clinic
Settings of Department of Health. Infection Control Committee, Department of Health,
The Hong Kong Special Administrative Region Government. Available at
https://www.chp.gov.hk/files/pdf/gl_on_ic_practice_in_the clinic_settings of dh.pdf

Environmental Protection Department (EPD) (2001) Proposed Clinical Waste Control Scheme
Consultation Document. Hong Kong: EPD, The Hong Kong Specia Administrative Region
Government. Available at
http://www.epd.gov.hk/epd/textonly/english/environmentinhk/waste/pub_consult/files/edoc.pdf,
accessed 2 August 2004.

Fine DH, Mendieta C, Barnett ML, Furgang D, Meyers R, Olshan A, Vincent J (1992) Efficacy of
preprocedural rinsing with an antiseptic in reducing viable bacteriain dental aerosols. J Periodontol 63,
821-4.

Garner JS, Hospitd Infection Control Practices Advisory Committee (HICPAC) (1996) Guideline for
isolation precautions in hospitals. Infect Control Hosp Epidemiol 17, 53-80.

Garner JS, Smmons BP (1983) Guideline for isolation precautions in hospitas. Infect Control 4,
245-325.

GirousE, Loyeau S, Legrand P, Oppein F, Brun-Buisson C (2002) Efficacy of handrubbing with acohol
based solution versus standard handwashing with antiseptic soap: randomized clinical trial. Br Med J
325, 362-6.

Jacks ME (2002) A laboratory comparison of evacuation devices on aerosol reduction. J Dent Hyg 76,
202-6.

Jodyn LJ (2001) Sterilization by heat. In: Block SS, ed. Disinfection, Serilization, and Preservation,
5th edn; Ch. 36 (pp 695-728). Philadelphia, USA: Lippincott Williams & Wilkins.

Martin MV, Dunn HM, Field EA, Fidd JK, Hibbert SA, McGowan B, Wardle | (1988) A physical and
microbiological evaluation of the re-use of non-sterile gloves. Br Dent J 165;321-4.

Mayworm D (1984) Sterile shelf life and expiration dating. J Hosp Supply Process Distrib 2,32-5.
McCarthy GM, Haji FS, Mackie IDF (1995) HIV-infected patients and dental care:

non-disclosure of HIV-status and rejection for treatment. Oral Surg Oral Med Oral Pathol
Oral Radiol Endod 80, 655-9.


http://www.epd.gov.hk/epd/textonly/english/environmentinhk/waste/pub_consult/files/edoc.pdf
https://www.chp.gov.hk/files/pdf/gl_on_ic_practice_in_the_clinic_settings_of_dh.pdf

Merchant VA (1996) Infection control in the dental |aboratory environment. In: Cottone JA, Terezhalmy
GT, Molinar JA, eds. Practical Infection Control in Dentistry, 2nd edn; Ch 16 (pp239-54). Baltimore,
Maryland: Williams & Wilkins.

Molinari JA, Rosen S, Runnells RR (1996) In: Cottone JA, Terezhdmy GT, Molinar JA, eds. Practical
Infection Control in Dentistry, 2nd edn; Ch 9 (pp 149-60). Baltimore, Maryland: Williams & Wilkins.

Molinari JA, Terezhdmy GT (1996) Tuberculosis and other respiratory infections. In: Cottone JA,
Terezhdmy GT, Moalinari JA, eds. Practical Infection Control in Dentistry, 2nd edn; Ch 4 (pp75-83).
Bdtimore, Maryland: Williams & Wilkins.

Miller CH (1992) Sterilization & disinfection: What every dentist needs to know. JADA 123, 46-54.
Miller CH (2001) Use of spore tests for quality assurance in infection control. AmJ Dent 14, 114.
Miller CH, Palenik CJ (1998) Laboratory and radiographic asepsis. In: Infection Control and
Managment of Hazardous Materials for the Dental Team, 2nd edn; Ch 15 (pp 210-21). St Louis,
Missouri: Mosby, Inc.

Organization for Safety & Asepsis Procedures (OSAP) (1998) Impression disinfection. OSAP Monthly
FocusNo. 7.

Pankhurst CL, Johnson NW, Woods RG (1998) Microbid contamination of dental unit waterlines: the
scientific argument. Int Dent J 48, 359-68.

Perry SW, Moffatt M Jr, Card CA, Fishman B, Azima-Heller R, Jacobsberg LB (1993) Self-disclosure
of HIV infection to dentists and physicians. J Am Dent Assoc 124(9), 51-4.

Porter K, Scully C, Theyer Y, Porter S (1990) Occupationa injuries to dental personnel. J Dent 18,
258-62.

Rotter ML, Koller W, Neumann R (1991) The influence of cosmetic additives on the acceptability of
a cohol-based hand disinfectants. J Hosp Infect 18 (Suppl B), 57-63.

Rutala WA, Weber DJ (1997) Uses of inorganic hypochlorite (bleach) in health-care facilities.
Clin Microbiol Rev 10, 597-610.

RutalaWA, Weber DJ (2001) New disinfection and Sterilization methods. Emerg Infect Dis 7, 348-53.

Samaranayake LP, Reid J, Evans D (1989) Theefficacy of rubber dam isolation in reducing atmospheric
bacterid contamination. J Dent Child 56, 442-4.

The Basic Protocol - Infection Control Guidelines of the Dental Service, Department of Health (2019)

59



60

Spaulding EH (1968). Chemical disinfection of medical and surgical materials. In: Lawrence CA, Block
SS (Editors) (1968). Disinfection, Serilization and Preservation. Philadelphia: Lea& Febiger: 517-31
(Ch32).

United Kingdom Department of Health. HTM 01-05: Decontamination in primary care dental practices.
2013 Version.

WHO (2003a) Practical Guidelines for Infection Control in Health Care Facilities. Geneva, Switze-
land: WHO. Available at

http://ww.wpro.who.int/sars/docs/practical guideines/practical_guidelines.pdf, accessed 2 August
2004.

WHO (2003b) Consensus Document on the Epidemiology of Severe Acute Respiratory Syndrome
(SARS). Geneva, Switzerland: WHO. Available at
www.who.int/csr/sars/'en/WHOconsensus.pdf, accessed 2 August 2004.

WHO (2003c) Severe acute respiratory syndrome (SARS): over 100 days into the outbreak. WKy
Epidemiol Rec 78: 217-20.

Yu WC, Tsang THF, Tong WL, Ng TK, Lim W, Yeung HCF, et d. (2004) Prevaence of subclinical

infection by the SARS Coronavirus among genera practitionersin Hong Kong. Scand J Infect Dis 36,
287-90.

-End-


www.who.int/csr/sars/en/WHOconsensus.pdf
http://www.wpro.who.int/sars/docs/practicalguidelines/practical_guidelines.pdf




	The Basic Protocol Infection Control Guidelines for the Dental Service, Department of Health



