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INTRODUCTION:  

The emergence of life-threatening infections such as severe acute respiratory syndrome 

(SARS), COVID-19 and re-emerging infectious diseases like plague and tuberculosis have 

highlighted the need for efficient infection control programmes in all health care settings 

and capacity building for health care workers so they can implement them. An infection 

control programme puts together various practices which, when used appropriately, restrict 

the spread of infection. 

A breach in infection control practices facilitates transmission of infection from patients to 

health care workers, other patients and attendants. It is therefore important for all health care 

workers, patients, their family members, friends and close contacts to adhere to the infection 

control guidelines strictly. It is also imperative for health care administrators to ensure 

implementation of the infection control programme in health care facilities. 

Infection prevention and control (IP&C) strategies, from systematic hand washing or 

sanitizing and proper waste handling to patient isolation or personal protective equipment 

use, allow us to limit or avoid many common infections in health-care settings and deal with 

existing or re-emerging outbreaks like diarrhoeal diseases or measles. IP&C measures are 

crucial in many epidemic situations. 

These Infection Prevention and Control Guidelines is the first such set of guidelines  

produced by Infection Control Committee of MTI KTH, Peshawar. The guidelines have 

been kept simple and practical, and it is envisaged that they will be used as a reference for 

countries to develop infection prevention and control guidelines that are tailored to suit their 

unique healthcare environments.  
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Acronyms and Glossary 

MD   Medical Director  

CEB   Clinical Executive Board  

ICC   Infection Control Committee  

ICN   Infection Control Nurse  

ND   Nursing Director 

HD    Hospital Director  

HCAIs   Health Care Associated Infections 

OT    Operation Theater  

CSSD   Center Sterilization and Supply Department 

HICT   Hospital Infection Control Team 

ID   Infectious Diseases 

HCV   Hepatitis- C Virus 

HCW   Healthcare Worker 

PPE  Personal Protective Equipments 

MRSA  Multi Resistant Staphlococus Aureus 

N95   Mask particulate respirator that filters more than 94% of airborne particles 

PEP   Post-Exposure Prophylaxis 

HLD   High Level Disinfection 
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DEFINITIONS 

1. Hand hygiene is the process of removing soil, debris, and microbes by cleansing hands 

using soap and water, ABHR, antiseptic agents, or antimicrobial soap. 

2. Hand washing is the process of mechanically removing soil, debris, and transient flora 

from hands using soap and clean water. 

3. Alcohol-based handrub (ABHR) is a fast-acting, antiseptic handrub that does not 

require water to reduce resident flora, kills transient flora on the hands, and has the 

potential to protect the skin (depending on the ingredients). 

4. Antiseptic hand-washing is washing hands with soap and water or with products 

containing an antiseptic agent.  

5. Hand disinfection is a term that WHO does not recommend using because disinfection 

normally refers to the decontamination of non-living surfaces and objects. 

6. Surgical hand preparation refers to the protocol used preoperatively by surgical teams 

to eliminate transient flora and reduce resident skin flora. The process involves an 

antiseptic handwash or antiseptic handrub and rubbing/scrubbing for specific amounts of 

times using specific techniques prior to donning gloves. Antiseptics used for surgical 

hand preparation often have persistent antimicrobial activity.  

a. Surgical handrub refers to surgical hand preparation with a waterless ABHR. 

b. Surgical hand scrub refers to surgical hand preparation with antimicrobial soap 

and water. 

7. Cleaning  Physical removal of soil and micro-organisms from the skin and objects with 

soap and water. 

8. Detergent  A cleaning agent available in two forms: liquid or powder. 

9. Decontamination - Cleaning an object to reduce the number of micro-organisms on it 

by either chemical or physical means. 

10. Disinfection - A process that kills or destroys most disease producing organisms, but 

rarely kills spores. Disinfectants are used on inanimate objects as opposed to antiseptics, 

which are used on living tissue. 

11. Sterilisation - A process that destroys all forms of microbial life, including bacteria, 

viruses, spores and fungi. This method is used for all items that contact normally sterile 

areas of the body. 
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12. Standard Precautions are a set of infection prevention and control practices (IPC) used 

for every patient encounter to reduce the risk of transmission of bloodborne and other 

pathogens from both recognized and unrecognized sources. They are the basic level of 

IPC practices to be used, at a minimum, in preventing the spread of infectious agents to 

all individuals in the health care facility. 

13. Transmission-Based Precautions are additional precautions, used along with Standard 

Precautions, used to reduce the risk of airborne, droplet, and contact transmission of 

infection among hospitalized patients and HCWs when the disease transmission cycle is 

not completely interrupted using Standard Precautions. 

14. Health care-associated infection (HAI) is an infection that occurs in a patient as a 

result of care at a health care facility and was not present at the time of arrival at the 

facility. 

15. Clean water is natural or chemically treated or filtered water that is safe to drink and 

use for other purposes (e.g., handwashing and general medical use) because it meets 

national public health standards and the WHO guidelines for drinking-water quality. 

16. Infection prevention and control (IPC) committee is a formally established, 

interdisciplinary group of health care facility staff appointed to oversee implementation 

of IPC programs according to the national IPC policy and guidelines to minimize the 

risk of infections for patients and employees.  

17. Hazard is any source of potential damage, harm, or other adverse health effects on 

something or someone (e.g., patients, HCWs, or community members visiting the health 

care facility) under certain conditions. For example, blood and body fluids are hazards 

that can cause infection from bloodborne pathogens (the harm) or insertion of a urinary 

catheter without following recommended aseptic precautions is a hazard that can cause 

urinary tract infections (the harm). In general, the types of hazards include: biological, 

chemical, ergonomic, physical, and safety.  

18. Pseudo-outbreak is a cluster or an increased number of positive tests for which the results do 

not correlate with actual infections in patients. Causes include microbiology process errors, 

surveillance artifacts, and contaminated products, environment, or lab processes causing false 

positives. 
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SECTION-1 

1. HOSPITAL INFECTION CONTROL PROGRAM 

Infection Control is a core part of a healthcare organisation’s  (MTI-KTH) clinical 

governance and patient safety programmes. An infection control programme is the 

collective organised activities related to the prevention and control of infectious diseases.  

1.1 SCOPE  

The scope of this program extends to all areas of the MTI-KTH, Peshawar.  

1.2 GOAL: 

1. To prevent or minimize the incidence and risk of preventable healthcare associated 

infection to patients and family as well as to staff  

2. Prevent infection transmission within healthcare facilities and the community; and  

3. Formulate an organisational framework that assists with the effective use of resources to 

delivering healthcare in a safe, cost effective and scientifically valid manner. 

4. To provide safety for patient, family and employee, Surveillance of infection rates, 

outbreaks and implementation of control measures 

5. To Identify and rectification of flaws in infection control practices  

6. To ensure compliance with best practices and regulations in infection control.  

1.3  SPECIFIC OBJECTIVES OF INFECTION CONTROL PROGRAM 

The programme itself will have the following objectives; 

• To develop written policies, procedures and standards for cleanliness, sanitation and 

asepsis in the hospital. 

• To interpret, uphold and implement the hospital infection control policies and 

procedures in specific situations. 

• To provide surveillance for different types of infections. 

• To review and analyze infections, those occur, in order to take corrective steps. 

• To develop preventive measures designed to control, prevent or minimize the risk of 

nosocomial infections. 
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• To develop a mechanism to supervise infection control measures in all phases of 

hospital activities. 

• Review and update hospital infection control policies and procedures from time to 

time. 

• To establish effective work practices and procedures (e.g. environmental 

management practices such as management of healthcare related waste, support 

services such as food and linen, use of therapeutic devices); 

• Advice the Medical Director on matters related to the proper use of antibiotics, 

develop antibiotic policies and recommend remedial measures when antibiotic 

resistant strains are detected.  

• Help to provide employee health education regarding matters related to HCAIs.  

 

1.4 OVERSIGHT AND RESPONSIBILITY FOR INFECTION CONTROL  

The Medical Director (MD) is ultimately responsible for the infection control program. The 

MD as chairman of clinical executive board (CEB) delegates this function to chairman ICC 

and Infection Control Committee. 

1.5 INFECTION CONTROL COMMITTEE (ICC) 

The Committee is an integral component of the patient safety programme of the health care 

facility, and is responsible for establishing and maintaining infection prevention and 

control, its monitoring, surveillance, reporting, research and education. This committee 

has been granted the authority to implement any measures necessary to prevent and control 

the spread of infection and to conduct any studies in this connection. All departments will 

facilitate in the effective functioning of this committee. The committee will report to the 

Clinical Executive Board, quarterly. 
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The structure of the committee is following;  

Structure 

i. Chairperson: Head of the Infection Disease  

ii. Member:  Senior Microbiologist/Pathologist  

iii. Member: Head Anesthesia and OT/ Manager OT 

iv. Member /Secretary. Infection Control Nurse 

v. Members: Representation from Management/Administration (Deans, Medical 

Director Hospital Director, Nursing Director)   

vi. Relevant Medical Faculties  

vii. Support Services: (OT/CSSD, Housekeeping/Sanitation, Engineering, 

Pharmacologist, Store Officer / Materials Department)  

1.6 MEETING SCHEDULE  

1. Once every quarters, or more as required by the chairman ICC.  
 

1.7  REPORTING AND COORDINATION  

1. The ICC will submit meeting minutes to ICC members, MD, HD & ND.  

2. The committee shall report and submit quarterly Infection Control Report to the 

Medical Director as Chairman CEB. 

1.8  Responsibilities of the Infection Control Team  

- Develop a manual of policies and procedures for aseptic, isolation and antiseptic 

techniques 

- Carry out targeted surveillance of HCAIs, data analysis for presentation in ICC 

meeting and take corrective steps  

- Advise staff on all aspects of infection control and maintain a safe environment for 

patients and staff 

- Supervise and monitor cleanliness and hygienic practices 

- Oversee sterilization and disinfection and monitor the use and quality control of 

disinfectants  

- Advise management of at risk patients and supervision of isolation procedures 

- Investigate outbreaks of infection and take corrective measures for control and 

prevention of outbreak  

- Waste management  

- Provide relevant information on infection problems to management.  
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- Assist in training of all new employees as to the importance of infection control and 

the relevant policies and procedures 

- Organize regular training programme for the staff to ensure implementation of 

infection control practices 

- Audit infection control procedures and antimicrobial usage – Monitors Health care 

workers safety Programme 

 

The following Hospital Infection Control Policies are needed to be framed and practiced 

and monitored by the Hospital Infection Control Team (HICT) and Hospital Infection 

Control Committee (ICC).  

1. Guidelines for prevention & control of infections  

2. Disinfection policy  

3. Isolation policy  

4. Surveillance policy  

5. Policy for investigation of an outbreak of infection 

6. Hospital Waste Management 

7. Occupational Health and Safety  

8. Antimicrobial policy 

9. Education of Healthcare workers and families 

 

1.9 Infection Control Nurse  

The ICN is administratively part of the nursing department/ division and reports to the 

infection control committee for professional oversight and direction.  Responsibility is 

delegated to the infection control Nurse (ICN) to carry out daily functions of the infection 

control program. The infection control nurse’s responsibilities are to:  

• coordinate and conduct training activities;  

• carry out surveillance activities;  

• develop and disseminate infection control policies;  

• observe infection control practices and make suggestions for improvement;  

• help identify problems and assist in problem-solving; and  

• report to the infection control committee at every meeting  
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SECTION-2 

GUIDELINES FOR PREVENTION & CONTROL OF INFECTIONS  

2. I- STANDARD PRECAUTIONS  

Adaptation of uniform precautions for all patients regardless of their diagnosis is called 

Standard (Universal) Precautions. Standard (Universal) Precautions are designed to reduce 

the risk of transmission of micro-organisms from both recognized and unrecognized sources 

of infection in the hospital. Standard Precautions applies to all patients regardless of their 

diagnosis.  

2.1.1 PURPOSE:  

It is intent of MTI-KTH is that all patients will be considered highly infected. Therefore 

Standard precautions are indicated for all patients.  

2.1.2 STANDARED PRECAUTIONS:  

1)  Hand hygiene  

2)  Use of personal protective equipment (e.g., gloves, gowns, masks)  

3)  Safe handling of potentially contaminated equipment/surfaces/sharp disposal in the 

patient environment. 

4)  Respiratory hygiene/cough etiquette  

5)  Safe injection practices  

6)   Use of masks & PPEs.  

2.1.3. HAND HYGIENE:  

Hand hygiene should be maintained before and after each physical contact as per MTI-KTH 

hand hygiene guideline. Hand Sanitizers shall be used if the hands a visibly clean.  

2.1.4. INDICATIONS FOR HAND WASHING  

Wash your hands with soap and water:  

1.1.1. If hands are visibly dirty/soiled with blood, body fluid and secretions  

1.1. 2. Before and after eating  

1.1.3. Before and after attending a patient or performing a procedure.  

1.1. 4. Before and after removing gloves  

1.1.5. After using the toilet.  

1.1.6.  If exposure to suspected or confirmed patients.  
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2.1.5 GENERAL PRINCIPAL OF HAND WASHING:  

1.2.1. Roll up sleeves, remove rings and wrist watches.  

1.2.2.  Turn on tap water to a comfortable warm temperature.  

1.2.3. Position hands to avoid contaminating arm  

1.2.4. Avoid splashing clothing and floor  

1.2. 5. Take 2-3ml soap on your hand and moisten hands with soap and water. When using 

an alcohol-based hand rub, apply about 3 ml (about the size of a dime) 

1.2.6.  Rub hands together vigorously to make a heavy lather and use friction on all surfaces 

following rotary motion minimum of 20 seconds.  

1.2.7. Rinse hands thoroughly with hands held down wards under running water.  

1.2.8. Dry hands with a clean paper towel and turn off tap (faucet) with same paper towels 

and discard in available waste container. If a paper towel is not available rinse the tap 

head (Faucet) with water and close with left hand.  

 

 

 

 

 

 

 

 

 

 

 

 

STEPS OF HAND WASHING 

 



INFECTION PREVENTION AND CONTROL MANUAL 
  

Copy Right @ND Medical Teaching Institution-Khyber Teaching Hospital, Peshawar  Page 16 
 

2.1.5. HAND HYGIENE TECHNIQUE: 

 a- Plain soap:  

Plain soap is used for routine hand washing. Plain soap comes in the form of bar soap, 

powder and liquid soap.  

 b- Antiseptic soap: 

Antiseptic soaps (antimicrobial soaps) are used for hand washing in ”high risk” areas, such 

as the operating theatre, intensive care unit, labour and delivery unit, nursery or isolation 

area. Examples of antiseptic soaps include Povidone Iodine surgical scrub (Betadine), which 

is 60– 90% alcohol with glycerine (if applicable).  

c- Alcohol-based hand rub:  

Alcohol hand rubs are appropriate for rapid hand decontamination between patient contacts, 

and is recommended when hands are not visibly soiled or contaminated with blood and body 

fluids. If hands are visibly soiled, then hand washing with soap and water must be done. 

Running water To encourage hand washing, make every effort to provide a continuous 

supply of fresh water, either from a tap or a bucket. To avoid contamination of bucket water, 

hands should never be placed directly in the water bucket (rather, water from the bucket 

should be poured onto hands).  

d- Clean dry towel:  

Always use a clean, dry towel for drying hands. Individual or paper towels are best. Wet and 

dirty towels can spread germs. Disposable towels, reusable single-use towels, or roller 

towels which are suitably maintained should be available. If there is no clean, dry towel, it is 

best to air dry your hands by simply waving them in the air. Do not dry your hands on your 

clothing. Hand hygiene facilities should be located in areas where they can be used easily 

and frequently. 

 

2.1.5.1 The WHO 5 Moments for Hand Hygiene approach defines the key moments 

when health-care workers should perform hand hygiene. This evidence-based, 

field-tested, user-centred approach is designed to be easy to learn, logical and 

applicable in a wide range of settings. 

2.1.5.2 This approach recommends health-care workers to perform Hand hygiene;  

2.1.5.2.1.  Before touching a patient;  

 2.1.5.2.2. Before clean/aseptic procedures;  

 2.1.5.2. 3. After body fluid exposure risk; 
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 2.1.5..2. 4. After touching a patient; and 

 2.1.5..2. 5. After touching a patient’s immediate surroundings.  
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2.1.6. INDICATIONS FOR HAND RUB  

Use alcohol–based Hand Rub/Jell solution in all situations listed below:  

1.4.1. Before entering patient’s room  

1.4.2. Before and after contact with patient’s intact skin (e.g., taking pulse or blood 

pressure etc).  

1.4.3. Before donning sterile glove  

1.4.4.  Before inserting invasive devices  

1.4.5. After removing gloves.  

1.4. 6.  After contact with objects and equipment in the patient’s immediate vicinity or 

within the patient care unit.  

1.4.7.  Between procedures (when moving from a contaminated body site to a clean 

body site during patient care).  

2.1.7. HAND RUB TECHNIQUE  

1.5.1.  Apply hand rub solution/Gel to palm of one hand and rub hands together, covering all 

surfaces of hands and fingers, until hands are dry.  

1.5.2  Follow the manufacture recommendations regarding the volume, at least more than 

3ml  

1.5.3  Hand rub solutions should be strategically placed in all required areas along with hand 

washing facility.  
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2.1.8. OTHER ASPECTS OF HAND HYGIENE  

1.6.1. Keep nails short less than ¼ in. long and should not be coated with polish  

1.6.2.  Wear gloves when contact with blood or other potentially infectious materials, 

mucous membrane, and non intact skin could occur.  

1.6.3. Remove gloves after caring for a patient. Use new pair of gloves for each patient. (Do 

not wear the same pair of gloves for the care of more than one patient; do not wash 

gloves between uses with different patients).  

1.6.4. Change gloves during patient care if moving from contaminated-body site to a clean-

body site.  

1.6.5.  Senior staff must be a role model to the junior staff.  

 

2.1.9. SURGICAL HAND ANTISEPSIS  

1.7.1. Remove rings, watches and bracelets before beginning the surgical hand scrub.  

1.7.2. Remove debris from underneath finger nails using a nail cleaner under running water.  

1.7.3.  Surgical hand antisepsis using either antimicrobial soap or alcohol based hand rub 

with persistent activity is recommended before donning sterile gloves when 

performing surgical procedures.  

1.7.4.  When performing surgical hand antisepsis using an antimicrobial soap, scrub hand 

and forearms for the length of time usually two to six minutes. Long scrub time (e.g., 

10 minutes) is not necessary.  

 

2. 2. USE OF PERSONAL PROTECTIVE EQUIPMENTS (PPEs)  

2. 2.1.     GLOVES: Gloves should be worn whenever you are touching the patients, care 

equipments or patient surrounding.  Gloves should be worn when touching blood, 

body fluids, secretions, excretions and contaminated items or surfaces. Clean gloves 

should be used before touching mucous membranes and non-intact skin. Gloves 

should be removed after use, before touching noncontaminated items and 

environmental surfaces, and before tending to another patient or when performing 

separate procedures on the same patient. Gloves must be changed as soon as they are 

torn or punctured. Hands should be washed after removing gloves. Using gloves 

does not eliminate the need for hand hygiene. 
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2. 2.2.     MASKS: - Wear a mask to protect mucous membranes of the mouth and nose 

when undertaking procedures that are likely to generate splashes of blood, body 

fluids, secretions or excretions.  

 Wear surgical masks rather than cotton material or gauze masks. Surgical masks 

have been designed to resist fluids to varying degrees depending on the design of the 

material in the mask. Do not reuse disposable masks. They should be disposed of 

according to the health care facility protocol. 

2. 2. 3. EYE SHIELD /GOGGLE: should be worn to protect mucous membranes of the 

eyes, nose and mouth during procedures and patient care activities likely to generate 

splashes or sprays of blood, body fluids, secretions or excretions. It should be worn 

during procedures that are likely to generate droplets /splashing of blood / body 

fluids and removed after procedure.  

2. 2.4.   FLUID GOWN /APRON: Impermeable gowns are preferable and should be worn 

when there is potential for soiling clothing with blood / body  fluids.  

• Wear a Clean, non-sterile long-sleeved gowns should be used (fluid resistant, if 

available) to prevent contamination of clothing during procedures and patient care 

activities likely to generate splashes or sprays of blood, body fluids, secretions or 

excretions.  

• Remove a soiled or wet gown as soon as possible. A plastic apron may be worn on 

top of the gown to protect exposure to blood, body fluids, secretions and 

excretions. Launder gowns and aprons appropriately if they are reusable, according 

to the hospital guidelines  

• Do not reuse disposable gowns and aprons. They should be disposed of according 

to the health care facility protocol. 

2. 2.5.    FLUID RESISTANT SHOE AND HAIR COVERS: Shoe cover should be used 

while cleaning spillage, entering into restricted areas without changing personal 

shoes etc. Wear caps and boots/shoe covers where there is a likelihood the patient’s 

blood, body fluids, secretions or excretions may splash, spill or leak onto the hair or 

shoes. Launder caps and shoe covers appropriately if they are reusable, according to 

the hospital guidelines. Do not reuse disposable caps/shoe covers. They should be 
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discarded according to the health care facility protocol. Clean and disinfect reusable 

boots. 

 

Figure: Sequence for putting on personal protective equipment 
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Figure: Sequence for removing personal protective equipment 
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2. 3. SAFE HANDLING OF POTENTIALLY CONTAMINATED EQUIPMENT/ 

SURFACES/ SHARP DISPOSAL IN THE PATIENT ENVIRONMENT:  

Dispose of sharps in the sharp container immediately after use by the person who uses it.  

a. NEEDLE RECAPPING:  

Do not recap used needles.  

b .LAB SPECIMENS:  

1. Should be placed in a container that prevents leakage. Care should be taken during 

collection, handling, transportation, processing and storage.  

2. If shipping is needed should be labeled with biohazard symbol.  

3. If outside contamination of the primary container occurs, it should be placed within a 

second container.  

c. BLOOD SPILLS  

1. Spills of blood/body fluids and other should be cleansed by following Spillage Guideline. 

Decontaminate the area using the approved solution.  

2. Gloves should be worn during cleaning and decontamination.  

d. Linen Management 

The basic principles of linen management are as follows: 

• Place used linen in appropriate bags at the point of generation. 

• Contain linen soiled with body substances or other fluids within suitable impermeable 

bags and close the bags securely for transportation to avoid any spills or drips of blood, 

body fluids, secretions or excretions. 

• Do not rinse or sort linen in patient care areas (sort in appropriate areas). 

• Handle all linen with minimum agitation to avoid aerosolisation of pathogenic micro-

organisms. 

• Separate clean from soiled linen and transport/store separately. Clean linen and used 

linen are not be transported together unless separated by a suitable barrier 

• Wash used linen (sheets, cotton blankets) in hot water (70°C to 80°C) and detergent, 

rinse and dry preferably in a dryer or in the sun. (Heavyduty washers/dryers are 

recommended for the hospital laundry.)  
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• The soiled/wet linen should not be shaken and should be rolled outward to inward and 

place in an alginate bag then in white bag label it and finally disposed in The Linen 

Hamper & sent to the laundry.  

• Linen contaminated with cytotoxic material, or if indicated by infection control should 

be double bagged in red bags, labeled and sent for incineration.  

• Autoclave linen before being supplied to the operating rooms/theatres. 

• Wash woollen blankets in warm water and dry in the sun, in dryers at cool temperatures 

or dry-clean. 

e. Bedding  

· Mattresses and pillows with plastic covers should be wiped over with a neutral detergent. 

· Mattresses without plastic covers should be steam cleaned if they have been contaminated 

with body fluids. If this is not possible, contaminations should be removed by manual 

washing, ensuring adequate personnel and environmental protection.  

· Wash pillows either by using the standard laundering procedure described above, or dry 

clean if contaminated with body fluids. 

 

f. DIRTY UTILITIES STORAGE 

Designated dirty utility (pan) rooms are to have clear separation of clean and dirty 

workflows to avoid contamination of cleaned equipment and to prevent contaminated 

equipment from being placed in the clean work area. The ideal dirty utility (pan) room will 

have purpose built storage spaces to store clean stock and equipment to avoid any 

contamination. Dirty utility (pan) rooms are to be maintained in a clean dry state with 

uncluttered work surfaces and with all items stored off the floor. Towels or sheets are not to 

be used as covers for the benchtops. A program for the routine cleaning of shelves and 

storage compartments is to be established and records maintained.  

 

2. 4. RESPIRATORY HYGIENE/COUGH ETIQUETTE:  

2.4.a. Alerts to clients   

2. 4.1a.Alerts should be in place advising patients/ visitors to inform the healthcare 

personnel symptoms of a respiratory infection when they first register for care or 

visit, such as use of posters or videos.  
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2.4.b. The elements of Respiratory Hygiene/Cough Etiquette include;  

2. 4.1b.  Education of healthcare facility staff, patients, and visitors  

2.4.2b.  Posted signs, in language(s) appropriate to the population served, with instructions 

to patients and accompanying family members or friends  

2. 4.3b. Source control measures (e.g., covering the mouth/nose with a tissue when 

coughing and prompt disposal of used tissues, using surgical masks on the coughing 

person when tolerated and appropriate)  

2. 4.4b. Hand hygiene after contact with respiratory secretions  

2. 4.5b.  Spatial separation, ideally >3 feet, of persons with respiratory infections in 

common waiting areas when possible.  

2. 4.6b. Covering sneezes and coughs and placing masks on coughing patients are proven 

means of source containment that prevent infected persons from dispersing respiratory 

secretions into the air. 

2. 4.7b.  The Individual & Hospital shall ensure their responsibilities  

RESPONSIBILITIES OF THE 

INDIVIDUAL 

RESPONSIBILITIES OF THE HOSPITAL 

1. Do not cough into bare hands. 

Instead, cough into a tissue or elbow.  

2. Perform hand hygiene after contact 

with respiratory secretions and 

contaminated objects or materials.  

3. If a patient is coughing or sneezing 

during transportation or in common 

waiting areas, a surgical mask should 

be worn if clinically possible.  

4. If coughing, sit ≥ 1m from others in 

common areas.  

5. Inform clinicians about any 

respiratory signs or symptoms  

6. HCW with a persistent cough or signs 

and symptoms of a respiratory 

1. Reinforce the importance of hand hygiene and 

provide access to hand hygiene amenities.  

2. Display signage that instructs patients and 

visitors on respiratory hygiene and cough 

etiquette.  

3. To minimise transmission to high risk patients,  

Hospital may prohibit a coughing or sneezing 

visitor from attending certain areas of the 

Hospital.  

4. Ensure the availability of resources to support 

respiratory hygiene and cough etiquette in 

waiting areas for patients and visitors (e.g. 

tissues, waste bins)  

5. Provide surgical masks to persons who are 

coughing in waiting areas.  



INFECTION PREVENTION AND CONTROL MANUAL 
  

Copy Right @ND Medical Teaching Institution-Khyber Teaching Hospital, Peshawar  Page 26 
 

infection should:  

- seek medical advice;  

- practise respiratory hygiene and 

cough etiquette;  

- absent themselves from work as 

necessary  

6. If a visitor is coughing or sneezing, the visitor 

should be discouraged from attending the 

Hospital or should wear a surgical mask.  

7. Ensure that HCWs have access to appropriate 

PPE and are provided training in the use of PPE.  

8. Employ a risk assessment system for the 

management of coughing HCWs, particularly 

those HCWs working in areas with vulnerable 

patients, such as neonatal intensive care units 

(NICUs), paediatric units and haematology units  

 

c. Healthcare personnel  

• Are Advised to observe Droplet Precautions (i.e., wear a mask) and hand hygiene when 

examining and caring for patients with signs and symptoms of a respiratory infection.  

• Who have a respiratory infection are advised to avoid direct patient contact, especially 

with high risk patients. If this is not possible, then a mask should be worn while 

providing patient care. 

 

2. 5. SAFE INJECTION PRACTICES:  

2. 5.1  Use aseptic technique in all aspects of parenteral medication administration, 

medication vial use and injections.  

2. 5.2  Discard syringes, needles and cannulae at the point of care in an approved sharps 

container.  

2. 5.3  Needles, cannulae and syringes are sterile, single-use items; do not reuse these for 

another patient or to access a medication or solution that might be used for a subsequent 

patient.  

2. 5.4   Never use intravenous solution containers (e.g. bags or bottles) to obtain flush 

solutions for more than one patient. Never use infusion supplies such as needles, 

syringes, flush solutions, administration sets or intravenous fluids on more than one 

patient.  
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2. 5.5  Additions to intravenous fluids should be made under controlled conditions where 

possible or else prepare immediately prior to administration using aseptic technique.  

2. 5.6   Single dose syringes should be used for flush solutions. Disinfect IV ports using 

friction and 70% (v/v) alcohol, and allow to air dry before accessing.  

2. 5.7  Use single-use ampoules or single-dose vials. Always use a sterile syringe and 

needle/cannula when entering a vial.  

2. 5.8  Never enter a vial with a syringe or needle/cannula that has been used on a patient. 

2. 5.9   Cleanse the rubber stopper/bung of the vial using friction and 70% (v/v) alcohol and 

allow to air dry before inserting a device into the vial.  

2. 5.10  Discard single dose vials after use. Do not use them again for another patient. 

2. 5.11  Unwanted portions of ampoules must be discarded at the time the dose is prepared. 

2. 5.12  Examine the vial for any particulate matter, discoloration or turbidity. If present, do 

not use and discard immediately. All vials used during an emergency should be 

discarded as sterility cannot be guaranteed.   

2. 5.13  If a multi-dose vial must be used, it should be used for a single patient whenever 

possible and discarded immediately after use. Each entry into the multi-dose vial must 

be with a new unused sterile needle and syringe, even if the vial is dedicated to a single 

patient.  

2. 5.14  Keep multi-dose vials away from the immediate patient environment. Dispose of 

opened multi-dose medication vials 28 days after opening, unless specified otherwise 

by the manufacturer, or sooner if sterility is questioned or compromised.  

 

Reference:  

1. The Royal Marsden Hospital Manual of Clinical Nursing Procedures 7th Ed.2008.  

2. Reference: www.handhygiene .net (2008) & WHO Hand Hygiene Guidelines (2009). 
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SECTION-3 

3.1. CLEANING, DISINFECTION/ANTISEPTIC AND STERILIZATION  POLICY  

3. 1. GENERAL GUIDELINES FOR CLEANING, DISINFECTION OF 

INSTRUMENTS/ EQUIPMENTS:  

Used instruments and equipment can be a reservoir for micro-organisms, and therefore 

spread infections to patients and staff. Procedures that prevent the spread of infection from 

reusable instruments and equipment are cleaning, disinfection and sterilisation. Before 

disinfection and sterilisation can be achieved, however, all instruments must be cleaned and 

rinsed. 

3.1a. Critical instruments/equipment (that are those penetrating skin or mucous 

membrane) should undergo sterilization before and after use. e.g. surgical instruments. 
 

3.1b. Semi-critical instruments /equipments (that are those in contact with intact mucous 

membrane without penetration) should undergo high level disinfection before use and 

intermediate level disinfection after use. e.g. endo-tracheal tubes. 
  

3.1c. Non-critical instruments /equipments (that are those in contact with intact skin and 

no contact with mucous membrane) require only intermediate or low level disinfection 

before and after use. e.g. ECG electrodes. 

 

TABLE- 3.1. INSTRUMENTS AND EQUIPMENT BY APPLICATION AND 

STERILISATION METHOD 

Category  
Application Type of processing Example of items 

Critical  Sterile tissues in the 

body  

Sterilisation Surgical instruments, diagnostic 

catheters, dental instruments 

bronchoscopes, cystoscopes 

Semi-critical  Non-sterile tissues in the 

body 

Disinfection Respiratory therapy equipment, 

dental impressions and 

other prosthetic applicances, 

gastroscopes, colonoscopes, 

endoscopes 

Non-critical Instruments that come in 

contact with intact skin 

 

Cleaning Bedpans, ECG leads, 

thermometers, stethoscopes, 

beds, bedside tables 

3. 2. MANAGEMENT OF CARE EQUIPMENT  

Care equipment can become contaminated with blood, other body fluids, secretions and 

excretions and transfer infectious agents during the delivery of care. Care equipment is 
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classified as either: Single-use - used once then discarded. Must never be reused even on the 

same patient. (The only exceptions are as per hospital policy)  

3.3a. Single patient use - for use only on the same patient.  

3.3b. Reusable invasive equipment - used once then decontaminated e.g. surgical 

equipment.  

3.3c. Reusable non-invasive equipment - reused on more than one patient following 

decontamination between each use e.g. commode, patient trolley.  

All sterilized packaged items must be checked for visible contamination, expiry dates and 

that the package is intact.  

Decontamination of reusable non-invasive care equipment must be undertaken:   

• between each use;   

• after blood or body fluid contamination; 

•  at regular predefined intervals as part of an equipment cleaning protocol; 

•  before disinfection; and   

• before inspection, servicing or repair. 

All reusable non-invasive equipment must be rinsed and dried following decontamination 

then stored clean and dry.  

3.3 Colour coding cleaning equipment: 

A standard for colour coding cleaning equipment is the most effective method of restricting 

equipment to individual areas of health facilities. Equipment may include dry mops, wet 

mops, mop handles, buckets, wringer buckets, gloves. 

Table- 3.2. TYPICAL COLOUR CODING FOR EQUIPMENT 

Infectious/isolation areas Yellow 

Toilets/bathrooms/dirty utility rooms/sluice Red 

Food service/preparation areas Green 

General cleaning Blue 

Operating theatres White 

 

3.4. CLEANING USED INSTRUMENTS AND EQUIPMENT 

The cleaning process is very important because: 
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• cleaning with neutral detergent and water removes protein, blood and other body fluids, 

oils and grease; 

• disinfection and sterilisation will not destroy micro-organisms trapped in small particles 

of blood or protein. Thorough cleaning must be done to remove these particles; and 

• when sterilisation facilities (steam heat or hot air oven) are not available, cleaning is the 

only way to protect patients from pathogenic spores. 

3.4.1 Routine cleaning of used instruments and equipment 

Routine cleaning of instruments and equipment removes many micro-organisms. The items 

needed for the routine cleaning of instruments and equipment include: 

• Neutral detergent. 

• Clean water. 

• Brush. 

• Gloves (utility gloves are best). 

3.4.2. Procedures are as follows. 

1. Put on gloves. 

2. Completely disassemble all items. 

3. Using soapy water and brush, completely remove all blood, tissue and dirt. Carefully 

clean small spaces and teeth of clamps. 

4. Thoroughly rinse with water, because soap can interfere with the disinfection or 

sterilisation process. 

5. Air-dry equipment as moisture can interfere with the sterilisation or disinfection 

process. 

6. Instruments and equipment are now ready for sterilisation or disinfection. 

3.4.4. Points to remember when cleaning instruments and equipment 

• Thorough cleaning is the most important step when reprocessing instruments and 

equipment. 

• Wear gloves while cleaning instruments and equipment. Thick household or utility 

gloves are best because they help to prevent injury from sharp objects. 

• Completely disassemble any equipment that can be taken apart, before cleaning (e.g. 

clamps and scissors). 
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• Use a brush for cleaning. A small brush (e.g. toothbrush) can be used to carefully clean 

very small areas where micro-organisms may become trapped (e.g. teeth of clamps, 

screws and joints). 

 

3.4.5. Storage Of Sterile, Clean And Reprocessed Sterile Stock And Equipment 

a) Sterile items are to be stored and handled in a manner that is in accordance with 

manufacturers’ instructions and that maintains the integrity of the packaging material 

and prevents contamination of the contents.  

b) Packaging of sterile items should not be disfigured, left opened or be held together with 

tape, elastic or paper clips.  

c) Sterile stock is to be stored out of direct sunlight, in dedicated sterile stock storage areas 

that are cleaned to a routine schedule and are free from dust, insects and vermin  

d) Sterile stock should be stored at a height of 440mm from the ceiling and 250mm above 

the floor  

 

Table- 3.3. Storage Of Sterile, Clean And Reprocessed Sterile Stock And Equipment 

Examples of clean items to be stored in 

designated clean rooms or areas 

Examples of clean items to be stored in 

designated dirty utility or clean up rooms 

• Medical equipment  

• (e.g. infusion pumps, blood pressure 

machines, computer on wheels)  

• Medical and administrative supplies  

• Wheelchairs  

• Walking aids  

• Plastic bed sheets or ‘blueys’ (disposable 

water proof sheets)  

• Indwelling urinary or suprapubic catheter 

holders  

• Spare beds  

• Incontinence pads  

• Bed slings (if not stored with clean linen)  

• Patient personal hygiene products  

• Unused sharps containers  

• Emesis bags  

• Surgical hair removal clippers  
 

• Bedpans & Urinals  

• Patient wash bowls  

• Urine testing equipment  

• Linen skips and waste bins  

• Access to PPE for the purpose of the 

tasks performed in the dirty utility (this 

area is not for storage of PPE)  

• Pan covers  

• Vases  

• Rubbish bags  
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TABLE-3.4. LENGTH OF SAFE STORAGE FOR STERILE & HIGH-LEVEL 

DISINFECTED ITEMS 

Wrapping Safe storage 

time 

Sterile Items  

Single wrapped in cloth  1 week 

Double-wrapped in cloth  1 month 

Paper  1 week 

Metal container with cover  1 week 

High-level disinfected items   

Dry, high-level disinfected lidded container (unopened) 1 week 

SVM or 70% Alcohol 1 week 

CIDEX 1 month 

 

3.5. DISINFECTION 

Disinfection is a process where most microbes are removed from defined object or 

surface, except spores.  

Disinfectants are chemicals used to kill micro-organisms on infected instruments. 

Disinfectants are not meant to be used on the skin or mucous membranes. Disinfectants 

can be classified according to their ability to destroy different categories of micro-

organisms:  
 

1. High Level disinfectants :    Glutaraldehyde 2%,  Ethylene Oxide  

 (When glutaraldehyde is not available, sodium hypochlorite can be used) 
 

Kill bacteria, viruses, fungi, Mycobacterium tuberculosis and some, but not 

necessarily all bacterial endospores. Some high-level disinfectants are also chemical 

sterilants and, given sufficient time, will destroy bacterial endospores. Are used for 

processing instruments and other items that are semi-critical. 

 

2.  Intermediate Level disinfectant :  Alcohols, chlorine compounds, hydrogen  

     Peroxide, chlorhexidine 
 

Kill mycobacteria, most viruses, and bacteria. Š Recommended for use on blood and 

other potentially infectious materials. Š Small, non-lipid viruses, (e.g. enteroviruses) 

may be resistant. Š Used for some non-critical items, or devices, or environmental 

surfaces. 
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3.  Low level disinfectants :   Benzalkonium chloride, some soaps 

Kill some bacteria and some viruses and fungi, but do not kill tuberculosis-causing 

micro-organisms and bacterial endospores. Š Are used for cleaning surfaces, such as 

floors and counter tops. They should not be used for processing instruments and 

other items. 

To make sterilisation or HLD effective: 

1. Follow instructions carefully. 

2. Make sure that heat, steam, boiling water or chemical disinfectant touches all 

surfaces of the item being processed. 

3. When using heat, make sure to use the correct temperature. 

4. Carefully time the process. When using heat, begin timing after the correct 

temperature has been reached. 

5. Be sure all items have been thoroughly cleaned and dried. 

Note: Sterilisation and HLD will not destroy micro-organisms trapped in small particles or 

blood. Thorough cleaning must be done to remove these particles. 

TABLE-3.5. Major Classes of Chemical Disinfectants and Their Relative Advantages and 

Disadvantages 

Disinfectant Use Advantages Disadvantages Comments 

 HIGH LEVEL DISINFECTANTS  

Glutaraldehydes • 2% formulations 

high-level 

disinfection for heat 

sensitive equipment. 

• Most commonly 

used for endoscopes, 

respiratory therapy 

equipment and 

anaesthesia 

equipment.  

• Effective against 

viruses, fungi and 

bacteria including 

Mycobacterium 

tuberculosis. 

• Non-corrosive to 

metal. • Active in 

presence of 

organic material. • 

Compatible with 

lensed 

instruments. • 

Sterilization may 

be accomplished 

in 6–10 hours. 

• Extremely irritating to 

skin and mucous 

membranes.  

• Shelf life shortens 

when diluted (effective 

for 14–30 days 

depending on 

formulation).  

• High cost.  

• Monitor concentration 

in reusable solutions.  

• Fixative. 

• Acts as a fixative, 

so prior cleaning 

is essential.  

• Toxic, therefore 

use under 

conditions that 

minimize 

exposure. 

Ethylene oxide • Used as gas for the 

sterilization of heat 

sensitive medical 

devices. 

• Sterilant for heat 

or pressure 

sensitive 

equipment. 

• Slow acting and 

requires several hours of 

aeration to remove 

residue. 

 

Hydrogen 

peroxide 6% 

• Effective for high 

level disinfection 

of flexible 

endoscopes  

• Foot care 

equipment  

• Strong oxidant  

• Fast acting  

• Breaks down into 

water & oxygen. 

• Can be corrosive to 

aluminium, copper, 

brass and zinc. 
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• Disinfection of soft 

contact lenses  

• High concentrations 

used as 

chemisterilants in 

specially designed 

machines for 

decontamination 

of heat sensitive 

medical devices. 

Peracetic acid • High-level 

disinfectant or 

sterilant for heat 

sensitive equipment. 

• Higher 

concentrations used 

as chemisterilants in 

specially designed 

machines for 

decontamination of 

heat sensitive 

medical devices. 

• Innocuous 

decomposition 

(water, oxygen, 

acetic acid, 

hydrogen 

peroxide) • Rapid 

action at low 

temperature • 

Active in presence 

of organic 

materials. 

• Can be corrosive • 

Unstable when diluted. 

 

 INTERMEDIATE LEVEL DISINFECTANT  

Alcohols: 

Isopropyl 60–70% 

Ethanol 70–90% 

includes 

methylated spirit 

(70%) 

Disinfect 

thermometers, 

external surfaces of 

some equipment (e.g. 

stethoscopes).  

• Equipment used for 

home health care. • 

Used as a skin 

antiseptic. 

• Fast acting  

• No residue  

• Non-staining 

• Volatile  

• Evaporation may 

diminish concentration  

• Inactivated by organic 

material  

• May harden rubber or 

cause deterioration of 

glues • Use in the 

operating theatre. 

• Isoprophyl 

alcohol slightly 

more effective than 

ethyl alcohol.  

• 70% alcohol 

more effective than 

90%. 

Chlorines • Disinfect 

hydrotherapy tanks, 

dialysis equipment, 

cardiopulmonary 

training manikins, 

environmental 

surfaces. • Effective 

disinfectant 

following blood 

spills; aqueous 

solutions (5,000 parts 

per million) used to 

decontaminate area 

after blood has been 

removed; sodium 

dichloroisocyanurate 

powder sprinkled 

directly on blood 

spills for 

decontamination and 

subsequent cleanup. • 

Equipment used for 

home health care. 

• Low cost • Fast 

acting • Readily 

available in non-

hospital settings 

and easy to use. • 

Unaffected by 

water hardness. • 

Effective 

deodorizer and 

disinfectant. • 

Does not leave 

toxic residues. • 

Bactericidal 

activity increases 

with temperature. 

• Corrosive to metals. • 

Inactivated by organic 

matter (dirt, blood, 

excrements).  

• Irritant to skin and 

mucous membranes.  

• Unstable when diluted 

to usable state (1:10 

dilution).  

• Use in well ventilated 

areas.  

• Shelf life shortens 

when diluted.  

• Discolouring or 

bleaching of fabrics can 

occur.  

• Requires precleaning 

of surface prior to 

disinfection.  

• Highly toxic when 

mixed with ammonia. 

• Suitable for low-

and high-level 

decontamination of 

surfaces only. • For 

mycobacteria use 

at high 

concentrations 1% 

(10,000 ppm). • 

Use with extreme 

care if used for 

instrument 

disinfection 

because of 

corrosive activity. • 

Wide range of in-

use dilutions 

recommended for 

different situations 

therefore ensures 

dilution is correct 

for particular use 

and that it is made 

up correctly. 
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Hydrogen 

peroxide 3% 

• Equipment used for 

home health care  

• Cleans floors, walls 

& furnishings 

• Strong oxidant  

• Fast acting  

• Breaks down into 

water & oxygen. 

• Can be corrosive to 

aluminium, copper, 

brass and zinc. 

 

 

Formaldehyde • Very limited use as 

chemisterilant. • 

Sometimes used to 

reprocess 

haemodialyzers. • 

Gaseous form used to 

decontaminate 

laboratory safety 

cabinets. 

• Active in 

presence of 

organic materials. 

• Carcinogenic  

• Toxic  

• Strong irritant  

• Pungent odour 

• Limited use 

because of toxicity.  

• Use only under 

strict supervision 

of senior staff. 

Iodophors Iodine-

based complexes, 

e.g. 

Povidoneiodine 

• Intermediate-level 

disinfectant for some 

equipment 

(hydrotherapy tanks, 

thermometers)  

• Low-level 

disinfectant for hard 

surfaces and 

equipment that does 

not touch mucous 

membranes (e.g. IV 

poles, wheelchairs, 

beds, call bells). 

• Rapid action  

• Relatively free of 

toxicity and 

irritancy 

• Antiseptic iodophors 

are not suitable for use 

as hard surface 

disinfectant.  

• Corrosive to metal 

unless combined with 

inhibitors.  

• Disinfectant may burn 

tissue.  

• Inactivated by organic 

materials.  

• May stain fabrics and 

synthetic materials 

• ovidone-iodine 

complex is used as 

a skin antiseptic 

and pre-operation 

scrub. 

 LOW LEVEL DISINFECTANTS  

Phenolics • Low-/intermediate-

level disinfectant:  

• Clean floors, walls 

and furnishings.  

• Clean hard surfaces 

and equipment that 

does not touch 

mucous membranes 

(e.g. IV poles, 

wheelchairs, beds, 

call bells). 

• Leaves residual 

film on 

environmental 

surfaces.  

• Commercially 

available with 

added detergents 

to provide onestep 

cleaning and 

disinfecting 

• Do not use in 

nurseries.  

• Not recommended for 

use on food contact 

surfaces.  

• May be absorbed 

through skin or by 

rubber.  

• Some synthetic 

flooring may become 

sticky with repetitive 

use. 

• Relatively broad 

spectrum. • 

Suitable for low-

level 

environmental 

disinfection only. • 

Useful against 

mycobacteria but 

cannot be used if 

HIV or HBV are 

present. 

Quaternary 

ammonium 

compounds 

• Low-level 

disinfectant: • Clean 

floors, wall and 

furnishings • Clean 

blood spills. 
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3.6 ANTISEPTICS  

Antiseptics are designed to be used for reducing or destroying micro-organisms on the 

skin or mucous membranes without damaging these tissues.  

3.6.1. Uses of Antiseptics  

Antiseptics are used for:  

• Skin, cervical, or vaginal preparation before a clinical procedure   

• Surgical scrub   

• Handwashing in high-risk situations, such as before an invasive procedure or contact 

with a patient at high-risk of infection, (e.g. a newborn or immuno-suppressed 

patient).  

 NOTE: Antiseptics are not meant to be used on inanimate objects, such as instruments and 

surfaces. They usually do not have the same killing power as chemicals used for disinfection 

of inanimate objects. 

TABLE- 3.6. COMMON ANTISEPTICS AND THEIR USE IN PATIENT PREPARATION 
Disinfectant Use Advantages Disadvantages Comments 

Alcohol 70% – 

90% (isopropyl) 

• Cannot be used on 

dirty skin. • Wash 

area before applying. 

• Rapid kill. • 

Effectiveness 

moderately reduced 

by blood or other 

organic material. 

• Rapid kill.  

• Effectiveness 

moderately reduced by 

blood or other organic 

material. 

• Effective against 

a broad range of 

microorganisms.  

• Alcohol 

containers should 

be stored in areas 

approved for 

flammable 

materials. 

Iodophors (e.g. 

Betadine)  

 

Povidone-iodine 

solution 

Strengths: 10%, 

7.5%, 2%, 0.5% 

• Surgical scrub.  

• Patient preparation.  

• Use in genital area, 

vagina, cervix. 

• Less irritating to 

the skin than iodine.  

• Can be used on 

mucous membranes. 

• Effectiveness is 

moderately reduced 

by blood or other 

organic material. • 

Effective 1–2 

minutes after 

application. 

• Effective against 

a broad range of 

microorganisms. 

Chlorhexidine 

gluconate 2% or 

4% scrub (e.g. 

Hibitane, 

Hibiscrub, 

Hibiclens) or 

0.5% tincture 

• Surgical scrub and 

skin preparation. 

• Good persistent 

effect. Remains 

effective for at least 

6 hours after 

application. • 

Effectiveness not 

reduced by blood or 

other organic 

material. 

• May cause irritation. • Effective against 

a broad range of 

microorganisms, 

but has a 

minimal effect on 

tuberculosis and 

fungi. • May 

irritate the genital 

area, vagina, 

cervix. 

Iodine 1% 

Tincture of 

iodine 2% 

• Used for skin 

preparation, but must 

be allowed to dry and 

then removed from 

the skin with alcohol. 

• Fast acting. • Can cause skin 

irritation. 

• Effective against 

a broad range of 

microorganisms. 
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3.7. CENTRAL STERILE SUPPLIES DEPARTMENT (CSSD)  

The purpose of the CSSD is to provide all the required sterile items in order to meet the 

needs of all patient care areas.  

3.7.1 Items Supplied by CSSD  

10.1.1 Instrument packs for various procedures  

10.1.2 Dressing pad  

10.1.3 Dressing packs, cotton and gauze  

3.7.2 Protocol  

The central processing area(s) ideally should be divided into at least three zones: soiled zone 

(decontamination), clean zone (packaging), and sterile zone (sterilization and storage).  

3.7.1. Soiled zone: In the decontamination area reusable contaminated supplies (and 

possibly disposable items that are reused) are received, sorted, and decontaminated.  

3.7.2. Clean zone: The packaging area is for inspecting, assembling, and packaging clean, 

but not sterile, material.  

3.7.3. Sterile zone: The sterile storage area should be a limited access area. Following the 

sterilization process, medical and surgical devices must be handled using aseptic 

technique in order to prevent contamination. Medical and surgical supplies should not 

be stored under sinks or in other locations where they can become wet. Sterile items 

that become wet are considered contaminated because moisture brings with it 

microorganisms from the air and surfaces. Closed or covered cabinets are ideal but 

open shelving may be used for storage. Any package that has fallen or been dropped on 

the floor must be inspected for damage to packaging and contents (if the items are 

breakable). If the package is heat-sealed in impervious plastic and the seal is still intact, 

the package should be considered not contaminated. If undamaged, items packaged in 

plastic need not be reprocessed 

3.7.3. Work Areas for Instrument Processing/CSSD  

The work area consists of four areas: the “dirty” receiving and cleanup area, the clean work 

area, the cleaned equipment storage area, and a sterile or HLD storage area. The dirty 

receiving and cleanup area should have the following:   

 A receiving counter 

 Two sinks, if possible, with a clean water supply 
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 A clean equipment counter for drying 

 The clean work area should have the following:   

 A large work table 

 Shelves for holding clean and packaged items 

  A high-pressure autoclave, a dry-heat oven, and a steamer or boiler 

 The clean equipment storage area should have the following:  Shelves for storing clean 

equipment 

 An office or desk for record keeping 

 The sterile or HLD storage area should be separated from the sterilization area. Limit 

access to the storage area. Dispense sterile and high-level disinfected articles from this 

area. Observe the following guidelines:  Before dispensing any item that has been 

stored, check the package to be sure it is not dirty, wet, or damaged.   

 Touch or handle sterile packages as little as possible.  

 The packs will remain sterile as long as the integrity of the package is maintained.  Store 

items in closed cabinets. 

 Keep the storage area clean, dry, and dust- and lint-free by regular housekeeping.   

 Packs and containers with sterile or HLD equipment or instruments should be stored 20-

25 centimeters off the floor, 45-50 centimeters from the ceiling, and 15-20 centimeters 

from an outside wall.  Do not use cardboard boxes for storage. 

 The risk of transferring infection from instruments and equipment is dependent on the 

following factors: The presence of microorganisms, their number, and their virulence 

The type of procedure that is going to be performed (invasive or noninvasive) The body 

site where the instrument or equipment will be used (penetrating the mucosal or skin 

tissue or used on intact skin) There are certain principles that must be applied to ensure 

instruments and equipment have been appropriately reprocessed. Figure 16 outlines the 

basic infection-prevention processes that are recommended for reducing disease 

transmission from soiled instruments and other reusable items are decontamination, 

cleaning, and either sterilization or high-level disinfections (HLD). Regardless of the 

type of operative procedure, the steps in processing surgical instruments and other items 

are the same. In order to create an infection-free environment, clinic staff at all levels 
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must understand the rationale for each of the recommended infection-prevention 

processes and their limitations. 

3.7.4. Decontamination of Used Instruments and Equipment  

Decontamination is the first step in handling used instruments and equipment.  

3.7.5. Decontamination Solution  

The recommended decontamination agent is a 0.5 percent chlorine solution. Make a fresh 

solution every morning, or after 8 hours, or more often if the solution becomes visibly dirty. 

A 0.5 percent chlorine solution can be made from readily available liquid chlorine or 

chlorine tablets (NaDCC). The formula for making a dilute solution from concentrated 

solutions is as follows:  

Total Parts (TP) water =  (percentage chlorine in manufacturers concentration ÷ % desired 

chlorine concentration)  

- 1 Mix 1 part concentrated bleach solution with the total parts water required.  

Example: To make a 0.5 percent chlorine solution from 5 percent concentrated chlorine 

solution:  

TP water: (5.0% ÷ 0.5%) - 1= 10 - 1 = 9 Add 1 part concentrated solution to 9 parts water. 

Cover containers containing 0.5 percent chlorine solution and protect them from light.  

Note: Do not mix chlorine solutions with ammonia-based solutions, because toxic gas might 

be produced.  

3.7.6. Decontaminating Equipment  

Decontaminate large surfaces that might have come in contact with blood and body fluid, 

such as pelvic-examination, operating, or delivery tables. Wipe them with a cloth soaked in 

the 0.5 percent chlorine solution. Decontaminating Used Instruments and Other Items Keep 

surgical or examination gloves on after completing the procedure.  

3.7.7. Decontaminate the instruments while wearing the gloves:   

 Immediately after use, place all instruments in an approved disinfectant, such as 0.5 

percent chlorine solution, for 10 minutes to inactivate most organisms, including HBV 

and HIV.   

 Use plastic, noncorrosive containers for decontamination to prevent sharp instruments 

from getting dull (due to contact with metal containers) and to prevent instruments from 

getting rusted (due to electrolysis between two different metals when placed in water).   
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 Remove instruments from 0.5 percent chlorine solution after 10 minutes and 

immediately rinse them with cool water to remove residual chlorine before thoroughly 

cleaning them.   

 Remove gloves and dispose of them appropriately. 

 Note: To prevent rusting, do not soak metal instruments in water for more than one hour, 

even if they are electroplated. Once instruments and other items have been 

decontaminated, they can safely be cleaned and sterilized or high-level disinfected.  

3.7.8. Cleaning  

 After decontamination and prior to disinfecting or sterilizing, all instruments and 

equipment MUST be cleaned to remove organic materials or chemical residue. If 

instruments and equipment are not cleaned properly, organic matter could prevent the 

disinfectant or sterilizing agent from making contact with the instrument or piece of 

equipment and might also bind and inactivate the chemical activity of the disinfectant. 

Ensure that all surfaces of instruments and equipment, including channels and bores, are 

cleaned. Cleaning Agents Use liquid soap or enzymatic detergent. Liquid soap suspends 

grease, oil, and other foreign matters in solution so that they can be removed easily by 

the cleaning process. Do not use an abrasive cleaner, such as steel wool, for household 

cleaning, because it can scratch the instruments, which creates potential sites for 

microorganisms to harbour. If an instrument or piece of equipment cannot be cleaned 

thoroughly, then do not sterilize or disinfect it— discard it. It should not be reused.  

3.7.8.1. Cleaning Methods  

a- Manual Cleaning  

Follow this procedure to clean instruments manually:   

 Wear PPE (a plastic apron, thick rubber gloves, eye protection, a surgical mask or face 

shield, or both).   

 Remove any gross soiling on the instrument by rinsing it in water. 

 Take the instrument fully apart and immerse all parts in warm water with a detergent 

(biodegradable, noncorrosive, nonabrasive, low-foaming and free-rinsing) or enzymatic 

cleaner.   

 To prevent splashing, keep the items being washed under the surface of the water.   
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 Rinse in clean water. 

 Dry the instrument in a drying cabinet or by using a clean, lint-free cloth. 

 Inspect the instrument to ensure it is clean. 

 Pay particular attention to instruments with teeth, joints, or screws where organic 

material can collect.  

 Open all jointed instruments.  

b- Mechanical Cleaning  

 Most modern sterilization units are automated and require minimal handling of dirty 

equipment by staff.  

The equipment is placed in trays ready for washing:   

 The washing machine gives a cold rinse followed by a hot wash at 71°C for two 

minutes. This is followed by a 10-second hot-water rinse at 80°C-90°C and then drying 

by a heater or a fan at 50°C-75°C.  The washer-disinfector is used for anesthetic 

equipment. It runs a 45-minute cycle of washing and cleaning, plus a two-minute cycle 

with water at 80°C-100°C and a detergent solution.   

 The ultrasonicator is a sophisticated and expensive, but extremely efficient, piece of 

equipment that dislodges all organic matter.  

c- Cleaning New Instruments  

All new instruments are supplied without lubrication. Carefully wash and dry all new 

instruments and lubricate any moving part. Whenever cleaning, regardless of methods, keep 

ratchets unlocked and box joints open. When they are no longer new, do not let stained steel 

instruments come in contact with barium chloride, aluminum chloride, or compounds that 

contain bromide and iodine. 

d- Packaging:  

Packaging materials for steam sterilization should:  

a. Be validated for steam sterilization.  

b. Contain no toxic ingredients or dyes.  

c. Be capable of withstanding high temperatures.  

d. Allow air removal from packages and contents.  

e. Permit sterile contact with the package contents.  
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f. Permit drying of the package and contents.  

g. Prevent the entry of microbes, dust, and moisture during storage and handling.  

h. Have a proven and tamper-proof seal.  

i. Withstand normal handling and resist tearing or puncturing. 

 

3.8. STERILISATION METHODS 

The most common sterilisation methods in hospitals and clinics are steam heat (autoclave 

or pressure cooker), dry heat (hot air oven), and gas (ethylene oxide). 

3.8.1 STEAM STERILIZATION (autoclave, pressure cooker)  

it destroys all micro-organisms on objects that are used beneath the skin (e.g. surgical 

instruments, gloves, needles and syringes), or those that enter sterile areas of the body (e.g. 

urinary catheters). 

The equipment needed to steam sterilise objects include: 

• Wrapping material (e.g. cotton cloth, paper). 

• Metal instrument trays (with holes in bottom). 

• Sterilisation indicator . Use biological indicators, such as a commercial preparation 

of spores of Geobacillus stear other mophilus, at least weekly to monitor the 

effectiveness of steam sterilization.  

• Autoclave or pressure cooker. 

• Heat source (electricity, stove for kerosene). 

• Fuel (kerosene, wood). 

3.8.2. Procedures for steam sterilisation are as follows. 

1. Clean and dry all items to be sterilised. 

2. Open and separate all items before processing. For example, open all instruments 

(forceps, clamps), and wrap tubing around a towel or cloth and coil gently.  

3. Wrap items with double thickness cotton muslin cloth or paper. 

4. Insert proper sterilisation indicator (e.g. autoclave tape) to show that the article is 

sterile. 

5. Load packs and items in steriliser so that steam can move around packs and 

penetrate all surfaces. 
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6. Sterilise items at the correct temperature and pressure and for the correct amount of 

time (see below). Begin timing after the desired pressure has been reached (on 

autoclave, check gauge; on pressure cooker, wait for pressure valve to jiggle). 

7. Turn off heat source. Wait 30 minutes for steriliser to cool, then slightly open lid to 

let steam out. 

8. Allow packs to dry before you remove them. This takes 20–30 minutes. 

9. Remove items from steriliser. 

10. Allow them to cool completely before storage, or use immediately. 

11. Label the container with the date. Reprocess after expiration. 

TABLE-3.7  

Temperature  1210 Centigrade (2500 Fahrenheit) 

Pressure  106 kPa 

Time  

 

Unwrapped items: 20 minutes 

Wrapped items: 30 minutes 

 

3.8.2. Steam Under Pressure (Moist Heat) Sterilization 

This is the most efficient and reliable method to achieve sterility of instruments and 

equipment. This method sterilizes and dries the sterile package as part of the cycle. This is 

recommended in office-based practice. There are several types of steam under pressure 

sterilizers (also called autoclaves): 

• Downward (gravity) displacement sterilizers (jacketed and non-jacketed) - these are 

designed for the sterilisation of waste, solutions and instruments.  

• Self-contained (benchtop) sterilizers – these are recommended for office based 

practice as they are able to do small quantities or fairly simple items. Benchtop 

sterilizers do not take wrapped items and therefore items must be used immediately after 

they are removed from the sterilizer. There will be differences in the models and types 

of features that are offered may vary. These variations may include: drying stage, ability 

to take packaged and unwrapped items, systems to monitor temperature, pressure and 

holding time. 

• Prevacuum (porous load) sterilizers – these are not suited for liquid sterilisation but 

are optimised for sterilisation of clean instruments, gowns, drapes, towelling and other 

dry materials required for surgery. 
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Flash Sterilization / Immediate Use Steam Sterilization  

• This form of sterilization is used only when there is an immediate requirement for items 

to be sterilized. Containers used for Immediate Use Steam Sterilization of devices 

should be validated for that purpose.  

• Immediate Use Steam Sterilization should not be used to:  

a. Sterilize implants  

b. Sterilize complete sets or trays of instruments  

• Compensate for inventory shortages or scheduling difficulties. 

3.8.3. Dry Heat Sterilization 

Dry heat sterilisation is caused by hot air that destroys pathogens by the process of 

oxidation. Dry heat sterilizes have had limited value because it is difficult to maintain the 

same temperature throughout the load, while the high temperatures and long time required 

to achieve sterility makes this method undesirable for many situations. The manufacturers’ 

instructions must be followed, the door to the unit must not be opened while in sterilizing 

cycle. 

TABLE- 3.8 Temperature and time for effective dry heat sterilisation 

TEMPERATURE TIME 

T1700 C (3400 F)  60 minutes (1 hour) 

1600 C (3200 F)  120 minutes (2 hours) 

1500 C (3000 F)  150 minutes (2½ hours) 

1400 C (2850 F)  180 minutes (3 hours) 

1210 C (2500 F)  Overnight 

 

3.8.4 . Ethylene Oxide (EO) 

Ethylene oxide gas is appropriate to use for sterilization of instruments/ equipment made 

from heat labile materials or those devices that contain electronic components. The time 

required to process the instrument is dependent on the temperature, humidity and 

concentration level of the gas. 

The gas must penetrate the packaging and reach all surfaces of the instrument/equipment 

requiring sterilization. The time for such a process is between 12 hours to over 24 hours. 

Because EO is toxic, this gas is restricted in health care facilities and must be used 
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according to strict guidelines to ensure staff safety. The manufacturer’s instructions must be 

followed for the packaging, sterilization process, validation and aeration process. 

3.8.5. Automated chemical (low temperature) systems 

Hydrogen peroxide plasma in a fully automated cycle can achieve low temperature, low 

moisture sterilization within a 45-80 minute cycle depending on the model of sterilizer used. 

The packaging used must be nonwoven/ non-cellulose polypropylene wraps. 

Peracetic acid is a low-temperature sterilization method. Peracetic acid 0.2% is placed in an 

environmentally sealed chamber and fully automated processing system. The process 

achieves moist, low temperature sterilization within 25-30 minutes. 

3.8.6. Irradiation 

Gamma radiation is available from some commercial gamma irradiation facilities. However, 

it is not readily available for use in health care facilities. Only those instruments and 

equipment that have undergone the entire sterilizing process can be regarded as sterile. 

Items must be wrapped or packaged appropriately to be considered sterile. 

Materials for packaging include: 

• Paper - this prevents contamination if it remains intact. It maintains sterility for a long 

period, can act as a sterile field and can also be used to wrap dirty devices after the 

procedure. 

• Non-woven disposable textiles. 

• Containers - these can be used only if they contain material intended for a single 

treatment procedure for a single patient. 

• The end-user must check the physical integrity of the package before use. 

3.8.7. Quality Assurance  

• All documentation should be dated and signed by the person completing the 

documentation and/or verifying the test results.  

• Documentation of the sterilization process should include: Package label:  

a. Name of device (when necessary).  

b. Initials of technician packaging the device.  

c. Lot control information which includes a load or cycle number, sterilizer number, and 

the date of sterilization.  
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d. Detailed list of sterilizer load contents  

e. Date, time, and results of all tests performed (for example, printout, Chemical 

Indicator, Biological Indicator, Bowie-Dick, leak test).  

f. Sterilizer physical parameters should be verified by the individual responsible for 

releasing the load prior to load release. Verification should be documented (for example, 

printout is initialed).  

g. If any indicator fails, the failure should be investigated. Loads may be recalled 

according to the results of the investigation. All actions associated with an investigation 

should be documented.  

h. A process to address any indicator failure, for example, printout, chemical indicator or 

biological indicator.  

i. Record retention according to corporate administrative directives and/or quality 

management system requirements. 

3.8.8. Unloading  

Upon completion of the cycle, the operator responsible for unloading the sterilizer should: 

Review the sterilizer printout for the following:  

a. Correct sterilization parameters.  

b. Cycle time and date.  

c. Cycle number matches the lot control label for the load.  

d. Verify and initial that the correct cycle parameters have been met.  

e. Examine the load items for:  

• Any visible signs of moisture.  

• Any signs of compromised packaging integrity.  

Printed records of each cycle parameter (that is, temperature, time) should be retained in 

accordance with the healthcare settings requirements. 

3.8.9. Load Cool-Down  

Upon removal of the sterilized load the operator should:  

a. Visually verify the results of the external chemical indicators.  

b. Allow the load to cool to room temperature (the amount of time for cooling 

depends on the devices that have been sterilized).  
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c. Ensure cool down occurs in a traffic-free area without strong warm or cool air 

currents. 

3.8.9. Monitoring Sterilization (Detail as per Table below) 

There are two ways of monitoring sterilization of CSSD items:  

a- All sterile items can be monitored by using the chemical indicator tape which shows that 

the item has been adequately sterilized  

b-  In addition to chemical sterilization, microbiological surveillance may be conducted 

using B. stearothermophilius spore suspension which is kept in the autoclave to check the 

efficiency. 

TABLE-3.9. STERILITY TESTS 

 

Methods Indicators 

Agent  Means  Physical  Chemical  Bacteriological 
Dry heat  

 

Flames 

Hot ovens 

Must be red hot 

Thermometer 

None 

Daily check: 

heat sensitive 

dyes 

Monthly check: 

Mix of spore-producing and 

non-spore 

producing bacteria 

Humid heat 

(best 

method for 

hospitals) 

Autoclaves, 

Pressure 

cooker 

(steam under 

pressure) 

Record of: 

Pressure 

Temperature 

Time (duration) 

Daily check: 

heat sensitive 

dyes for steam 

saturation 

Weekly check: 

spore test (Bacillus 

stearothermophillus) 

Ethylene 

oxide 

Gas Is used to 

sterilise 

heat sensitive 

items 

which cannot 

withstand temps 

greater than 

60ºC 

Ethylene gas Gas indicator. 

 

Recall Procedure  

As soon as CSSD staff receive the result from the microbiologist about biological indicators 

not being satisfactory, the CSSD In-charge or Staff should take the following action:  

a. Inform to the Hospital & Nursing Director and Hospital Infection Control 

Committee.  

b. Check the autoclave number, batch number, and expiry date.  

c. Trace out the department which issued the items and the specific date.  

d. Inform the ward in-charge regarding the biological indicator growth.  
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e. Take back all the items to CSSD.  

f. Rewash all the articles and repack for reautoclave.  

g. Clean the autoclave thoroughly with clean water.  

h. Sterilize the items with Bowie-Dick and biological indicator.  

i. Wait for the report; only then issue the items to the wards.  

j. Update the register. 

 

Endoscopes - cleaning and disinfection  

1. Clean: mechanically clean internal and external surfaces, including brushing internal 

channels and flushing each internal channel with water and a detergent or enzymatic 

cleaners.  

2. Disinfect: immerse endoscope in high-level disinfectant such as 2% glutaraldehyde and 

perfuse disinfectant into all accessible channels, such as the suction/biopsy channel and 

air/water channel and expose for a time recommended for specific products (20 minutes 

for 2% glutaraldehyde).  

3. Rinse: rinse the endocope and all channels with sterile or filtered water followed by 70-

90% ethyl or isopropyl alcohol to remove all traces of disinfectant.  

4. Drying: After rinsing, purge the channels using forced air. Hang endoscopes in a vertical 

position to facilitate drying.  
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SECTION-4 

ISOLATION POLICY 

4.1 Introduction  

Isolation is the creation of a barrier—mechanical or spatial—to prevent the transmission of 

infectious diseases to or from a patient and to reduce the risk of transmission to other 

patients, HCWs, and visitors. Isolation is used to prevent the transmission of infectious 

diseases that are spread by both contact and airborne routes within the healthcare setting.  

The patients of following disease categories should be treated under isolation.  

• Severe influenza cases, Sub-acute respiratory Syndrome (SARS), Open case of 

tuberculosis, Anthrax, diphtheria, Pertussis, Pneumonic plague, Chicken pox, and 

patients infected with multidrug resistant bacterial pathogens.  

4.1.2 Patient placement - Appropriate patient placement is a significant component of 

isolation precautions.  Determine patient placement based on the following principles:  

– Route(s) of transmission of the infectious agent  

– Risk factors for transmission in the infected patient  

– Risk factors for adverse outcomes resulting from health care associated infection in 

other patients in the area.  

– Availability of single-patient rooms  

– Patient options for room-sharing 

4.1. 3 Preparation of the isolation room/ward 

• A sign should be placed on the patient’s door explaining the necessary precautions. 

• Remove unnecessary furniture and keep only the necessary furniture that can be easily 

cleaned. 

• Stock linen. 

• Stock hand hygiene products (e.g. liquid soap, alcohol-based products, paper towels) 

• PPE should be available. 

• Sharps container should be placed inside the isolation room. 

• Garbage bags and bins should be placed in the isolation room. 

• Trolley to hold PPE. 

• Container for collection of used eye shields to be decontaminated. 
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• Recording sheet should be placed at the entrance of the isolation room so that staff can 

record the names and contacts of visitors that enter the isolation room so that contact 

tracing is possible if necessary. 

Rules Pertaining to Isolation Patients  

The following rules and guidelines apply to patients in isolation:   

• Patients should be informed of ways in which they can help prevent the transmission of 

their infectious microorganisms to others.   

• Patients in isolation should not share items that could serve as a vehicle for the 

transmission of microorganisms.   

• Patients may leave the isolation area only for essential purposes. 

•  Stuffed toys for children in isolation should be discouraged. Soft plastic toys should be 

suggested as an alternative. These plastic toys must be disinfected before discharge.  

Visitors to Patients in Isolation  

• The following rules and guidelines apply to visitors of patients in isolation:  Only two 

persons at a time are allowed to visit and only during visiting hours.   

• Visitors must observe the STOP sign and report to the nurse-in-charge prior to entering 

the  isolation area. 

Handling Medical Equipment  

Medical devices and patient-care equipment that have been used in the treatment of patients in 

isolation must be treated appropriately to reduce the risk of transmission of microorganisms to other 

patients:   

• Contaminated, reusable critical medical devices or patient-care equipment (equipment that 

enters normally sterile tissues or through which blood flows) must be sterilized.   

• Semi-critical medical devices or patient-care equipment (equipment that touches mucous 

membranes) must be sterilized or disinfected (reprocessed). The article and its intended use, the 

manufacturers‟ recommendations, the health care-facility policy, and any applicable guidelines 

and regulations determine the type of reprocessing.   

• Noncritical equipment (equipment that touches the skin) that becomes contaminated with 

blood, body fluids, secretions, or excretions must be decontaminated, cleaned, and disinfected 

after use, according to the policy of the health care facility.   

• Contaminated disposable (single-use) patient-care equipment must be handled and 

transported in a manner that reduces the risk of transmission of microorganisms and 
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environmental contamination in the health care facility. The equipment shall be disposed of 

appropriately. 

4.2 CONTACT PRECAUTIONS:  

 4.2.1.  PURPOSE  

It is the intent of this facility to use contact precautions for patients known or suspected to 

have serious illness easily transmitted by direct patient contact or by contact with items in 

the patient’s environment. Examples include  

1. Multiresistant organisms e.g.,  

a. Methicillin resistant staphylococcus aureus (MRSA)  

b. Pan resistant Acinetobacter  

c. Vancomycin resistant enterococci (VRE)  

d. Carbapenemase-producing Enterobacteriaceae (CRE)  

e. Any other resistant organisms  

2. Scabies  

3. Clostridium difficile diarrhoea  

4. Open draining wounds  

4.2.2. PROCEDURE  

1. All steps as in STANDARD PRECAUTIONS  PLUS  

2. GLOVES - Gloves should be worn when entering the room.  

3. GOWNS - A gown should be worn for contact with the patient and with patient items.  

4.2.3. Patient placement:  

1. Place patients who require Contact Precautions in a single-patient room when available; 

if single-patient rooms are unavailable, then place patients infected with the same 

pathogen in the same room (“cohorting”). 

2. If it becomes necessary to place a patient who requires Contact Precautions in a room 

with a patient who is not infected or colonized with the same infectious agent: 

a. Avoid placing patients on Contact Precautions in the same room with patients 

who have conditions that may increase the risk of adverse outcome from 

infection or that may facilitate transmission.  

b. Ensure that patients are physically separated (i.e., >3 feet apart) from each other. 

Draw the privacy curtain between beds to minimize opportunities for direct 

contact.  
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c. Change protective attire and perform hand hygiene between contacts with 

patients in the same room, regardless of whether one or both patients are on 

Contact Precautions.  

3. Use of personal protective equipment  

a) Wear gloves whenever touching the patient’s intact skin or surfaces and articles 

in close proximity to the patient. Don gloves upon entry into the room or cubicle.  

b) Wear gown whenever anticipating that clothing will have direct contact with the 

patient or potentially contaminated environmental surfaces or equipment in close 

proximity to the patient. Don gown upon entry into the room or cubicle. Remove 

gown and observe hand hygiene before leaving the patient-care environment.  

4. Patient transport  

a) Limit transport and movement of patients outside of the room to medically-

necessary purposes.  

b) When transport or movement in any healthcare setting is necessary, ensure that 

infected or colonized areas of the patient’s body are contained and covered.  

c) Remove and dispose of contaminated PPE and perform hand hygiene prior to 

transporting patients on Contact Precautions.  

d) Don clean PPE to handle the patient at the transport destination.  

5. Patient-care equipment and instruments/devices 

a) Handle patient-care equipment and instruments/devices according to Standard 

Precautions 

b) b. Use disposable noncritical patient-care equipment (e.g., blood pressure cuffs) 

or implement patient dedicated use of such equipment. If common use of 

equipment for multiple patients is unavoidable, clean and disinfect such 

equipment before use on another patient.  

6. Environmental measures  

a. Ensure that rooms of patients on Contact Precautions are prioritized for frequent 

cleaning and disinfection with a focus on frequently-touched surfaces and equipment 

in the immediate vicinity of the patient.  
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4.3. DROPLET PRECAUTIONS: 

4.3.1. PURPOSE:  

It is intent of this facility to use droplet precautions to decrease the risk of droplet 

transmission of infectious agents.  

Droplets may be generated by patient’s coughing, sneezing, talking, or during the 

performance of procedure, e.g., suctioning. Droplet precautions may be considered for:  

 Disease      Duration  

 Pertussis      9 days after start of treatment  

 Rubella      7 days after onset or rash  

 Mumps      9 days after onset of swelling  

 Meningococcal infections    1 day after start of treatment  

 Meningitis (Haemophilus influenza, type b)  1 day after start of treatment  

 Influenza      5 days after onset of illness  

 Mycoplasma pneumonia    Until resolution of symptoms  

 Plague (pneumonic)     2 days after treatment  

Diphtheria (pharyngeal)    Until two cultures negative 

4.3.2. PROCEDURE  

1. All steps as in STANDARD PRECAUTIONS   PLUS  

2. MASK - a mask should be worn within 3 feet of the patient.  

3. Patient placement:  

(i) Place patients who require Droplet Precautions in a single-patient room when 

available; if single-patient rooms are unavailable, then place patients infected with 

the same pathogen in the same room.  

(ii) If it becomes necessary to place a patient who requires Droplet Precautions in a 

room with a patient who does not have the same infection:  

a)  Avoid placing patients on Droplet Precautions in the same room with 

patients who have conditions that may increase the risk of adverse outcome 

from infection or that may facilitate transmission.  

b) Ensure that patients are physically separated (i.e., >3 feet apart) from each 

other. Draw the privacy curtain between beds to minimize opportunities for 

direct contact.  
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c) Change protective attire and perform hand hygiene between contact with 

patients in the same room, regardless of whether one or both patients are on 

Droplet Precautions.  

4. Patient transport  

a. Limit transport and movement of patients outside of the room to medically-necessary 

purposes.  

b. When transport or movement in any healthcare setting is necessary, instruct patient to 

wear a mask and follow Respiratory Hygiene / Cough Etiquette. 

c. No mask is required for persons transporting patients on Droplet Precautions.  
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4.4. AIRBORNE PRECAUTIONS 

4. 4. 1. PURPOSE:  

It is intent of this facility to use precautions to decrease risk of air borne transmission of 

infectious diseases. These precautions will be used for patients known or suspected to be 

infected with a disease spread by small droplet nuclei (5mm or small). These include:  

Disease      Duration  

Pulmonary tuberculosis   14 days after start of effective therapy  

Chickenpox or Herpes Zoster  until crusting of lesions  

Measles     4 days after onset of rash  

SARS      10 days after resolution of symptoms  

Small pox     until all scabs have crusted  

Viral Hemorrhagic fever   Duration of Illness plus contact measures  

(Due to Lassa, Marburg, Crimean-Congo fever viruses) 

1. Develop systems (e.g., triage, signage) to identify patients with known or suspected 

infections that requires Airborne Precautions upon entry into the health facility.  

4. 4. 2. Procedure  

1. All steps as in STANDARD PRECAUTIONS PLUS  

2. MASK - An N-95 respirator (mask) is required to be worn for patients of tuberculosis 

(TB), small pox, or severe acute respiratory syndrome (SARS). Only susceptible persons 

need use of a mask for measles, chicken pox, or disseminated Zoster. N- 95 masks can be 

changed after end of shift or when they become moistened  

3.Patient placement  

a)  A single negative pressure room with 6-12 air changes per hour.  

b) The door must remain closed to maintain negative pressure.  

c)  Limit visitors, only attendant with surgical mask may visit TB patients.  

d)  Designated negative pressure rooms.  

e)  Monitoring of negative pressure will be performed with the assistance of facilities and 

engineering staff. 
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f)  If an Airborne Infection Isolation Room (AIIR) is not available and transfer to a facility 

with AIIR is not possible, place a surgical mask on the patient and place him/her in a 

single room. Once the patient leaves, the room should remain vacant for the appropriate 

time, generally one hour, to allow for a full exchange of air.  

g)  Instruct patients with a known or suspected airborne infection to wear a surgical mask 

and observe Respiratory Hygiene/Cough Etiquette. Once in AIIR, 42 the mask may be 

removed.  

4. Personnel restrictions  

a. Restrict susceptible healthcare personnel from entering the rooms of patients known or 

suspected to have measles, varicella, disseminated zoster, or smallpox if other immune 

healthcare personnel are available.  

5.  Patient transport  

a. Limit transport and movement of patients outside of the room to medically-necessary 

purposes.  

b. If transport or movement outside an AIIR is necessary, instruct patients to wear a 

surgical mask, if possible, and observe Respiratory Hygiene/Cough Etiquette.  

c. For patients with skin lesions associated with varicella or smallpox or draining skin 

lesions caused by M. tuberculosis, cover the affected areas to prevent aerosolization or 

contact with the infectious agent in skin lesions.  

d. Healthcare personnel transporting patients who are on Airborne Precautions do not need 

to wear a mask or respirator during transport if the patient is wearing a mask and 

infectious skin lesions are covered.  

 

7.  Exposure management  

a. Administer measles vaccine to exposed susceptible persons within 72 h after the 

exposure or administer immune globulin within six days of the exposure event for high-

risk persons in whom vaccine is contraindicated.  

b.  Administer varicella vaccine to exposed susceptible persons within 120 h after the 

exposure or administer varicella immune globulin, when available, within 96 h for high-

risk persons in whom vaccine is contraindicated (e.g., immunocompromised patients, 43 
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pregnant women, newborns whose mother’s varicella onset was > 5 d before or within 

48 h after delivery) 

c. Administer smallpox vaccine to exposed susceptible persons within 4 days after 

exposure. 

Patient-Care Equipment  

Reserve noncritical patient-care equipment for use with a single patient if possible, 

otherwise process the equipment appropriately. Decontaminate, clean, and disinfect any 

equipment that has been or is being shared among infected and noninfected patients after 

each use.  
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4.5. PROTECTIVE ENVIRONMENT 

A protective environment may be required for some neutropenic patients. Ultra clean 

unidirectional air may be required in some units such as haematology or intensive care due 

to the level of immunosuppression of the patients. To minimize airborne particles, air must 

be circulated into the room with a velocity of at least 0.25m/sec through a high efficiency 

particulate air (HEPA) filter. The HEPA filter removes particles to a certain defined size. If 

particles 0.3 microns in diameter are removed, the air entering the room can be classified as 

being clean and free of bacterial contamination.  

4. 5.1. PURPOSE:  

To implement procedures to protect patients with allogeneic hematopoietic stem cell 

transplant. Use of guidelines (e.g. CDC USA) will be used as a guide.  

4. 5.2. PROCEDURE  

1.  All steps as in STANDARD PRECAUTIONS   PLUS  

2.  MASKS, GLOVES AND GOWNS  

 a) Are NOT required other than as defined in standard precautions  

3. Patient Placement  

a) Positive room air pressure in relation to corridor.  

b) Well- sealed room (all fissures, crevices need to be repaired).  

c) Ventilation to maintain ≥12 air changes per hour  

d) Use HEPA (99.97% efficiency) filters capable of removing particles 0.3um in diameter 

from incoming air  

e) Monitor results of air flow daily using visual methods (e.g., flutter strip, smoke tubes).  

f) Daily wet-dusting of horizontal surfaces using disinfectant or detergent.  

 

4. . Patient Transport – limit patient movement. An N-95 respirator (mask) is required to 

be worn by the patient when leaving protective environment during periods of construction 

in the facility  

Other important ways of protecting patients with severely lowered immune systems 

include: 
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• Health care workers and visitors should avoid contact with the patient if they have any 

infections (for example, upper respiratory tract infections or herpes simplex blisters). 

• Where appropriate, staff and visitors should wear personal protective equipment to 

protect the patient from micro-organisms. 

• Do not put flowers or plants in the room. 

• Ensure a tidy environment. 

• Environmental cleaning should be done twice daily and should consist of damp dusting 

only – do not create aerosols. 

• Use strict aseptic techniques for all clinical procedures. 
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4. 6. REPORTABLE DISEASES POLICY:  

It is the policy of MTI-KTH to report diseases to the local, provincial or federal health 

authorities as and when required by law.  

Within the institution, the following should be reported to infection control nurse (ICN). 

The reporting will be done by the senior physician in-charge of a patient and by 

microbiology or serology technologist. The infections are arranged alphabetically for easy 

reference.  

 

Animal bites    AIDS/HIV   Amebiasis   Anthrax  

Brucellosis    Botulism   Campylobacter   Chancroid  

Chickenpox    Cholera   Dengue   Diphtheria  

Enteric parasites   E. coli O157;H7  Erythema infectiosum  Encephalitis  

Foodborne epidemics   Gonorrhea   Giardiasis   Granuloma 

inguinale  

Herpes Infections (Simplex & Zoster) Hepatitis (All)  Hemophilus influenzae infections  Hemorrhagic fevers  

Influenza outbreaks   Kawasaki disease  Legionella infections  Leptospirosis  

Listeria infections   Lyme disease   LGV    Malaria  

Multi-resistant organism  Meningitis   Mumps    Measles  

Meningococcal meningitis  Nosocomial outbreaks Polio    Pertussis  

Plague     Psittacosis   Rabies    Rubella  

Rocky Mountain Spotted Fever  Salmonella  Streptococcal Infections (group A)     Scabies  

Scarlet fever    Shigella infections  Syphilis   Typhoid fever  

Tetanus    Tuberculosis   Yersenia enterocolitica 

 

Reference:  

1. CDC, Guidelines for Isolation Precautions: Preventing Transmission of Infectious Agents in 

Healthcare Settings: Recommendations of the Healthcare Infection Control Practices Advisory 

Committee (HICPAC), 2018; 1-219 

2. The Royal Marsden Hospital Manual of Clinical Nursing Procedures 9th Ed.2015 
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SECTION-5 

5.1. DISEASE SURVEILLANCE AND OUTBREAKS  

Surveillance is the systemic collection of data pertaining to the occurrence of specific 

diseases, the analysis and interpretation of these data, and the dissemination of consolidated 

and processed information to those who need it. The monitoring component of HAI 

surveillance should be integrated into the supervisory activities of the facility.  

An effective surveillance system is important in determining the baseline HAI rate, 

evaluating IPC measures, monitoring good patient-care practices, meeting the safety and 

quality standards as set out by the ministries of health, and detecting outbreaks and 

exposures. Accordingly, the ministries will set up sentinel sites through which to conduct 

ongoing surveillance of HAIs. 

5.1. 1 PURPOSE OF SURVEILLANCE 

Collection and analysis of healthcare associated infections (HCAI) data in the institution and 

use of this data to establish priorities for infection prevention and control activities and 

ensure continuous observation of HCAIs cases.  

5.1. 2. POLICY:  

The Infection Control Nurse (ICN) conducts surveillance of infections among patients and 

employees by collaboration of unit staff.  

5.1. 3. DEFINITION:  

It is defined as the systematic collection, analysis, interpretation, and dissemination of data 

about the occurrence of HCAIs in a definite patient population.  

5.1. 4. PROCEDURE  

1. HAIs and risks pertinent to the institution are identified by the ICC  

2. Internationally acceptable case definitions and methods of analysis are used, when 

available. Where such data is not available a scientific basis for collection and analysis is 

adopted.  

3. Collection of this data is aided by the use of; 

a. Laboratory and diagnostic data  

b. Referral from nursing or medical staff  

c. Review of coding and chart data from patients or staff  

d. Standardized forms in the electronic record  
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4. Specific HAI whose rates and trends are tracked over time and compared with 

internationally accepted benchmarks (e.g. National Health Safety Network – NHSN)  

a. Surgical site infections (SSI)  

b. Catheter associated blood stream infections (CLABSI)  

c. Catheter associated urinary tract infections (CAUTI)  

d. Ventilator associated pneumonia (VAP)  

e. Rates of methicillin resistant staphylococcus aureus (MRSA)  

f. Rates of vancomycin resistant enterococci (VRE)  

g. Clostridium difficile rates  

 

5.2. ACTIVE SURVEILLANCE  

Active surveillance is recommended through the emergence /clustering of positive cultures 

cases or similar clinical case clustering. 

– Operation Theatres (Main, Minor, ENT, EYE) 

– Dialysis Unit  

– Burns Unit  

– Transfusion services unit (Blood Bank) 

– Food handlers  

– Drinking water  

– Central Sterile Services Department 

 

Reference:  

1. Curless, S. M. et al. (2018). Infection Prevention and Control Program Management. Johns 

Hopkins Medics. Retrieved July 22, 2020, from; https://www.jhpiego.org/wp-

content/uploads/2020/03/IPC_M11_Preparing_for_ManagingOutbreaks.pdf. 

  

https://www.jhpiego.org/wp-content/uploads/2020/03/IPC_M11_Preparing_for_ManagingOutbreaks.pdf
https://www.jhpiego.org/wp-content/uploads/2020/03/IPC_M11_Preparing_for_ManagingOutbreaks.pdf
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5.3. OUTBREAK INVESTIGATION  

 

An HAI outbreak is an unusual or unexpected increase of cases of a known HAI or the 

emergence of a new infection (WHO 2002). An OUTBREAK is defined as two (2) or more 

cases over the usual (endemic) number of cases of healthcare-associated infections, usually 

produced by the same organism. HCAI- Infections that occur more than 48 hours after 

admission (It must be taken into account that different infections have different incubation 

periods, so that each occurrence must be evaluated individually to determine the relationship 

between its occurrence and hospitalization). 

Despite best efforts to prevent them, outbreaks of HAIs can occur in any health care setting 

and pose a threat to patients and staff. An outbreak should be suspected when: 

• HAIs or adverse events occur above the baseline rate, 

• An unusual organism is identified, or 

• An adverse event occurs. 

When an outbreak is identified, an investigation should be conducted to assess: 

• The source(s), 

• The pathogen, 

• The host, and 

•  The mode of transmission. 

Modification of one or more of these factors will end the outbreak and help prevent similar 

outbreaks in the future (APIC 2014). 

5.3.1. Case Definition  

Each case definition must be standardized and consistent.  

5.3. 2. RECOGNITION AND REPORTING  

Recognition of possible outbreaks of infection is the responsibility of all health care 

workers. In particular, physicians, nurses, or microbiology staff should report any suspicious 

clusters of a particular infection to the IC team. Obvious clues would be the appearance of a 

cluster of:  

1. Undiagnosed but clinically similar illnesses in different patients.  

2. Isolation of multiple organisms from different patients with similar/identical 

susceptibility patterns.  

3. Sudden increase in the number of infections that are usually perceived as "routine", 

e.g. sudden increase in the number of urinary tract infections  

5.3. 3. INVESTIGATION  
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Investigation of possible outbreaks will be done primarily by the ICN in consultation with 

the Infectious Disease Physician. This often includes collection of data and statistical 

analysis. Broad guidelines for collection of the data include:  

1. Case definition.  

2. Demographic characteristics of the affected patients.  

3. Dates of onset of illness.  

4. Location of patients.  

5. Information about health care workers assigned to the various cases.  

6. Procedures undergone by the patients with dates and names of operators.  

7. Detailed histories including history of exposure.  

8. Other data pertinent to individual situations.  

5.3. 4. CORRECTIVE ACTION  

This will be taken by the IC team after analyzing the data. This often includes:  

1. Isolation of affected patients if pertinent.  

2. Review of procedures in practice.  

3. Reinforcement of existing IC guidelines.  

4. Other measures as indicated by analysis of the data.  

5. Provision of updates to all health care workers.  

6. Training and education of personnel as indicated.  

 

5.3. 5. SURGE CAPACITY TO CATER FOR INFLUX OF PATIENTS DURING 

COMMUNITY EPIDEMICS  

During community epidemics, decision making to cater for surges and influx will be taken 

by the CEB in consultation with the infection control committee and hospital administration 

and may include the following measures:  

1. Diversion of patients to other facilities  

2. Conversion of all patient rooms to private rooms  

3. Conversion of day procedure and chemotherapy bays to admission areas  

4. Closure of oncology services  
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SECTION-6 

SAFE HANDLING AND DISPOSAL OF SHARPS POLICY 

The most common way in which HCWs are at risk to HIV, hepatitis-C and hepatitis-B 

viruses at the workplace is through accidental injury with sharp objects. The potential for 

transmission of blood borne diseases is greatest when needles and other sharp instruments or 

devices are used. Special care should be taken to prevent injuries when cleaning reusable 

sharp instruments and disposing of sharps. 

Policy Statement:  

It is the policy of MTI-KTH , Peshawar that all sharps (Syringes, needles, cannula, blades, 

broken glasses, disposable razors, and glass ampoules) must be disposed off immediately by 

the person who uses it, in a designated sharp container. 

Purpose: 

To establish guidelines for proper disposal of SHARPS 

Scope & Responsibility: 

All Clinical Units, Laboratory, Radiology and Blood Bank etc.  All HCWs who use sharps 

are responsible for their safe disposal into “sharps containers”. 

Safe practices when handling sharps include the following. 

• Sharps should not be passed by hand between a health care worker and any other person; 

a puncture resistant tray or kidney dish must be used to transfer sharps.  

• Needles should never be recapped.  

• Do not bend needles, lancets or other sharp after use.  

• Sharps should never be forced into a sharps container. 

Procedure:    

1. SHARPS shall Constitute the following items:- 

a. Used needles 

b. Used  Lancets/razor blades. 

c. Used Stylets/tracers. 

d. Used Guide wire. 
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e. Broken glass (vials, ampoules) 

f. IV cannulas  

g. Suture needles. 

h. LP needles. 

2. Disposal of SHARPS shall be done in approved  puncture proof  containers. The sharps 

containers must be puncture resistant and must be labelled “sharps” 

3. SHARPS  container should never be overfilled and should be replaced when it is three-

quarters 3/4 full. When it is three-quarters full, close the lid or cover with tape and disposed 

off in ‘Red’ Bucket.  

4. Sharps containers should be placed as close as practical to the point of use. For example, 

containers should be placed on the medicine trolley, and in the treatment or immunisation 

room.  

5. Sharps containers should not be placed in a place where they are easily accessible to 

children. 

6. Needles shall not be recapped after use and shall be disposed in the “SHARPS” container. 

7. Sharps containers should be incinerated and then buried. They should not be disposed of in a 

regular municipal waste facility. 

8. All needle prick injuries  shall be reported immediately to ICN. 
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SECTION-7 

7.1.  HOSPITAL WASTE MANAGEMENT 

Introduction 

These guidelines have been framed to regulate the disposal of various categories of Bio 

Medical Waste as per THE KHYBER PAKHTUNKHWA ENVIRONMENTAL 

PROTECTION ACT, 2014 and the Bio-Medical Waste (Management and Handling) Rules 

envisaged therein; so as to ensure the safety of the staff, patients, public and the 

environment.  

7.1.1 OBJECTIVES  

The Bio-Medical Waste Management  policy of the hospitals shall meet the following broad 

objectives:-  

(i) Provide a system of management of potentially infectious and hazardous waste.  

(ii) Identifying, defining & classifying the various categories of waste being generated in the 

hospitals. Use of separate color coded containers for Segregation of various categories 

of waste at point of generation.  

(iii) Segregation of various categories of waste in separate color coded containers at the site 

of generation, so that each category is treated in a suitable manner to render it harmless.  

(iv) Disinfection/decontamination of infected items at the site of generation immediately 

after use.  

(v) Onsite appropriate ‘‘treatment technology’’ to be used depending upon the category of 

waste.  

(vi) Creating a system where all categories and personnel are responsible as well as 

accountable for proper waste management. 

(vii) Environment and patient friendly safety norms.  

Safe waste disposal helps to: 

• Prevent the spread of infection to healthcare workers who handle the waste, and to the 

local community; 

• Protect those who handle waste from accidental injury; 

• Prevent open piles of waste that can become breeding ground for flies, other insects and 

rats, which carry diseases; 

• Prevent build up of waste, which may pose fire hazards; and 

• Provide a pleasant atmosphere (uncollected waste causes foul smells, and is unsightly). 

 



INFECTION PREVENTION AND CONTROL MANUAL 
  

Copy Right @ND Medical Teaching Institution-Khyber Teaching Hospital, Peshawar  Page 68 
 

7.1.2. CATEGORIES OF HEALTHCARE WASTE 

a. General waste 

General waste includes wastes that do not carry harmful micro-organisms. Examples of 

general wastes include kitchen refuse, paper waste, boxes, bottles and plastic containers that 

store products used by the hospital or clinic. 

b. Infectious and/or clinical wastes 

 

c. Solid and liquid infectious and/or clinical wastes carry harmful micro-organisms and 

are likely to cause infection among patients, HCWs or people in the community. Infectious 

wastes may be solid wastes, liquid wastes or laboratory wastes. Examples include used 

dressings, gauze or other items contaminated with blood, pus, faeces, urine, blood or other 

body fluids; human tissue; body parts; paper specimen collection cups; pathology samples. 

 

c. Pathological waste includes human materials removed during surgery, labour or 

delivery; autopsy; embalming; or biopsy, including body parts and tissues and foetuses; 

products of spontaneous or induced human abortions, regardless of the period of gestation, 

including body parts, tissues and foetuses, organs and bulk blood and body fluids. 

Pathological waste also includes laboratory specimens of blood and tissue after completion 

of laboratory  examination. 

d. Sharps include needles, lancets, hypodermic syringes with attached needles, scalpel 

blades, razor blades, glass pipettes, broken glassware, intravenous spikes, and any other 

sharp object with the potential to penetrate intact skin.  

e. Pharmaceutical and cytotoxic wastes- include expired, unused, split and contaminated 

pharmaceutical products, drugs and vaccines that are no longer required and need to be 

disposed of appropriately. This category of waste also includes discarded items used in the 

handling of pharmaceutical supplies such as bottles and boxes with residues, gloves and 

masks, connecting tubing and drug vials. 

Cytotoxic drugs are also known as anti-neoplastic drugs or cancer chemotherapy drugs. 

These are highly hazardous wastes that have mutagenic, estrogenic or carcinogenic 

properties. Cytotoxic wastes include: 

• Cytotoxic drugs (e.g. azathioprine, chlorambucil, cisplatin, 5-Fluorouracil, 

cyclosphamide, melphalan and methotrexate). 
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• Vomit, urine or feces from patients treated with cytotoxic drugs. 

• Contaminated materials from cytotoxic drug preparation and administration such as 

syringes and needles, dressing packs and gauge vials. 

Table 1. Categories of Hospital Waste (Schedule 1)  

Options Waste Category Treatment and Disposal 

Category 

No. 1 

Human Anatomical Waste (human tissues, 

organs, body parts) 

Incineration /deep burial 

Category 

No. 2 

Animal Waste (animal tissues, organs, body 

parts carcasses, bleeding parts, fluid, blood 

and experimental animals used in research, 

waste generated by veterinary hospitals, 

colleges, discharge from hospitals, animal 

houses 

Incineration /deep burial 

Category 

No. 3 

Microbiology & Biotechnology Waste 

(Wastes from laboratory cultures, stocks or 

microorganisms live or vaccines, human and 

animal cell culture used in research and 

infectious agents from research and industrial 

laboratories, wastes from production of 

biologicals, toxins, dishes and devices used for 

transfer of cultures) 

local autoclaving/ 

microwaving/incineration 

Category 

No. 4 

Waste Sharps (needles, syringes, scalpels, 

blade, glass, etc. that may cause puncture and 

cuts. This includes both used and unused 

sharps) 

disinfection (chemical treatment 

/autoclaving/microwaving and 

mutilation/ shredding 

Category 

No. 5 

Discarded Medicines and Cytotoxic drugs 

(outdated, contaminated and discarded 

medicines) 

Incineration /destruction and drugs 

disposal in secured landfills 

Category 

No. 6 

Soiled Waste (items contaminated with blood, 

and body fluids including cotton, dressings, 

soiled plaster casts, lines, bedding, other 

material contaminated with blood) 

Incineration, autoclaving/ 

microwaving 

Category 

No. 7 

Solid Waste (Waste generated from disposal 

items other than the sharps such a tubings, 

catheters, intravenous sets etc.) 

disinfection by chemical treatment 

autoclaving/ microwaving and 

mutilation/ shredding 

Category 

No. 8 

Liquid Waste (Waste generated from 

laboratory and washing, cleaning, 

housekeeping and disinfecting activities) 

disinfection by chemical treatment 

and discharge into drains 

Category 

No. 9 

Incineration Ash Ash from incineration of 

any bio-medical waste) 

disposal in municipal landfill 

Category 

No. 10 

Chemical Waste (Chemicals used in 

production of biologicals, chemicals used in 

production of biologicals, chemicals used in 

disinfection etc.) 

chemical treatment and discharge 

into drains for liquids and secured 

landfill for solids 
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7.1.3. COLOUR-CODING OR LABELLING CONTAINERS 

Colour-code or label containers for the following types of waste: 

• SHARPS: Dispose of in puncture-proof containers so they do not cause injury. These 

items can spread HIV and HBV. Sharps containers should be colour-coded YELLOW, 

or at a minimum, have an infectious sharps sticker placed on the container.  

• GENERAL: Collect in separate containers for burning or for collection by the 

municipal authority for disposal at the landfill. General waste may be collected into 

WHITE or clear coloured and or BLUE plastic bags. 

• INFECTIOUS/CLINICAL/PATHOLOGICAL: Collect in separate containers for 

incineration. Heavy duty YELLOW plastic bags with an infectious logo on them. 

• CYTOTOXIC/PHARMACEUTICAL WASTE: Collect in separate containers for 

incineration. Cytotoxic waste should be colour-coded RED. 

Table: COLOUR-CODING OR LABELLING CONTAINERS 

Color Coding   Waste Category 

Yellow  

(Plastic bag) 

• Human Anatomical Waste (Human tissues, organs, body parts),  

• Animal Waste,  Microbiology & Biotechnology Waste (Wastes from 

laboratory cultures, stocks or microorganisms live or vaccines, human 

and animal cell culture)  

• Soiled Waste (items contaminated with blood, and body fluids 

including cotton, dressings, soiled plaster casts, lines, bedding, other 

material contaminated with blood).   

• Solid Waste (Waste generated from disposal items used in patient care 

other than the sharps such a IV tubings, Bottles, catheters, intravenous 

sets etc.) 

Blue  

(plastic bag) 

• Domestic Wastes (non-infected Plastic bags, papers, disposable, 

cardboard, office wastes, food materials, juice packs, mineral water 

bottles etc. 

• Non-infected wastes (Waste generated from outdated disposal items 

other than the sharps such a tubings, catheters, intravenous sets etc. 

RED/Black  

(Plastic bag/ puncture 

proof container) 

• Sharps Waste (needles, syringes, scalpels, blade, glass, etc. that may 

cause puncture and cuts. This includes both used and unused sharps) 

• Discarded Medicines and Cytotoxic drugs (outdated, contaminated 

and discarded medicines) 

• Incineration Ash Ash from incineration of any bio-medical waste) 

• Chemical Waste (solid)  (Chemicals used in production of biologicals, 

chemicals used in disinfection etc.) 
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7.2:  POLICY ON SEGREGATION OF WASTE:  

7.2.1. Rationale:  

The MTI KTH, Peshawar should ensure that clinical and general wastes is segregated at 

source and placed in color coded plastic bags and containers prior to collection and disposal 

at the site of generation in all patient care areas/clinical areas.  

There should be no mixing of waste. Colored coded bags are used for segregation. 

Segregation is the responsibility of the generator of wastes i.e. the doctors, nurses or 

paramedical personnel etc.  

Segregation for each of the following: 

(iii) Infectious non-sharps  

(iv)  Infectious sharp  

(v) Disposable plastic items  

(vi)  Glass  

(vii) General waste  

(viii) Paper/ cardboards  

(ix) Cytotoxic/radiological/radioactive  

(x) Microbiological/pathological wastes 

(xi) Paper/ cardboards  

(xii) Cytotoxic/radiological/radioactive  

(xiii) Microbiological/pathological wastes 

 

7.2.2. Purpose:  

To Identity and segregate infectious and non infectious waste at generation point. 

7.2.3. Scope:  

The scope is extends to all areas and all staff of the MTI-KTH, Peshawar and it is mainly 

the responsibility of person who generate the waste during any procedure or activity 

7.2.4 Terms & Definition:  Clinical waste is defined as any waste which consists wholly or 

partly of human tissue, blood or other bodily fluids, secretions or excretions, drugs or other 

pharmaceutical products, swabs or dressings, syringes or needles and other sharp 

instruments.   

7.2.5. Procedure: 
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1. It is the responsibility of all staff to ensure that wastes are entered into the correct 

disposal streams. 

2. Check that containers and appliances are of the correct type, are correctly used and are 

available where and when they are needed 

3. Segregation shall be done at the point of generation of waste. 

4. Non infectious waste shall be disposed off in Blue buckets. 

5. Infectious clinical and special waste for incineration shall be disposed off in Yellow 

buckets. 

6. Sharps and broken or contaminated disposable glassware shall be disposed off in 

approved puncture proof containers.  

7. Sharps containers shall be clearly identified. 

8. Sharps containers shall not be filled to more than ¾ of their capacity. 

9. When filled ¾ capacity Sharps container shall be sealed and disposed of in Red bucket. 

10. Waste collection  bags shall not be filled more than ¾ capacity. 

11. Bags shall only be tied and lifted by the neck 

12. Check that bags are handled safely and bins are clean. 

13. Needle stick injuries shall be reported immediately to the MO I/C Wd. 

14. Training on the correct procedures for the clinical waste disposal shall be given during 

the induction period to each employee 

15. All human tissue waste and recognizable  body part from the  Labour Room shall be 

incinerated in yellow shoppers. This include products of conception, placenta or fetal 

tissue from pregnancies  less than 24 weeks duration NOT going to autopsy. 

16. Following material shall be disposed of by incineration 

a) All wastes from “highly infectious” cases. 
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b) All sharps. 

c) All contaminated non  metal parts e.g. disposable surgical instruments. 

 

Table 2. Color-coded bags & Category wise Treatment  

Color Coding  Waste Category Treatment option as per 

Schedule 1 

Yellow  

(Plastic bag) 

Cat. 1, 2. 3, 6 Incineration/deep burial 

Blue  

(plastic bag) 

Cat. 7 + Domestic wastes Autoclaving/Chemical 

Treatment /Microwaving and 

Shredding 

RED/Black  

(Plastic bag/ puncture proof 

container) 

Cat.4,  5, 9 and 10 (solid) Disposal in secured landfill 

NB: Categories 8 and 10 (liquid) do not require containers/bags. No PVC material should be 

placed in yellow bag. Any material treated with hypo-chlorite solution should never be sent 

for incineration  

 

7.3:  TRANSPORTATION OF HOSPITAL WASTE 

7.3.1. Purpose: 

To establish guidelines for transportation of hospital waste 

7.3.2 Scope: 

All Departments of MTI KTH, Peshawar and  

7.3.3 Responsibility:    

• Registrar/TR/ Designatee of Concerned Clinical Units 

• Head Nurse and Charge Nurses of Concerned Units 

• Class IV Sweepers/ Khala 

• Waste transporters/sanitary workers 

7.3.4 Procedure:    

1. Waste material  shall be collected as follow:- 

a. Medical grade infectious waste in Red buckets and non-infectious waste in Blue 

bucket from every Ward/Dept. Sharp material/needles after treatment from needle 

cutter shall be collected in Red Capped Jars half filled with Lysol Solution. Once 

3/4th filled, the jars shall be sealed and disposed off in red shoppers. 



INFECTION PREVENTION AND CONTROL MANUAL 
  

Copy Right @ND Medical Teaching Institution-Khyber Teaching Hospital, Peshawar  Page 74 
 

2. This waste shall be transferred in same colored shoppers to deposit bins of respective 

colors placed at designated places in hospital. 

3. Red/Blue waste collected from respective deposit bins shall be transferred on designated 

respective colored trolleys to the incinerator area twice a day (0830 hrs and 1430 hrs) 

4. Infectious waste collected from wards shall be weighed and recorded before being 

transported to the waste collection point. 

5. Blue waste shoppers shall be placed in designated waste collection area, to be taken  

later on by Municipal Committee Vehicle for disposal. 

6. Red waste shoppers shall be placed adjacent to the incinerator in designated area. 

7. Red waste will be burnt in incinerator twice a week (Monday, Thursday) in presence of, 

Service line managers and Head Sanitary Worker. 

8. Precautions for Waste Transporters  

a. All waste bags shall be handled carefully at all times. 

b. The waste in biohazard or infectious waste bags shall not be transported from one 

bag to another bag. 

c. Biohazard or infectious waste bags shall be closed securely prior to their removal 

from the container. 

d. The waste bags shall be grasped and lifted by the knot on the top of the bag and held 

away from the body to avoid potential contamination of the handler. 

e. The waste bags shall be removed from their containers and placed directly into the 

proper transport cart. 

f. All puncture resistant containers shall be placed into the biohazard or infectious 

waste red bag prior to being transported within the hospital. 

g. All transport carts shall be cleaned after each collection round. 

h. Waste transporters shall wear gloves, aprons and long boots while transporting 

waste. 
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7. 4:  -INCINERATOR OPERATION GUIDELINES 

 

7. 4.1 Purpose:    

The purpose of this SOP is to establish guidelines for operation of   incinerator. 

7. 4.2 Responsibility:    

➢ Incinerator operator 

7. 4.3 Procedure:    

1. Put on Safety Dress. i.e., safety goggles, helmet, apron, rubber gloves, rubber shoes. 

2. Check level of diesel in the tank and fill to capacity ( up to 30 ltr) 

3. Turn on controller, primary burner & secondary burner. 

4. Note temperature on the controller, when  temperature rises more than 500 C’ then put 

30 kg waste in the chamber of incinerator. 

5. After 12 minutes of watch put another 10 kg of waste in chamber. 

6. Continue step 4 until all waste is finished. 

7. Stop putting waste in chamber when you want to turn off the incinerator. 

8. Turn off controller & main power after all waste is burned. 

9. Keep record of all the waste burnt. 

10. Remove ash from the chamber with the stick provided the next day morning and burry it 

in the pit made for this purpose.. 

11. Clean the chamber thoroughly after removing the ash. 

12. Check Water, Gas, Electricity before turning off Incinerator and switch off blowers and 

water for 01 hour 

7. 4.4 Records:      

1. Incinerator record register                      

2. Infectious waste record book              
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PPE Guidelines for all Health Care Personnel handling Waste 

a. Remember that during handling, barriers in the form of PPE are not compromised. 

Proactively avoid injuries from sharps, spills and splashes. 

b. Provide latex Gloves for health care providers. 

c. Provide utility Gloves for sanitary workers. 

d. Provide face mask/glasses, closed toe shoes, impermeable apron or gown. 

e. Remove gloves promptly after use, before touching non-contaminated items and any 

other environmental surfaces. 

f. Remove the soiled gown, clothing and equipment as promptly as possible. 

g. Clean equipment as per instructions and do not forget hand hygiene. 

 

General principles of waste collection 

a. Easy access to supply of colour-coded bags and containers. 

b. Fill bags to maximum of 3/4 capacity. 

c. NEVER put hands inside the bags/containers. 

d. NEVER press any filled bag to make more room. 

e. The bags to be tied and handled by neck only while transportation. 

f. Staff must wear protective clothing, gloves, mask, aprons etc while handling infected 

waste. 

g. Never allow any person to put their hands inside the bags. 

h. If bags tear, they should be replaced/re-bagged in new clean bags. 

i. Double glove and use a face visor in OTs as a routine. 
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SECTION-8 

8.1 ENVIRONMENTAL MANAGEMENT PRACTICES 

8.1.1. Introduction  

A clean environment plays an important role in the prevention of a healthcare associated 

infection. Many factors can significantly influence the transmission of a healthcare 

associated infection, including the design of patient care areas, operating rooms, water 

supply, cleaning, disinfection and sterilisation, healthcare waste management, food safety 

and laundry services.  

8.1.2. Purpose: 

• To establish guidelines for provision of clean and safe environment in the hospital. 

8.1.3. Scope & Responsibility:   

• All the employee of the MTI KTH, Peshawar especially those working in Facilities 

Management department and staff working clinical and non-clinical departments.  

8.1.4 PREMISES/BUILDINGS 

Hospital Administration and Facility Management Department of MTI KTH, Peshawar 

design and planning should ensure: 

• Adequate safe water supply; 

• Appropriate cleaning practices; 

• Adequate floor space for beds; 

• Adequate inter bed space; 

• Adequate hand-washing facilities; 

• Adequate ventilation for isolation rooms and high-risk areas like operation theatres, 

transplant units, intensive care areas, etc. 

• Adequate isolation facilities for airborne, droplet, contact isolation and protective 

environment; 

• Regulation of traffic flow to minimize exposure of high-risk patients and facilitate 

patient transport; 

• Measures to prevent exposure of patients to fungal spores during renovations; 

• Precautions to control rodents, pests and other vectors; and · appropriate waste 

management facilities and practices. 

8.1 5.- Air 

8.1 5.1 Ventilation 
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Ventilation systems should be designed and maintained to minimize microbial 

contamination. The air conditioning filters should be cleaned periodically and fans that can 

spread airborne pathogens should be avoided in high-risk areas. High-risk areas such as 

operating rooms, critical care units and transplant units require special ventilation systems. 

Filtration systems (air handling units) designed to provide clean air should have high 

efficiency particulate air (HEPA) filters in high-risk areas. Unidirectional laminar airflow 

systems should be available in appropriate areas in the hospital construction. Ultra clean air 

is valuable in some types of cardiac surgery/neurosurgery/implant surgery theatres and 

transplant units. 

For the operating room, the critical parameters for air quality include: 

• Frequent maintenance/validation of efficacy of filters (in accordance with 

manufacturer’s requirements); 

• Pressure gradient across the filter bed and in the operation theatre; 

• Air changes per hour (minimum 15 air changes per hour); 

• Temperature should be maintained between 20°C and 22°C and humidity between 

30% and 60% to inhibit bacterial multiplication; 

• General areas should be well ventilated if they are not air-conditioned. 

8.1 5.2. Special air handling for airborne precautions 

• Negative air pressure vented to the air is recommended for contaminated areas and is 

required also for isolation of patients with infections spread by the airborne route. 

An air-handling system providing 6-12 air changes per hour with the air being 

discharged outside through a filtration mechanism is recommended.  

• Systems must be checked by engineering services to ensure they are in fact offering 

negative pressure rooms. 

• An air-conditioned single room with an exhaust or a well-ventilated room are 

adequate options for health care facilities without “negative pressure” rooms. If an 

air-conditioned single room is not available as in many resource poor settings, a fan 

can be placed in the room to direct airflow towards an outside window. The door/s to 

the aisle or other rooms should be kept closed at all times. 
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8.2- Water  

Each healthcare facility must have a safe, adequate water supply that is free of physical and 

microbiologic pollution, free from toxic substances, and clear, colourless, odourless and 

drinkable.  There should be enough water for:  

• drinking, bathing and washing patients;  

• operating excreta disposal systems;  

• washing hands and equipment after contact with patients; and  

• other cleaning activities to maintain a healthy environment.  

Modes of transmission for waterborne infections include;  

• Direct contact [e.g., that required for hydrotherapy];  

• Ingestion of water [e.g., through consuming contaminated ice];  

• Indirect-contact transmission [e.g., from an improperly reprocessed medical device]; 

• Inhalation of aerosols dispersed from water sources; and  

• Aspiration of contaminated water. 

8.2.1. Ensuring a safe and adequate water supply  

Qualitative and quantitative measurements are needed from time to time to constantly 

monitor the quality of water from the various sources of supply. The quality and safety of 

the water supply in healthcare facilities should be checked to ensure it is  

1) protected as much as possible from contamination;  

2) stored in a clean manner, free from contamination; and  

3) in sufficient quantity for meeting the healthcare facility’s needs 

8.2.2.Testing procedures and parameters may be grouped into physical, chemical, 

bacteriological and microscopic categories. 

• Physical tests indicate properties detectable by the senses. 

• Chemical tests determine the amounts of mineral and organic substances that affect 

water quality. 

• Bacteriological tests show the presence of bacteria, characteristic of faecal pollution. 

8.2.2.1 Physical tests 

Colour, turbidity, total solids, dissolved solids, suspended solids, odour and taste are 

recorded. 



INFECTION PREVENTION AND CONTROL MANUAL 
  

Copy Right @ND Medical Teaching Institution-Khyber Teaching Hospital, Peshawar  Page 80 
 

• Colour in water may be caused by the presence of minerals such as iron and 

manganese or by substances of vegetable origin such as algae and weeds. Colour 

tests indicate the efficacy of the water treatment system. 

• Turbidity in water is because of suspended solids and colloidal matter. It may be 

due to eroded soil caused by dredging or due to the growth of micro-organisms. 

High turbidity makes filtration expensive. If sewage solids are present, pathogens 

may be encased in the particles and escape the action of chlorine during disinfection. 

• Odour and taste are associated with the presence of living microscopic organisms; 

or decaying organic matter including weeds, algae; or industrial wastes containing 

ammonia, phenols, halogens, hydrocarbons. This taste is imparted to fish, rendering 

them unpalatable. While chlorination dilutes odour and taste caused by some 

contaminants, it generates a foul odour itself when added to waters polluted with 

detergents, algae and some other wastes. 

8.2.2.2 Chemical tests 

• pH, hardness, presence of a selected group of chemical parameters, biocides, highly 

toxic chemicals, and B.O.D are estimated. 

• pH is a measure of hydrogen ion concentration. It is an indicator of relative acidity or 

alkalinity of water. Values of 9.5 and above indicate high alkalinity while values of 3 

and below indicate acidity. Low pH values help in effective chlorination but cause 

problems with corrosion. Values below 4 generally do not support living organisms in 

the marine environment. Drinking water should have a pH between 6.5 and 8.5. Harbour 

basin water can vary between 6 and 9. 

• B.O.D.: It denotes the amount of oxygen needed by micro-organisms for stabilization of 

decomposable organic matter under aerobic conditions. High B.O.D. means that there is 

less of oxygen to support life and indicates organic pollution. 

8.2.2.3 Bacteriological tests - emphasizes assessment of the hygienic quality of the supply. 

This requires the isolation and enumeration of organisms that indicate the presence of faecal 

contamination. 

8.2.3. Water disinfection  

In emergencies caused by outbreaks of waterborne diseases, the necessary equipment and 

procedures for disinfecting small quantities of water by chlorination are as follows.  
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• Plastic bucket for mixing solution.  

• Plastic containers, with cover, for storage of solution.  

• Large plastic closed bucket with a tap or a pot. 

• Tablespoon or measuring cup for measuring.  

• Large stick for mixing.  

8.2.4. Procedures for disinfecting water are as follows.  

1. Prepare a stock solution of 1% concentration.  

2. Mix and wait for 30 minutes.  

3. Pour the clear chlorine stock solution into another container for storage and use.  

4. Always keep the stock solution in a cool, dark place.  

5. To disinfect water that is clear and has a light colour, add 3 drops of the stock solution to 

each litre of water. If the water to be disinfected is clear, but is like the colour of tea, add 

6 drops of the stock solution to each litre of water. If the water is cloudy, it must be 

filtered before chlorine can be effective.  

6. After adding the chlorine solution to the water, mix the water thoroughly and wait for 30 

minutes before using the water.  

7. Use clean containers that have a tap for storing disinfected water. Wash the containers 

once a week, or more often if they get dirty. Wash the containers using boiled water, or 

water that has 6 drops of chlorine stock solution to each litre of water.  

 

Note: Stock solution must be freshly prepared each time it is used. Stock solution that is left 

standing will quickly lose its disinfecting ability. 

 

8.2.5. Providing protection to wells used for drinking water  

The equipment needed to protect well water includes:  

• Hand pump and or electronic pump suitable for the well depth  

• Cement and reinforcement  

• Tools for concrete construction and handpump installation  

• Wire fence to protect from animals.  

8.2.6. Procedures for protecting well water are as follows.  
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1. Select a hand-pump and or electronic pump that is durable, easily maintained and 

suitable for local conditions.  

2. Then mortar the upper two liner joint to prevent contamination from the surface entering 

the well.  

3. Use concrete well liner rings to construct the well.  

4. Construct a concrete cover and apron on the top of the well; this will also prevent 

contamination entering from above.  

5. The apron cover should also provide drainage of water away from the well.  

6. Install the pump on the well.  

7. Be sure to organise a maintenance procedure including a stock of spare parts that may be 

required. 

  

Ingredients for making a stock solution of chlorine (1% 

concentration by weight of available chlorine) 

Products 

(Per cent concentration by weight of 

available chlorine) 

Amount 

(Add to 1 litre of water) 

Calcium hypochlorite (70%) or 

Bleaching powder or chlorinated lime(30%) or 

Sodium hypochlorite (liquid bleach)   (3.5%) 

                                                               (4.0%) 

                                                                (5.0%) 

                                                               Clorox (6.0%) 

15 g 

33 g 

357 ml 

313 ml 

250 ml 

210 ml 

 

9. Pest Control  

Cockroaches, flies and maggots, ants, mosquitoes, spiders, mites, midges, and mice are 

among the typical arthropod and vertebrate pest populations found in health-care facilities. 

Insects can serve as agents for the mechanical transmission of microorganisms, or as active 

participants in the disease transmission process by serving as a vector.  

Modern approaches to institutional pest management usually focus on  

4. Eliminating food sources, indoor habitats, and other conditions that attract pests  

5. Excluding pests from the indoor environments; and  

6. Applying pesticides as needed 
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IPM (INTEGRATED PEST MANAGEMENT) is an approach to pest management that 

focuses on preventing and managing pest problems both inside and outside a hospital 

facility through;  

• Non-toxic methods such as Good sanitation practices, structural maintenance, 

mechanical and biological controls, and cultural practices.  

• Only after non-toxic options have been tried or have no chance of working, may a 

Least hazardous pesticide be used, which includes;  

o Boric acid and disodium octoborate tetrahydrate; diatomaceous earth;  

o Nonvolatile insect and rodent baits in tamper-resistant containers or for crack 

and crevice treatment only; microbe-based insecticides;  

o Botanical insecticides that do not contain synthetic pyrethroids or toxic 

synergists;  

o Biological control agents, such as parasites and predators; soap-based 

products; use of liquid nitrogen for cold treatments; and exempt natural 

pesticides, like corn gluten meal, that are listed under section 25(b) of the 

Federal Insecticide, Fungicide and Rodenticide Act (FIFRA). 

A model IPM program prohibits the following (except when a pest problem poses an 

urgent threat to health):  

 The use of the most dangerous pesticides:  

a) Pesticides in U.S. EPA Categories I and II (i.e., those with highest acute toxicity);  

b) Pesticides linked to cancer — U.S. EPA Class A, B, C carcinogens and chemicals 

known to the state of California to cause cancer under Proposition 65 ;  

c) Pesticides that interfere with human hormones and/or cause birth defects or reproductive 

or developmental harm, e.g., those identified as reproductive or developmental toxins or 

suspected endocrine disruptors or chemicals known to California to be reproductive 

toxins under Proposition 65 ;  

d) Pesticides in the carbamate (carbaryl, bendiocarb, etc.), organophosphate (diazinon, 

acephate, etc.) or pyrethroid (cyfluthrin, permethrin, etc.) chemical family and phenoxy 

herbicides (2,4-D, mecoprop, etc.); and,  
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e) Pesticide products that contain inert ingredients categorized by the U.S. EPA as “List 1: 

Inerts of Toxicological Concern” (dioctyl phthalate, formaldehyde, hydroquinone, 

isophorone, nonylphenol, phenol, and rhodamine B)   
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SECTION-9 

9.1. CLEANING AND HOUSEKEEPING PROTOCOLS 

Housekeeping refers to general cleaning of baths, sinks, wash basins, beds, tables, floors, 

walls, and other surfaces. Infection Prevention and control of the health care facility 

environment relies on maintenance of smooth, dry, and intact surfaces, prompt cleaning of 

spillage of blood, body fluids, secretions and excretions, and prompt removal of these 

substances from patient treatment areas. High-level disinfectants and sterilization are not 

used in housekeeping activities. Visible dust and dirt should be removed routinely with 

water and detergent and/or vacuuming. The housekeeping areas are divided into:  

1. Low-risk – administration and waiting rooms.  

2. High-risk – areas where contamination is expected, e.g. laboratory, operating theatres, 

labour and delivery rooms, wards, toilets, areas where blood, body fluids, secretions, 

excretions spill.   

Cleaning maybe either routine cleaning, Special Cleaning and Terminal Cleaning.  

9.2 . ROUTINE CLEANING  

Routine cleaning is important to ensure a clean and dust-free hospital environment. There 

are usually many micro-organisms present in “visible dirt”, and routine cleaning helps to 

eliminate this dirt. Administrative and office areas with no patient contact require normal 

domestic cleaning. Most patient care areas should be cleaned by wet mopping. Dry 

sweeping is not recommended. The use of a neutral detergent solution improves the quality 

of cleaning. 

1. Routine cleaning of environmental surfaces and non-critical patient care items shall be 

performed according to a predetermined schedule and shall be sufficient to keep surfaces 

clean and dust free. Surfaces that are frequently touched by the hands of health care 

workers and patients, such as call bells, surfaces of medical equipment and knobs for 

adjustment or opening, require frequent cleaning.  

2. Health care facilities shall determine a schedule for cleaning and maintaining ducts, 

fans, and air conditioning systems.  
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3. The frequency of cleaning and disinfection of the health care facility environment varies 

according to the:   

a. Type of surface to be cleaned   

b. The number of people in the area   

c. Amount of activity in the area   

d. The risk to patients   

e. Amount of soiling.  

4. Damp rather than dry dusting or sweeping shall be performed.  

5. Vacuum cleaners shall be used on carpeted areas. Expelled air from vacuum cleaners 

shall be diffused so that it does not aerosolize dust from uncleaned surfaces.  

6. A routine shall be established to prevent re-distribution of micro-organisms during wet 

cleaning. This shall be accomplished by cleaning less heavily contaminated areas first 

and changing cleaning solutions and cloths/mops frequently.  

7. Wet mopping is most commonly done with a double bucket technique, which extends 

the life of the solution because fewer changes are required. When a single bucket is 

used, the solution shall be changed more frequently because of increased bioload.  

8. Tools used for cleaning and disinfecting shall be cleaned, disinfected and dried between 

uses. 

9. Cleaning agents: a detergent is acceptable for surface cleaning of most areas. A low or 

intermediate grade disinfectant, often called a germicidal, may be preferable for cleaning 

in nurseries, paediatric settings, critical care unit, burns unit, emergency rooms, 

operating theatres, bone marrow transplantation facilities, and surfaces of dialysis 

machines.  

10. Cleaning and disinfecting agents shall be mixed and used according to manufacturers’ 

recommendations.  

11. Protective apparatus: household utility gloves shall be worn during cleaning and 

disinfecting procedures.  

12. Disinfectant fogging shall not be done.  

13. Pest control shall be carried out in accordance with health department/health care facility 

policies and guidelines.  
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14. An education programme for housekeeping staff to assist them in understanding the 

effective methods of cleaning and the importance of their work shall be implemented. 

 

9.3. SPECIAL CLEANING  

9.3. 1. Special organisms of epidemiological significance Š  

Except during outbreaks, no special environmental cleaning techniques are advocated for 

organisms such as Clostridium difficile, methicillin-resistant Staphylococcus aureus or 

diarrhoeal diseases. During an outbreak, thorough environmental cleaning and disinfection 

with a disinfectant that has demonstrated effectiveness against the specific organism may be 

required.  

9.3. 2. Blood spills   

• Appropriate personal protective equipment shall be worn for cleaning up a blood spill.  

Gloves shall be worn during the cleaning and disinfecting procedures.   

• The worker shall wear a face shield and plastic apron, if the possibility of splashing 

exists.  

• Overalls or aprons, as well as boots or protective shoe covers shall be worn for large 

blood spills.   

• Personal protective equipment shall be changed if torn or soiled, and always removed 

before leaving the location of the spill, and then hands washed.   

• The blood spill area shall be decontaminated and cleaned of obvious organic material 

before applying a disinfectant. Blood and other material substantially inactivate sodium 

hypochlorite and other disinfectants.  

• 0.5% (5000 ppm) sodium hypochlorite is recommended for disinfecting small spills.  

Large spills can be disinfected using 1.0% (10,000 ppm) sodium hypochlorite.   

• Excess blood and body fluids capable of transmitting infection shall be removed with 

disposable towels. Discard the towels in a plastic-lined waste receptacle.  

• After cleaning, the area shall be disinfected for 10 minutes with an intermediate-level 

chemical disinfectant such as sodium hypochlorite household bleach.  



INFECTION PREVENTION AND CONTROL MANUAL 
  

Copy Right @ND Medical Teaching Institution-Khyber Teaching Hospital, Peshawar  Page 88 
 

• Concentrations ranging from approximately 500 ppm (1:10 dilution of household 

bleach) are effective, depending on the amount of organic material, (e.g. blood or 

mucus) present on the surface to be cleaned and disinfected, as well as the nature of the 

surface.   

• A 1:100 dilution (0.05%) sodium hypochlorite may be sufficient if the surface is hard 

and smooth, and has been adequately cleaned. 

• For carpet or upholstered surfaces a low level disinfectant may be used. Use 3% 

hydrogen peroxide to remove discolouration.   

• For home health care, a common supermarket disinfectant may be used. The treated 

areas shall then be wiped with paper towels soaked in tap water. Allow the area to dry.  

• Disposable items shall be discarded immediately after use in a plastic lined waste 

receptacle.   

• Care shall be taken to avoid splashing or generating aerosols during the clean up.  Hands 

shall be thoroughly washed and dried after gloves are removed.   

• For blood spills in clinical, public health or research laboratories,  

9.3. 3. Surgical settings  

• Surgical settings include operating theatres, Inpatients surgical units, invasive 

procedures rooms, intravascular catheterization room/counter, endoscopy rooms and all 

other areas where invasive procedures may be performed.   

• Cleaning procedures shall be completed on a scheduled basis, usually daily.   

• Areas outside the sterile field contaminated by organic debris shall be cleaned as spills 

or splashes occur.   

• Surgical lights and horizontal surfaces, equipment, furniture and patient transport 

vehicles shall be cleaned between patients with a clean cloth and a low-level 

disinfectant.   

• Floors shall be cleaned with a low-level disinfectant/detergent, preferably using a wet 

vacuum system between patients or, depending on type of procedures carried out, at the 

end of the day.   

• Counter tops and surfaces that have been contaminated with blood or body fluids 

capable of transmitting infection shall be cleaned with disposable towelling, using an 
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appropriate cleaning agent and water as necessary, (e.g. after each procedure, end of the 

day, etc.), the surfaces then disinfected with a low-level chemical disinfectant or sodium 

hypochlorite. Loose or cracked work surfaces should be replaced.   

• All other areas and equipment in the surgical practice setting (e.g. air conditioning grills 

and/or filters, cabinets, shelves, walls, ceilings, lounges and locker rooms) shall be 

cleaned according to an established routine. See Table 13 for details of cleaning 

schedule.   

• Before any piece of portable equipment enters or leaves the operating theatre, it shall be 

wiped with the approved disinfectant. 

 

9.4. TERMINAL CLEANING  

1. Upon discharge of a patient, the room, cubicle or bedspace, bed, bedside equipment and 

environmental surfaces shall be thoroughly cleaned before another patient is admitted.   

• Terminal cleaning shall primarily be directed toward those items that have been in 

direct contact with the patient or in contact with the patient’s excretions, secretions, 

blood, or body fluids.   

• Housekeeping personnel shall use the same precautions to protect themselves during 

terminal cleaning that they would use for routine cleaning. Masks are not needed 

unless the room was occupied by a patient for whom there were airborne precautions 

and insufficient time has elapsed to allow clearing of the air of potential airborne 

organisms.   

• All disposable items shall be discarded immediately in the appropriate receptacle.  

• Reusable items that have been in direct contact with the patient or with the patient’s 

excretions, secretions, blood, or body fluids shall be reprocessed as appropriate to 

the item.   

• Bedside tables, bed rails, commodes, mattress covers, and all horizontal surfaces in 

the room shall be cleaned .  

• Routine washing of walls, blinds, and curtains is not indicated. These shall be 

cleaned if visibly soiled.   

• Cubicle curtains should be changed.  
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• Disinfectant fogging is not a satisfactory method of decontaminating air and surfaces 

and shall not be used.   

• Fumigation of area shall be done if required and shall adhere to national guidelines.  

2. In general, no special cleaning techniques are required for rooms that have housed 

patients for whom additional precautions were in place.   

• Special terminal cleaning procedures may be indicated for certain organisms, e.g. 

Clostridium difficile or diarrhoeal outbreaks. In such cases, thorough cleaning and 

disinfection with a disinfectant known to be effective against the micro-organism in 

question should be performed. Attention should be paid to frequently touched 

surfaces such as door knobs, call bell pulls, taps, and wall surfaces, which have been 

frequently touched by the patient.   

• Local public health authorities shall be consulted about cleaning the room of a 

patient who has Lassa, Ebola, Marburg or other viral hemorrhagic fevers. 

 

9.5. TERMINAL DISINFECTION   

• Walls: clean with 0.5% sodium hypochlorite solution.   

• Beds, lockers and tables: clean with 0.5% sodium hypochlorite solution.   

• Utensils: clean with 0.5% sodium hypochlorite solution. Soak for 30 minutes. Wash 

in warm soapy water, rinse and dry.   

• Linen: Place in appropriate bag. If soiled, decontaminate, remove soil, rinse and 

place in appropriate bag.   

• Equipment: Decontaminate, clean and soak in 0.5% sodium hypochlorite for 10- 30 

minutes. Wash in warm soapy water, rinse and dry. 

 

9.6.  ENVIRONMENTAL SURFACES CLEANING ROUTINE  

Environmental cleaning  

At the minimum, routine environmental cleaning in hospital should include:  

• Prompt disposal of single use items, such as adhesive tapes and gloves, after use;  
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• Surfaces frequently touched by patients, such as bed rails, chair rails, tables and door 

handles, are routinely cleaned;  

• Devices frequently touched by patients and HCWs, including sphygmomanometer, 

glucometer, IV pumps and monitors;  

• All blood and body substance spills are cleaned and disinfected; and  

• Minimise clutter in shared administrative areas, such as clinical nurses workstations, 

and ensure that keyboards, computers, tablets, telephones (including personal 

mobiles) and other frequently touched surfaces are routinely cleaned.  

 

9.6. 1. Low-Risk Areas     

9.6. 1. a. Walls and ceilings   

• Clean with water and detergent using a damp cloth   

• Ensure routine damp dusting  

• Always keep surfaces dry   

• Wipe chairs, lamps, tabletops and counters with a damp cloth, water and detergent.  

9.6. 1. b. Floors   

• Clean regularly when needed to keep areas clean using detergent and water   

• Do not use dry brooms to avoid dust.  

9.6. 2. High-Risk Areas  

9.6. 2.a.  Sinks   

• Use a disinfectant cleaning solution with a cloth or brush Š  

• Rinse with clean water.  

9.6. 2. b. Toilets and latrines   

• Wear utility gloves and rubber boots   

• Use a disinfectant cleaning solution, scrub daily or as required with a separate cloth 

or brush.  

9.6. 2. c. Waste containers   

• Wear rubber gloves   

• Use a detergent solution, scrub to remove soil and organic material. 
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9.6. 2. d. Bedding and blanket 

• Clean and disinfect mattress impermeable covers.  

• Launder pillow covers, washable pillows, and blankets between patients or when they 

become contaminated with body substances.  

9.6. 2. e. Monitoring of biomedical waste management practices  

• A person or persons should be designated to be responsible for establishing, monitoring, 

reviewing, and administering a plan for the collection, handling, predisposal treatment, 

and terminal disposal of regulated medical wastes. 

9.6. 2. f. FOGGING: In patient care areas regular fogging is not recommended. Necessary 

decision is taken by in-charge of concerned patient care area.  
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9.7.  CLEANING/TASKS- METHOD STATEMENTS (Housekeeping Guidelines) 

The Cleaning and Housekeeping staff usually perform the following tasks- method 

statements, which are divided into sub-sections as follows:  

• Floor cleaning  

• General cleaning  

• Cleaning with microfibre cloths  

• Ward pantry cleaning  

• Washroom cleaning  

• Sanitary cleaning  

• Cleaning with pressurised steam  

• Specialised cleaning tasks  

9.7.1. Purpose: 

• To establish guidelines for Cleaning and Housekeeping in the hospital. 

9.7.2 Scope & Responsibility:  

• All House Keeping Staff and supervisory staff (Service Line Manager, Sanitary 

Head and  Sanitary Workers)  

9.7.3. PROCEDURE: 

• Always compliance to manufacturers’ cleaning instructions.  

• Wear personal protective equipment, i.e. gloves, aprons and/or as appropriate.  

• Wipe all surfaces including underneath, paying special attention to ‘contact’ points.  

• Apply colour coding policy.  

• Use specified product, for example:  

o Detergent wipes; – alcohol wipes; – detergent and disposable cloths.  

• Always comply with health and safety policies:  

o COSHH (refer to data/assessment sheets) 

o Electrical equipment (switch off appliances and unplug) 

o Manual handling (lift in pairs, empty contents wherever possible) 

• Always comply with infection control policies and procedures:  

o Good personal hygiene;  
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o Safer disposal of clinical waste;  

o Adherence to standard infection control precautions;  

o Adherence to decontamination policy;  

o Seek specialist advice for cleaning of fabric finishes. 
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9. 8 .  CLEANING SOLUTIONS  

Three types of cleaning solutions are used during housekeeping at a health care facility. It is 

essential that housekeeping staff understand the different types of cleaning agents and how 

each should be used. 

 9. 8 .1. Plain detergent and water:  

This is used for low-risk areas and general cleaning tasks. Detergents remove dirt and 

organic material and dissolve or suspend grease, oil and other matter so it can easily be 

removed by scrubbing.  

9. 8 .2. Disinfectant solution (0.5% sodium hypochlorite solution Disinfection and 

Sterilization):  

Disinfectants rapidly kill or inactivate infectious micro-organisms during the cleaning 

process. Disinfectants are also used to decontaminate an area so that it is safer for staff to 

clean. In most settings, a 0.5% sodium hypochlorite solution made from locally available 

bleach is the cheapest disinfectant, but alternatives include commercial disinfectants that 

contain 5% carbolic acid (such as Phenol or Lysol) or quaternary ammonium compounds.  

9. 8 .3. Disinfectant/Detergent cleaning solution:  

This solution contains a disinfectant and a detergent and water, and is used for cleaning 

areas that may be contaminated with infectious materials (such as operating theatres, 

procedure rooms, toilets and sluice rooms). The solution must contain both a disinfectant 

and a detergent. Disinfectants rapidly kill or inactivate infectious micro-organisms during 

the cleaning process, while detergents remove dirt and organic material, which cannot be 

done by water or disinfectants alone. 
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9.9. HOW TO PREPARE SODIUM HYPOCHLORITE SOLUTION FOR 
DISINFECTION 

Sodium hypochlorite is more commonly known as household bleach and is a very effective 

disinfectant in killing bacteria, fungi and viruses including the influenza virus. Sodium 

hypochlorite can be easily diluted from the household bleach concentration at the local 

pharmacy for disinfection of patient equipment and environmental surfaces. 

9.9.1 Bleach precautions 

• Bleach can be corrosive to metals and damage painted surfaces. 

• Use mask, household rubber gloves, goggles (to protect eyes from splashes) and  

waterproof apron when preparing diluted bleach. 

• Mix the bleach in a well ventilated area with cold water because hot water decomposes 

the sodium hypochlorite. 

• If bleach gets into the eyes, immediately rinse with water for 15 minutes and consult a 

doctor. 

• Diluted bleach should be made fresh daily, labelled, dated, and unused portions should 

be discarded 24 hours after preparation. 

• Organic materials inactivate bleach; surfaces must be cleaned of organic materials prior 

to disinfection with bleach. 

• Bleach should NEVER be used together with, or mixed with, other household detergents 

because this reduces its effectiveness and can cause chemical reactions. 

• A toxic gas is produced when bleach is mixed with acidic detergents such as those used 

for toilet cleaning and this gas can cause death or injury. If necessary, use detergents 

first and rinse thoroughly with water before using bleach for disinfection. 

• Undiluted bleach liberates a toxic gas when exposed to sunlight and should be stored in 

a cool, shaded place out of the reach of children. 
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Sodium hypochlorite concentration and use 

Starting 

Solution 

Item or surface to be 

disinfected 
Most household bleach* contains 5% sodium hypochlorite (50 

000 parts per million (ppm) available chlorine) 

Recommended 

chlorine 

Environmental 

surfaces 

1:100 dilution of 5% sodium hypochlorite is the usual 

recommendation. Use 1 part bleach to 99 parts cold tap water 

(500 ppm). 

1:10 dilution (5000 ppm) should be considered to avoid risk 

for infection when cleaning a large amount of spilled blood 

(>10mL) and when cultures or concentrated preparations of 

microorganisms have been spilled.** 

Patient equipment 1:50 dilution (1000 ppm) is recommended, with different 

contact times for non-critical objects, (i.e. that will come in 

contact with intact skin) and semi-critical objects, (i.e. that 

will come in contact with mucous membranes or non-intact 

skin and require high level disinfection) 

Available 

chlorine 

after dilution 

 For bleach containing 5% sodium hypochlorite, a dilution of: 

- 1:10 will yield 0.5% or 5000 ppm** 

- 1:50 will yield 0.1% or 1000 ppm** 

- 1:100 will yield 0.05% or 500 ppm 

Contact time Environmental 

surfaces 

A contact time of ≥10 minutes 

Patient equipment Non-critical items, 1–10 minutes 

Semi-critical items, 12–30 minutes 

 

The formula for making a dilute chlorine solution from any concentrated hypochlorite 

solution is:  

- Check concentration (percentage of concentrate) of the chlorine product you are using.  

- Determine total parts water needed using the formula below.  

 Total Parts (TP) water =   [% Concentrate ] - 1  

              % Dilute  

- - Mix 1 part concentrated bleach with total parts water required.  

Example: Make a dilute solution (0.5 percent) from 5 percent concentrated solution.  

- Step 1: Calculate TP water: [ 5.0% ] - 1 = 10 – 1 = 9 0.5 %  

- Step 2: Take 1 part concentrated solution and add to 9 parts water.  

Formula for Making Chlorine Solutions from Dry Powders  

- Check concentration (percentage of concentrate) of the powder you are using.  

- Determine quantity of bleach needed using the formula below.  

o Bleach (g/l) =  [ % Dilute ] x 1000  

    % Concentrate   
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- Mix measured amount of bleach powder with 1 litre of water.  

Example: Make a dilute chlorine-releasing solution (0.5 percent) from a concentrated 

powder (35 percent).  

- Step 1: Calculate g/l: x 1000 = [ 0.5 percent ] X 1000 = 14.2 g / l 35 percent  

- Step 2: Add 14.2 g (approximately 14 g) to 1 litre of water.  

 

9.9.1. Easy to calculate precise dosing of Chlorine Tablets requirement and excellent for due 

diligence applications: 

1 tablet in 1 Litre = 1,000 parts per million available chlorine 

1 tablet in 5 Litres = 200 parts per million available chlorine 

 

DILUTION TABLE 

3.2g Chlorination Tablets (1.67g NaDCC) 

1 TABLET IN 
GIVES AVAILABLE 

CHLORINATION OF 
TYPICAL USES Methods 

100ml 

10,000 ppm 
Body fluid spills & 

conditions of heavy soiling 

2 Minutes minimum 

contact time for 

Infectious Spills (HEP 

B, HIV etc) 

400ml 

2,500 ppm 

Non metallic medical & 

veterinary appliances & 

laboratory discard jars 

Soak Overnight 

1 litre 
1000 ppm 

General Disinfection (High 

Risk Areas) 
15 Min Contact Time 

2.5 litre 400 ppm WC’s, drains, sinks Pour in at quiet times 

5 liter 

200 ppm 
Floors, Walls, Tiles & Food 

Preparation areas  

Allow to air dry or 

leave 3 minutes & use 

paper disposable towels 

8 liters 125 ppm Baby bottle sterilisation  

10 liters 
100 ppm Cloths & mops 

30 Minutes.  Do not 

leave overnight 
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Health Care Facility Cleaning/Disinfection Policies 
Item/Task 

and Location 

Frequency of 

Cleaning/ 

Disinfection 

Agent, 

Equipment and 

Supplies 

Needed 

Procedure/Remarks Responsibility 
(P- Primary, D- Directly & 

OA- Overall) 

 CLEANING EQUIPMENT  

Cleaning 

cloths 

Daily after use. • Liquid 

detergent and 

water.  

• Sodium 

hypochlorite 

0.5%.  

• Clean water.  

• Bucket. 

• Rinse in soapy water.  

• In high-risk areas 

disinfect after each use 

and at night.  

• Store dry.  

• Incinerate if heavily 

contaminated. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Floor, mops, 

brooms, 

brushes 

• Clean and 

disinfect after 

use. 

• Liquid 

detergent and 

water.  

• Sodium 

hypochlorite 

0.5%. 

Wash thoroughly with 

detergent after each use.  

• Rinse in water.  

• Immerse in disinfectant 

for 30 minutes then dry.  

• Always colour code and 

confine use of each mop 

to its designated room, 

e.g. kitchen, toilet, ward, 

etc.  

• DO NOT MIX MOPS  

• Mops should be stored 

dry and upright with head 

up. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Plastic buckets 

for use during 

cleaning 

• Daily after 

use or as 

required. 

• Abrasive 

materials to 

clean.  

• Liquid 

detergent and 

water. Isolation 

areas:  

• Sodium 

hypochlorite 

0.5%.  

• POASB 1%.  

TB areas:  

• Sodium 

hypochlorite 

1%.  

• Phenolic 

disinfectant 2%. 

• Each area to have own 

bucket.  

• General wards clean 

daily or as required with 

detergent and water. 

Isolation areas:  

• Soak in sodium 

hypochlorite or POASB 

for 10 minutes. 

 TB areas:  

• Soak for 20 minutes in 

sodium hypochlorite or 

phenolic disinfectant 2%.  

• Rinse with tap water. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

 FLOORS, WALLS AND WINDOWS, etc.  

Floors:  

• General 

wards and 

areas  

• Thorough damp 

cleaning daily.  

• Cleaning when 

soiled.  

• Liquid 

detergent and 

warm water.  

Spills:  

• See section on floor 

mops, broom for care.  

• Use colour code mops 

to prevent cross-

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 



INFECTION PREVENTION AND CONTROL MANUAL 
  

Copy Right @ND Medical Teaching Institution-Khyber Teaching Hospital, Peshawar  Page 100 
 

• Laundry  

• Pharmacy  

• 

Occupational,  

• 

Physiotherapy, 

Radiotherapy 

and  

• Inpatient 

Departments 

• Cleaning 

between patients 

and after 

discharge (if 

single room 

accommodation). 

• Damp mop.  

• Clean spills as 

per policy.  

• Wash 3 times 

per day or as 

necessary.  

• Once daily and 

as necessary 

• Sodium 

hypochlorite 

0.5%. 

• POASB 1%.  

• Liquid 

detergent and 

warm water. 

contamination between 

areas 

Floors – 

special areas:  

• Operating 

Theatre  

• Renal Unit  

• Isolation 

Unit  

• ICU  

• Labour and 

Delivery 

Rooms  

• Neonatal 

Unit  

• Burns Unit  

• Kidney Unit 

• Daily damp 

cleaning and 

disinfection and 

as required the 

end of each 

operating list and 

as required.  

• Clean spills as 

per policy.  

Operating 

theatre:  

• Damp clean and 

disinfect between 

each patient.  

• Clean the total 

area at the end of 

each day. 

• Detergent 

and warm 

soapy water.  

Disinfectant:  

• Sodium 

hypochlorite 

0.5%. • 

POASB 1%  

Spills:  

• Sodium 

hypochlorite 

0.5%.  

• POASB 1%. 

• Damp clean with hot 

soapy water.  

• Wipe floor with 

disinfectant after 

cleaning and leave to 

dry 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Walls: • Thorough 

washing once 

every 3 months 

and when visibly 

dirty or splashes 

occur.  

• High and low 

damp dusting as 

necessary.  

• Disinfect spills 

as required  

• Wash once per 

week or as 

necessary.  

• Damp dust 

daily and when 

necessary.  

• Wash once 

weekly. 

• Liquid 

detergent and 

warm water.  

• Bucket.  

• Clean cloth.  

Spills:  

• Sodium 

hypochlorite 

0.5%. 

 • POASB 1%.  

• Liquid 

detergent and 

warm water.  

• Liquid 

detergent and 

warm water. 

• Damp clean thoroughly 

with warm soapy 

water.  

• Disinfectant spills as 

per policy. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 
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Windows Clean when dirty 

and during 

terminal 

disinfection. 

• Liquid 

detergent and 

hot water.  

• Bucket. 

• Damp clean and dry. PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

 FURNITURE, FITTINGS AND EQUIPMENT  

Beds 

(including 

frames) 

• Daily damp 

cleaning  

• Disinfect on 

discharge or for 

spills. 

• Liquid 

detergent and 

water.  

• Spills and 

terminal 

disinfection 

• Scrub the bed with 

detergent and water.  

• When possible in 

between patients, take the 

mattress and the pillow(s) 

from the bed and place in 

the sun for at least 1 hour. 

• Never admit a patient 

into a bed that has not 

been disinfected. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Coordination: Head 

Nurse 

Bedside 

lockers 

(General 

Ward) 

• Daily damp 

cleaning.  

• Thorough 

cleaning once per 

week and on 

discharge of 

patient 

• Liquid 

detergent and 

water.  

• If splashed 

with blood and 

body fluids, 

wipe with 

0.5% sodium 

hypochlorite.  

• Spills and 

terminal 

disinfection 

• Check lockers for pest 

control requirements. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Couches • Wipe daily or 

as necessary. 

• Liquid 

detergent and 

warm water. 

 PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Bed curtains  

& 

Window 

curtains 

• Every 6 months 

or after infectious 

cases. 

• Laundry 

detergent and 

water.  

• For 

infectious 

cases soak for 

30 minutes in 

sodium 

hypochlorite 

0.5% 

• For infectious cases 

avoid use of curtains  

• Launder after 

disinfection with sodium 

hypochlorite 0.5%. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Electronic 

equipment 

• Wipe surfaces 

between patients. 

• Methylated 

spirit. 

 PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Fans Routinely and on 

discharge of 

patient. 

Liquid 

detergent and 

soapy warm 

water. 

• Damp wipe with clean 

cloth.  

• Dismantle the fan for 

terminal cleaning and 

when visible dirty. 

PR- Cleaners, HK Staff & 

Electrician 

DR- HK Head, SLM 

OAR- FM & HD 

Furniture and 

fittings 

• Routine damp 

dusting.  

• If contaminated 

• Liquid 

detergent and 

warm water.  

• Damp dust with 

detergent soap solution.  

• If contaminated wipe 

 
PR- Cleaners, HK Staff 

DR- HK Head, SLM 
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wipe with 

disinfectant and 

leave to dry. 

• Spills: 

methylated 

spirit. 

with methylated spirit. OAR- FM & HD 

Soiled Linen • Collect daily  • Laundry 

detergent and 

water.  

If 

contaminated:  

• Sodium 

hypochlorite 

0.5%. 

• If not soiled put into 

laundry bin and send to 

laundry.  

• Transport in leakproof 

bags. 

• If soiled, remove solid 

soil and discard into 

sluice for flushing.  

• If contaminated soak in 

sodium hypochlorite 

0.5% for 30 minutes, 

remove, wring, rinse, 

put in colour-coded 

container and send to 

laundry. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Mattress, 

pillows: 

 • With plastic 

covering  

• With 

mackintosh 

• Wipe and 

disinfect when 

necessary and 

after each patient.  

• Wash 

mackintosh with 

liquid detergent 

and disinfect 

after each patient. 

• Laundry 

detergent and 

water.  

• Sodium 

hypochlorite 

0.5% if 

contaminated. 

• All mattresses should 

be covered with soft 

impervious plastic. 

 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Stands for:  

• IV sets  

• Gas tanks  

• Bedscreen 

• Damp clean 

daily and as 

necessary. 

• Laundry 

detergent and 

water.  

• Disinfect 

spills.  

• Wipe with 

methylated 

spirit 

Methylated spirit should 

be used to disinfect spills 

in preference to chlorine-

based disinfectant and 

POASB, as these are 

corrosive. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Trolleys and 

Trays:  

 

• Procedures  

 

• Food 

• Daily damp 

cleaning and as 

required. • 

Disinfect before 

and after every 

use. 

• Liquid 

detergent and 

water 

Disinfectants:  

• Methylated 

spirit – 70%.  

• 0.5% 

chlorhexidine 

in alcohol.  

• Sodium 

hypochlorite 

0.5% • 

POASB 1%. 

Procedure trolleys and 

trays:  

• Wipe with methylated 

spirit or chlorhexidine 

before and after every 

use.  

 

Food trolley:  

• Wipe daily with sodium 

hypochlorite or POASB. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

 ABLUTION FACILITIES  
Floors  • Scrub with vim, • Liquid  PR- Cleaners, HK Staff 
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Walls 

Ceilling 

soap and water 

daily.  

• Clean spills as 

per policy.  

• Clean walls once 

a week or as 

necessary. 

detergent and 

warm water. 

Spills:  

• Sodium 

hypochlorite 

0.5%.  

• POASB 1%. 

DR- HK Head, SLM 

OAR- FM & HD 

Bathrooms:  

• Floors  

• Walls  

• Enamel baths 

and basins 

(bathtubs and 

sinks)  

• Washing 

bowls: 

autoclavable 

polyprophylene 

• Clean once a day 

as required.  

• Clean spills as 

per policy.  

• Clean once per 

week and as 

necessary.  

• Clean and 

disinfect between 

patients. 

• Liquid 

detergent and 

warm water. 

Spills:  

• Sodium 

hypochlorite 

0.5%.  

• POASB 1%.  

• Liquid 

detergent to 

clean bath and 

sink. Disinfect 

with:  

• Sodium 

hypochlorite 

0.5%.  

• POASB 1%. 

• Scrub floors and walls to 

remove any residues.  

• Clean and dry drainage 

hole.  

• Clean walls from top to 

bottom.  

• Do not use ammonia 

detergent and chlorine-

based compound together 

because of release of toxic 

compounds.  

• Rinse thoroughly to 

remove disinfectant.  

• Do not use abrasive 

material to clean bath and 

sink, as it will damage the 

surface. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

Terminal 

disinfection 

of isolation 

rooms 

• Soon after 

discharge or 

death of an 

infectious patient, 

e.g.: Chickenpox  

Cholera  

Dysentery  

HBV HIV  

Measles  

Rabies  

Shingles  

Tuberculosis  

Typhoid,  

COVID-19 

• Liquid 

detergent and 

water. 

Disinfectant:  

• Sodium 

hypochlorite 

1%.  

• POASB 1%. 

Wash thoroughly with 

detergents and warm 

water then disinfect:  

• All floors and walls.  

• All mattresses and 

plastic covered pillows.  

• Lockers and furniture.  

• All plastic items.  

• Mop heads.  

• Wash bedpans and 

urinals thoroughly with 

detergent, hot water and 

scouring power then boil 

for 30 minutes or soak in 

disinfectant or place in 

bedpan sterilizer.  

• Change curtains and 

ventilate. 

PR- Cleaners, HK Staff 

DR- HK Head, SLM 

OAR- FM & HD 

9.10.DEALING WITH SPILLAGE:  

What is Major Spill   

9.10.1 Quantity 

• More than 30 ml of liquids 
• More than 30 grams of solid 

 9.10.2. Concentration 

• High concentrated Acid or Alkali 
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 9.10.3. Characteristics of Spill 

•  Flammable / Ignitable – can lead to fire 
• Toxicity- can lead to inhalational or skin injury 
•  Corrosive – damage to skin and eyes 
•  Substances like mercury spill 

 

9.10.1. MERCURY SPILL MANAGEMENT 

9.10.1. a. Protocols for Mercury Spillage 

1. Remove everyone from the area that has been contaminated with mercury. 

2. Keep the heat below 200 C and ventilate the area. 

3. Put on face mask in order to prevent breathing of mercury vapor. 

4. Remove all jewelry from hands and wrists. 

5. Use Personal Protective Equipment while handling mercury. 

6. Cardboard sheets should be used to locate and push the spilled beads of mercury together. 

7. Mercury should be placed carefully in a container with some water. 

8. Never us a broom or vacuum cleaner. 

9. It should be disposed off at hazardous waste facility or given to a mercury-based equipment 

manufacture. 

9.10.1.b. LIQUID SPILL MANAGEMENT 

Protocols for cleaning Spillage of Blood 

1. Wear Gloves 

2. Pour, without splashing, a disinfectant appropriate for the size and surface contaminated, 

e.g. Isopropyl alcohol, Dakin’s or house hold bleach 1: 100 dil or 1: 10 dilution. 

3. Place absorbent paper (e.g. news / tissue paper over the spill. Allow a contact time of 20 

minutes. 

4. Wipe up the spill. Put absorbent paper in the yellow bag. Wash hands (with gloves on). 

5. Remove gloves. 

6. Wash hands. 
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SECTION- 10 

OCCUPATIONAL HEALTH AND SAFETY 

10. 1. Safe injection practices  

10. 1. 1.Rationale 

Breaches in safe injection, infusion and medication vial handling practices has resulted in 

transmission of HIV and viral hepatitis and in some cases caused outbreaks of disease.  

Standard precautions, particularly aseptic technique, form the basis of safe injection 

practices. This section focuses on the safe injection practices required to ensure patient and 

healthcare worker safety.  

Unsafe injection practices put the HCW and patients at increased risk of infection and other 

hazards. Additionally, inappropriate handling of syringes and needles puts HCWs, patients, 

visitors, and the community at increased risk of exposure to bloodborne pathogens. Unsafe 

injections can result in transmission of a wide variety of pathogens, including viruses, 

bacteria, fungi, and parasites.   

10. 1. 2. Purpose:  

To protect Health Care Workers, patients, and the community from harm, including 

exposure to infection.  

10. 1. 3. Policy statement:  

It is the policy of MTI KTH, Peshawar to adopt safe injection practices and prevent the risk 

and spread of blood borne pathogens resulting from unsafe practices among health care 

worker and patients.  

10. 1. 4.Applying aseptic technique  

The following practices are recommended in the context of septic technique and safe 

injection practices:  

• Perform hand hygiene prior to accessing supplies, handling vials and intravenous (IV) 

solutions, and preparing or administering medications.  
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• Ensure that reusable equipment used for aseptic technique procedures are cleaned and 

disinfected between use.  

• Use aseptic technique in all aspects of parenteral medication administration, medication 

vial use and injections 

• Store and prepare medications and supplies in a clean area on a clean surface.  

• Never store needles and syringes unwrapped as sterility cannot be assured.  

• Discard all opened vials (including multi-dose vials), IV solutions and prepared or 

opened syringes that were involved in an emergency situation 

 

10. 1. 5. Sharp injecting devices  

The following practices are recommended in the context of sharp injective devices and safe 

injection practices:  

• Open the sterile needle, cannula, syringe or Epi-pen from package immediately prior to 

use.  

• Needles, cannulae and syringes are sterile, single-use items; do not reuse these for 

another patient or to access a medication or solution that might be used for a subsequent 

patient.  

• Use safety engineered sharps devices whenever possible.  

• Discard syringes, needles and cannulae at the point of care in an approved sharps 

container 

 

10. 1. 6. Intravenous solutions 

The following practices are recommended in the context of intravenous solutions and safe 

injection practices:  

• Protective packaging should not be removed until immediately prior to use.  

• Never use intravenous solution containers (e.g. bags or bottles) to obtain flush solutions 

for more than one patient. Never use infusion supplies such as needles, syringes, flush 

solutions, administration sets or intravenous fluids on more than one patient.  

• Additions to intravenous fluids should be made under controlled conditions where 

possible or else prepare immediately prior to administration using aseptic technique.  
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• Begin/initiate administration of spiked IV solutions (IV bag entered by the tubing 

spike) within one hour of preparation. If administration has not begun within one hour 

of spiking, the IV bag and tubing shall be promptly discarded.  

• Check the expiry date on IV solution; do not use if it is expired.  

• Disinfect IV ports using friction and 70% (v/v) alcohol, and allow to air dry prior to 

accessing.  

• Except for transient controlled disconnections such as changing IV infusions, removing 

a sling or sleeve, or access in Operating Theatres, Medical Imaging or Radiology 

Departments, if the IV giving set is disconnected, replace the entire IV tubing  

10. 1. 7. Flushing  

Single dose syringes should be used for flush solutions. Disinfect IV ports using friction and 

70% (v/v) alcohol, and allow to air dry before accessing 

 

10. 1. 8. Medication vials and ampoules  

The following practices are recommended in the context of medication vials and ampoules 

and safe injection practices:  

• Follow the manufacturer’s instructions for storage and use.  

• Use single-use ampoules or single-dose vials. Always use a sterile syringe and 

needle/cannula when entering a vial.  

• Never enter a vial with a syringe or needle/cannula that has been used on a patient.  

• Cleanse the rubber stopper/bung of the vial using friction and 70% (v/v) alcohol and 

allow to air dry before inserting a device into the vial.  

• Discard single dose vials after use. Do not use them again for another patient.  

• Unwanted portions of ampoules must be discarded at the time the dose is prepared.  

• Never store medication vials in clothing or pockets 

• Inspect vials and discard if sterility has been compromised, or is thought to be 

compromised.  

• Examine the vial for any particulate matter, discoloration or turbidity. If present, do not 

use and discard immediately. All vials used during an emergency should be discarded as 

sterility cannot be guaranteed.   
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10. 1. 9. Multi-dose vials  

A multi-dose vial is a vial of liquid medication intended for parenteral administration 

(injection or infusion) that contains more than one dose of medication. Multi-dose vials are 

labelled as such by the manufacturer and typically contain an antimicrobial preservative to 

help prevent the growth of bacteria. The preservative has no effect on viruses and does not 

protect against contamination when HCWs fail to follow safe injection practices. An 

example of multi-dose vials include, insulin vials, botox, tuberculin skin test vials, allergy 

testing vials.  

The following practices are required in the context of multi-dose vials and safe injection 

practices.  

• If a multi-dose vial must be used, it should be used for a single patient whenever 

possible and discarded immediately after use. Each entry into the multi-dose vial must 

be with a new unused sterile needle and syringe, even if the vial is dedicated to a single 

patient.  

• Multi-dose vials must only be used between multiple patients where there is no other 

alternative product available on the Australian market.  

• Keep multi-dose vials away from the immediate patient environment. Dispose of opened 

multi-dose medication vials 28 days after opening, unless specified otherwise by the 

manufacturer, or sooner if sterility is questioned or compromised.  

• Date opened multi-dose vials to reflect date opened and/or date of expiration. An 

organization may choose to establish a system wide opened multi-dose discard schedule, 

i.e., one date a month established to discard all opened multi-dose vials no matter when 

the vial was opened during the month  
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SECTION- 11 

SHARPS INJURIES AND MANAGEMENT OF EXPOSURE TO BLOODBORNE 

PATHOGENS 

11.1- SHARP INJURY/NEEDLE STICK INJURY POLICY 

Introduction:  

The most common way in which HCWs are at risk to HIV, hepatitis C and hepatitis B 

viruses at the workplace is through accidental injury with sharp objects. The potential for 

transmission of bloodborne diseases is greatest when needles and other sharp instruments or 

devices are used. Special care should be taken to prevent injuries when cleaning reusable 

sharp instruments and disposing of sharps. 

11.1.1. Purpose: 

To have the provision of guidelines for all staff, in regards of safe handling and disposal of 

used sharps.  

11.1.2. Definition of sharp:  

Sharp is any item having corners, edges or projection capable of cutting or piercing skin.  

 

Scope and Responsibility for sharp 

All HCWs who use sharps are responsible for their safe disposal into “sharps containers”. 

11.1.3. Policy statement:  

It is the policy of MTI KTH, Peshawar that all sharps (Syringes, needles, cannula, blades, 

broken glasses, disposable razors, and glass ampoules) must be disposed off immediately by 

the person who uses it, in a designated sharp container.  

 

11.1.4. Equipment and supplies:  

A. Safer sharp devices (safety brannula, needle less syringes etc).  

B. Sharps container on a stand.  

C. Gloves (as indicated).  

D. Other equipment and supplies as necessary or appropriate 

11.1.5. Procedure: 

11.1.5. 1. Safety Precaution  

1. Dispose-off all used and unused sharps (blades, metallic pins, slides and glass bottles) in 

sharp container.  
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2. Promptly dispose off needles without recapping, with gloved hand into sharp container.  

3. Do not recap, bend, break, or cut needles.  

4. Recapping is only acceptable for sterile needles.  

5. Needle can be recapped only when it is mandatory for example; sampling of Blood gases, 

nuclear medicine etc. For these situations one hand technique (scoop method) must be 

used.  

6. When the sharps container is filled to the red mark, the lid must be closed & kept separate 

for collection by housekeeping staff.  

7. Do not leave sharps unattended (at patient’s bed side or on counters). Sharp objects must 

not be carried around or placed in pockets while working.  

8. In the event of injury with sharp/ a needle stick injury, the employee should follow the 

steps given below:  

a. Squeeze the blood from the site as much as possible.  

b. Wash the area with copious amount of water & soap.  

c. Clean the area with any antiseptic available.  

d. Cover the site with water proof dressing.  

e. Inform the supervisor on duty.  

f. Note patient MR number & diagnosis.  

g. Fill in a Needle Stick Injury Report and send to Employee Health Clinic/Infection 

Control Nurse.  

h. Contact Employee Health Clinic from Monday – Friday at 9: AM-5: PM.  

i. Contact Emergency Assessment Room when EHC is closed.  

j. Infection Control Nurse will follow further and inform to the employee, as appropriate  

k. Departmental heads are responsible to educate their staff about the risks of needle 

stick injury and the importance of standard precautions while handling sharps.  

9. Use alternative method other than needle, where appropriate.  

 

NOTES:  

• Proper sharp disposal containers on stands should be made easily accessible within the 

horizontal reach by the users in all areas.  

Reference:  

1. The Royal Marsden Hospital Manual of Clinical Nursing Procedures 9th Ed.2015.  
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CONSENT FORM FOR POST-EXPOSURE PROPHYLAXIS 

 

I, ………………………………………….., have been duly provided with all the necessary 

information in order for me to make an informed choice. I therefore accept/not accept 

[delete one] post-exposure prophylaxis as per Needle-Stick Injury Protocol. 

 

 

__________________________________ 

Signature of exposed HCW 

 

 

 

__________________________________ 

Signature of Attending Clinician 

 

 

Completed forms must be submitted to the infection control 
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SECTION- 12 

EMPLOYEE HEALTH 

12.1. BLOODBORNE PATHOGENS  

HCWs are at risk of exposure to blood and body substances, and to infectious diseases. 

Implementation of preventative measures against infectious diseases, and managing 

occupational exposure to blood and body substances, will assist in the maintenance of staff 

health. 

CDC has defined “exposure” to blood, tissue, or other body fluids that may place a HCW at 

risk for HIV infection and therefore requires consideration of post-exposure prophylaxis 

(PEP) as:  

 A percutaneous injury (eg, a needlestick or cut with a sharp object)  

 Contact of mucous membrane or nonintact skin (eg, exposed skin that is chapped, 

abraded, or afflicted with dermatitis)  

Body fluids of concern include:  

 Implicated in the transmission of HIV: semen, vaginal secretions, other body fluids 

contaminated with visible blood.  

 Potentially infectious (undetermined risk for transmitting HIV): cerebrospinal, 

synovial, pleural, peritoneal, pericardial, and amniotic fluids.  

 

Fluids that are not considered infectious unless they contain blood include: feces, nasal 

secretions, saliva, sputum, sweat, tears, urine, and vomitus.  In addition, any direct contact 

(i.e., without barrier protection) to concentrated HIV in a research laboratory or production 

facility is considered an "exposure" that requires clinical evaluation and consideration of 

PEP. This definition should also be used for providing postexposure evaluation for HBV 

and HCV.  

12.1. 2. HUMAN IMMUNODEFICIENCY VIRUS (HIV)  

HIV is transmitted from person to person via sexual contact, sharing of needles 

contaminated with HIV, infusions contaminated with HIV, and transplantation of organs or 

tissues infected with HIV. The risk of a HCW acquiring HIV after a needle stick or other 

sharp injury is significantly low, less than 0.5% (1 in 200). There are no confirmed effective 

methods of treatment and no cures for HIV, hence the focus must be on preventing exposure 
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to HIV through safe infection control work practices, such as standard precautions, ongoing 

education and training, safe management, proper disposal of healthcare-related waste and 

sharps, and use of personal protective equipment. There is no vaccine for HIV. 

 

12.1. 3. EXPOSURE TO HEPATITIS- B VIRUS  

The transmission route of hepatitis B is through blood and other body substances such as 

blood products, saliva, cerebrospinal fluid, peritoneal, pleural, pericardial and synovial fluid, 

amniotic fluid, semen and vaginal secretions. HBV is one of several viruses that may be 

transmitted by significant exposure to blood or other body substances. HBV, like HIV, 

cannot be cured and often results in severe liver damage or death. There is a highly effective 

vaccine for HBV. 

a. HEPATITIS B IMMUNISATION  

Immunisation is the best way of preventing HBV transmission to healthcare staff, 

and should be offered to all HCWs. Hepatitis B immunisation is a series of three 

injections: an initial injection, an injection given one month after the initial injection, 

and one given six months after the initial injection.  

b. ANTIBODY TESTING  

Post-immunisation testing for seroconversion should be done three months after the 

third immunisation dose. All HCWs should be responsible for knowing their 

immune status.  

12.1. 4. EXPOSURE TO HEPATITIS- C VIRUS  

In the healthcare setting, the transmission route of HCV is largely parenteral (through the 

skin, through — for example — a needle stick), through exposure to blood and body 

substances. Sexual transmission does occurs, but is far less frequent. As with HIV, there are 

no confirmed effective methods for treating HCV, hence the focus must be on preventing 

exposure to HCV through safe infection control work practices (e.g. standard precautions, 

ongoing education and training, safe management and disposal of healthcare-related waste 

and sharps, and use of personal protective equipment). There is no vaccine for HCV.  

12.1. 5. TUBERCULOSIS TUBERCULOSIS (TB)  

TB is usually transmitted by exposure to airborne particles produced by individuals with 

pulmonary disease while coughing and/or sneezing. Prolonged close contact with such 
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individuals increases the risk of transmission. The aerosol droplets are very small, less than 

5 µm in diameter, and can stay infectious for long periods in the air, making transmission 

possible when they are inhaled and settle into the lungs.  

General infection control recommendations include the following.  

• Bacille Calmette–Guerin (BCG) is given as a childhood vaccination schedule in 

most nations to prevent severe forms of TB in children; it likely has little protective 

effect in adults.  

• Ongoing education should be provided to all healthcare personnel regarding the 

recognition, transmission and prevention of TB.  

• HCWs working in TB wards, intensive care units, medical nursing staff, mortuary 

staff, radiographers, physiotherapists, maids and laboratory staff working with TB 

specimens should be offered baseline Mantoux (PPD / TST / TB skin test) testing 

and chest x-rays. Mantoux negative HCWs should be periodically screened and 

monitored by a TB or respiratory expert.  

12.1. 6. Meningococcal meningitis  

Neisseria meningitidis is transmitted via direct contact, particularly by respiratory droplets 

from the nose or throat of colonised or infected people. Individuals with meningococcal 

septicaemia (blood poisoning) or meningitis are usually not infectious after 24 hours of 

appropriate antibiotic therapy. 

The risk of transmission is high for HCWs who have been in direct prolonged contact with 

the patient and have not been wearing personal protective equipment (i.e. masks), or have 

been involved in mouth-to-mouth resuscitation, intubation or bronchoscopy of infected 

patients. Antibiotic prophylaxis (treatment to prevent developing symptoms) should be 

made available to HCWs in these situations if the risk of exposure has been deemed to be 

significant. No prophylaxis can be considered 100% effective; prevention of exposure 

should therefore be aimed for.  

12.1. 7. TETANUS 

 Tetanus enters the body through wounds contaminated with soil, human and animal faeces, 

and street dust. Tetanus vaccinations are given as a childhood vaccination schedule in most 

nations. A booster vaccination is required every 10 years. Tetanus status should be reviewed 

in the event of an occupational exposure to blood or body substances, particularly those 
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involving used or discarded sharps or needles, or for deep or dirty wounds. People who 

haven’t had a recent booster should be re-vaccinated. 

12.3.  Prevention of occupational exposure  

Preventing exposure — through safer practices, barrier precautions, safer needle devices and 

other methods — remains the most effective strategy for reducing the risk of infection with 

HIV and other bloodborne pathogens in healthcare settings.  

Two significant prevention priorities are that all;  

1) HCWs should be trained in, and be able to demonstrate competency in, standard 

precautions; and  

2) staff should be provided with the necessary materials and protective equipment. Staff 

should also be knowledgeable about the risks of acquiring HIV and other blood borne 

pathogens sexually, and should have ready access to condoms and confidential sexually 

transmitted infection treatment services. 

The following measures aimed at reducing the incidence of occupational exposures should 

be taken.  

• Never recap needles.  

• Do not disconnect needles from the syringe.  

• Always transport (or pass to another person) sharp objects in a kidney dish or 

punctureproof container.  

• Sharps should be disposed of in puncture-proof containers.  

• Take care with all blood contaminated equipment. All employers must ensure that 

the following management strategies are implemented.  

• An efficient system for reporting and managing potential exposures of HCWs to 

blood and body substances;  

• Confidentiality of injured HCWs is maintained;  

• Expert advice is available to all HCWs 24 hours a day, and that processes are in 

place to facilitate ready access to appropriate treatment;  

• Rapid assessment of HCWs is available to ensure timely administration of specific 

prophylaxis, if appropriate; and  

• All occupational exposures are fully documented to meet regulatory requirements.  
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12.4. Definition and reporting of occupational exposure  

Occupational exposure includes:  

• percutaneous injuries or cuts with used instruments, such as needles or scalpel 

blades, and involving blood or other body substances;  

• contamination of fresh cuts or abrasions with blood or other body substances; and  

• contamination of the eyes or other mucous surfaces with blood or other body 

substances.  

12.5. Procedures for reporting occupational exposures are as follows:  

• The HCW should IMMEDIATELY report the exposure to their supervisor or manager 

(24 hours per day).  

• The supervisor should arrange immediate medical assessment (24 hours per day) of the 

HCW and the patient who is the “source” of the exposure.  

• Complete an exposure report. An exposure report should contain the following 

information:  

– The name of the staff member involved. 

– Area where the incident occurred such as the ward, operating room or emergency 

room.  

– A description of the incident.  

– The name of the source person whose blood or body substances were involved in the 

incident.  

– If the source of the blood is unknown this must also be documented. As soon as 

possible (within one day), a copy of the incident form should be sent to the infection 

control nurse (or equivalent) and the exposed HCW’s supervisor, so that they can be 

aware of any standard precaution procedural risks or lapses, in a confidential, 

sensitive and non-judgmental way. 

12.6. Post-exposure evaluation and follow up  

Initial actions following exposure:  

At the time of a suspected exposure, the following measures should be taken to thoroughly 

irrigate and disinfect the affected body part to prevent infection/illness.  
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a) For skin exposure, puncture, or laceration: Wash with soap and water. Small wounds 

and punctures may be cleansed with an antiseptic such as an alcohol-based hand hygiene 

agent,(since alcohol is virucidal to HIV, HBV, and HCV)  

b) For exposure of eyes, mouth or other mucous membranes: Rinse with running water, 

normal saline or other suitable sterile eye wash for at least 10 minutes.  

c) Seek first aid in Accident & Emergency (A&E) if injury/exposure involves need for X. 

ray, suture, etc.  

12.7. POST- EXPOSURE PROCEDURE:  

a. The risk of transmission after exposure to HIV-infected blood is about 0.3%, whereas 

it is estimated to be up to 100 times greater for hepatitis B virus (30%) and could be as 

high as 10% for hepatitis C virus. 

b. All health care providers with potential exposure should be vaccinated. 

c. For other personnel, the risk of hepatitis B, hepatitis C and HIV infection should be 

assessed and appropriate immunization or chemo-prophylactic steps taken. 

First aid procedures 

d. Contaminated needlestick, sharps injury, bite or scratch- Allow to bleed, wash with soap and 

running water. Do not squeeze wound or force bleeding. 

e. Blood or body fluid in eyes or mouth- Irrigate with copious quantities of cold water 

f. Blood or body fluid on broken skin – Encourage bleeding if possible and wash with soap 

under running water (but without scrubbing). 

g. Notify immediate supervisor and report to Medical OPD (or A&E / senior TMO on-call 

during after-hours and on holidays)  

h. Fill out reporting form as soon as possible, during the same work shift as injury  

i. Obtain base line lab work for HIV and hepatitis B & C on source patient (anti-HIV, Anti-

HCV, HBsAg)  

j. If source person is negative for HIV, hepatitis B and hepatitis C, then exposed employee 

need not to be tested for  

a. Testing of source patient should be done as soon as possible to obtain the result 

within first few hours  

k. Test results should be communicated to infection control nurse/employee health physician 

(see below point 2-Management) as soon as possible, once positive.  
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12.8. Post exposure testing of the exposed person (if source is positive):  

12.8. 1. HIV antibody testing should be sent immediately before starting post exposure 

prophylaxis with antiretroviral drugs. Follow up HIV testing should be done at 6 weeks, 3 

months, 6 months and one year post exposure. PEP for HIV currently consists of a 28-day 

course of treatment with a triple combination of antiretroviral drugs, has significant side-

effects and needs careful follow-up. 

12.8. 2. HCV evaluation:  

i. Baseline testing for Anti-HCV and ALT activity  

ii. HCV PCR Qualitative (RNA) after 4 – 6 weeks if early diagnosis desired by 

physician/Gastroenterologist  

iii. Anti-HCV and ALT activity after 4 – 6 months  

 

12.8.3.. Hepatitis B evaluation & Management: 

a. Previous vaccinated against hepatitis B: get anti HBsAg titers if not recently done. 

Personnel with titres below 10 mIU/ml should be given a booster dose of HBV 

vaccination. Follow-up by testing antibody levels after completion of the vaccination 

course. 

b. Those who do not respond should be offered a fourth dose or a further 3 doses, 

depending on the antibody level. 

c. No previous history of hepatitis B vaccination: check all healthcare providers' 

(HCPs) baseline HBsAg and anti HBsAg at the time of employment 

d. Offer HBV vaccination to all health workers who have never been immunized or are 

non-immune. should be screened and tested for antibodies to HBsAg. 

e. All medical students should be screened on their entry in into clinical posting. 

f. Immunize personnel without previous immunization against hepatitis B with the 3 

dose vaccination. Follow up 3 months after the completion of the course to test 

antibody level. 

g. Those who do not respond should be offered a fourth dose or a further 3 doses, 

depending on the antibody level. 
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h. Provide Hepatitis B immunoglobulin within 72 hours if the source is known to be 

HBeAg positive or their status is unknown and the exposed person has negative 

serology. 

i. Advise the exposed person to have safe sex for three months, not to donate blood 

until all necessary screening tests are clear, and to see a physician if they develop a 

fever. 

j. Persistent non-responders should be informed about the need for HBIG within 48 

hours of parenteral exposure to HBV.  

k. Pregnancy should not be considered a contraindication to HBIG or HBV 

vaccination. 

 

12.10. Management:  

i. Hepatitis C: No effective prophylaxis available for hepatitis C  

ii. HIV: Consult infectious disease consultant on call. Remember this is an emergency 

and post exposure prophylaxis should be initiated within few hours  

 

12.11. Human influenza 

Influenza virus, which is more commonly known as the “flu”, is very infectious and spreads 

very quickly between humans. 

12.11.1. Mode of transmission is spread via droplets when infected people cough, sneeze 

or speak causing the virus to settle on the mucous membranes of the eyes, mouth and 

respiratory passages of another person. The virus is also mainly spread through 

contaminated hands, either through direct contact with an infected person or indirect contact 

through touching environmental surfaces contaminated with the influenza virus. 
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SECTION- 13 

EDUCATION OF HEALTHCARE WORKERS AND FAMILIES 

13.1. STAFF EDUCATION  

13.1. 1. PURPOSE: To ensure the education of personnel in infection control policies and 

procedures.  

13.1. 2. POLICY AND PROCEDURE:  

1. All new personnel will attend an infection control orientation session that addresses basic 

principles of infection control, including hand hygiene, standard precautions, blood-borne 

pathogens, waste disposal, needle stick injury and vaccination.  

2. All nurses, technicians, physicians and other employees as appropriate will be provided 

training sessions in infection control.  

3. On the job practices may be reviewed from time to time and corrective actions taken as 

needed  

 

13.2. PATIENT AND FAMILY EDUCATION  

13.2. 1. PURPOSE:  

To establish a process for the education of patients and family relating to infection control.  

13.2. 2. POLICY and PROCEDURE:  

MTI-KTH will provide education to patients and visitors in relevant aspects of infection 

control. This will include general strategies like;  

hand hygiene, cough and sneeze etiquette but may include specific information 

related to the situation, e.g. isolation and barriers precautions, transmission of 

infection, room changes related to infection control needs and antibiotic use.  

This teaching may be imparted using oral instructions, written material or displays and 

audiovisual means. Opportunities for this education include admission to the facility, change 

of condition due to an infection or other situations where deemed appropriate by the care 

team. Documentation will be carried out in the patient record. 
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POSTERS -1 TEXT 

All Patients (OPD/Admitted) and their attendants MUST 

1. Check that bench clean and not soiled or dirty before they sit on it. 

2. Make sure that clean bed sheet is laid for them. 

3. Make certain that mattress is not wet or soiled with any fluid, secretion, excretion or 

blood. 

4. Ask for a hospital dress for the admitted patient. 

5. Ask the doctor, nurse, and other staff if they have washed hands with soap or used 

handrub before touching them. 

6. Not put thermometer in their mouth unless it has been washed with soap and water. 

7. Ensure that injections are given only through a new disposable syringe. 

8. Ensure that new disposable suction catheter, oxygen mask and nebulizer mask are used 

for them/their patient. 

9. Not allow bottle feeding for newborns unless advised by the obstetrician. 

10. Not spit here and there (e.g. with niswar, pan, thook). 

11. Not bring in their food and fruit without permission of the nursing staff. 

12. Not do littering all around and throw garbage/waste only in designated bins. 

13. Mop and clean the toilet after use. 

14. Use the wash basin carefully and not spill water all around it. 

 

POSTERS -2 TEXT 

All Visitors MUST 

1. Come only during visiting hours. 

2. Not visit an admitted patient if they have cold, cough, fever, open wounds, etc. 

3. Not bring children under age 12 to the hospital. 

4. Not sit on the patient’s bed. 

5. Not pick up the newborn for kissing or hugging. 

6. Avoid crowding in wards or nurseries. 

7. Not insist on seeing the baby in the NICU  
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SECTION- 14 

ANTIMICROBIAL POLICY  

Introduction  

The annual antibiogram should be prepared by microbiology department. Antibiotic 

susceptibility profile may be is analyzed regularly and the common resistance patterns of the 

bacterial isolates to be reported and discussed in the HICC meetings and the antibiotic 

policy to be reviewed accordingly. Antibiotic policy need to be prepared in consultation 

with respective clinical departments. 

Antibiotic policy shall be prepared using following general principles:  

1. Data is analyzed on a quarterly basis as per hospital records)  

a. Common etiological agents as per  

i. site of infection  

ii.  age groups  

iii. patient location – outdoor (OPD), indoor (wards & critical care areas)  

b.  Antibiogram data as per  

i. site of infection  

ii. age groups 

iii.  patient location – outdoor (OPD), indoor (wards & critical care areas)  

c. Unusually resistant organisms to be confirmed and submitted for further 

characterization to National Centre for Disease Control (NCDC) for  

2. Standard treatment guidelines [categorization of patients as per age and Community 

acquired infections (CAI) / Health care associated infections (HCAI)]  

a. Guidelines for empirical antimicrobial therapy as per common clinical syndrome 

i.  Adults & older children  

• Blood Stream Infections (BSI)  

• Meningitis 

• UTI  

• Pneumonia  

a. Community Acquired Pneumonia (CAP)  

b. Ventilator Associated Pneumonia (VAP)  

• GIT Infections  

• Conjunctivitis  

• Otitis Media  

• Tonsilltitis/ Pharyngitis  

• Skin and Soft Tissue Infection (SSTI)  

• Genital Infections  

• Osteomyelitis  

ii. Neonates (special conditions)  

• 1. Sepsis  
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• 2. Meningitis  

iii. Infants & Small Children (special conditions)  

• 1. Meningitis  

• 2. Sepsis  

• 3. Pneumonia  

b.  Classification of Antimicrobials into first line, second line and reserve group 

of drugs  

c. Chemoprophylaxis  

i. Pre-operative antimicrobials  

ii. Other invasive procedures  

iii. Special high risk groups e.g. Prophylaxis for rheumatic fever, 

splenectomy patients, and immuno-compromised patients  

d. Special clinical syndromes (e.g. STIs)  

3. Prescription auditing  

4. Review of surveillance data generated from antibiograms & prescription auditing.  

5. Education and training for all infection control activities in collaboration with the  

Hospital Infection Control Committee.  

 

Measures to control spread of antibiotic resistance.  

a. Appropriate antimicrobial use  

i. Each health care facility should have an antimicrobial use programme. The goal 

is to ensure effective economical prescribing to minimize the selection of 

resistant microorganisms.  

ii. Formulation of guidelines with a multidisciplinary approach using the local 

antibiogram.  

iii. Provide ongoing education on rational use of antibiotics to clinicians and ensure 

implementation of antibiotic policies.  

iv. Restricted antibiotic use-  

v. Use must be justifiable based on clinical diagnosis.  

vi. Before initiating antibiotic treatment, appropriate specimens for bacteriological 

examination must be submitted to laboratory and selection of an antibiotic must 

be based on the sensitivity pattern, patient tolerance, and cost  

vii.  An agent with as narrow a spectrum as possible should be used with appropriate 

dosage and duration of antimicrobial therapy.  

viii. The correct dose must be used.  

ix. Control antibiotic use - Selected antibiotics may be restricted in use.  

-Cyclic rotation of antibiotics in a class  

- Discontinuation of antimicrobial therapy based on predefined criteria  

x. Carry out periodic prescription audits.  

xi. Restriction of hospital formulary through pharmacy.  
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xii. Standard and contact Precautions including rigorous adherence to hand hygiene, 

appropriate use of PPE.  

xiii. Isolation and cohorting of patients infected or colonized with Multi-drug 

resistant organisms (MDROs).  

xiv. Education and training of HCP.  

xv. Increased environmental cleaning and patient-dedicated equipment.  

xvi. Proper sterilization and disinfection.  

xvii. Surveillance for Multidrug resistant organisms especially in high risk areas.  

 

Control of spread of specific organisms (MDROs)  

a) Methicillin Resistant Staphylococcus aureus (MRSA)  

MRSA strains are resistant to the penicillin’s-resistant penicillins (methicillin) and 

cephalosporins and are often resistant to multiple classes of drugs and occasionally are 

sensitive only to Vancomycin and teicoplanin. MRSA are highly-transmissible strains and 

have a high potential to spread across hospitals. Since there are few therapeutic options 

available for treatment of this resistant organism, the best strategy to control the spread are 

the preventive measures. Transient carriage of the organism on hands of HCWs accounts for 

major route of transmission from infected/colonized inpatients to other patients. 

Transmission from environmental surfaces and airborne routes is known to occur. The 

measures to control MRSA in hospitals are screening for MRSA carriage or infection in 

certain high risk patients or units at admission, standard and contact precautions, isolation 

and cohorting of patients, treatment of infected/colonized patients, environmental cleaning, 

education and training of staff.  

 

b.  Vancomycin – Resistant Enterococcus (VRE)  

Enterococcal infections are difficult to treat because of their intrinsic resistance to many 

antimicrobial agents and easily acquire resistance to almost all antimicrobials including 

Vancomycin. Transmission of VRE can occur by direct contact or indirectly via transient 

carriage on hands of HCW, contaminated surfaces or patient-care equipment. To prevent 

and control the nosocomial transmission of VRE, judicious use of antibiotics especially 48 

Vancomycin, education of HCW, implementation of hospital infection control practices, 
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equipment and environmental cleaning, using patient-dedicated or single-use non-critical 

patient-care equipment, isolation and cohorting of infected/colonized patients, use of PPE, 

and surveillance for VRE infection/colonization should be implemented.  

c. MDR Gram negative (MDRGN) bacteria  

MDRGN includes organisms producing ESBLs, plasmid-mediated AmpC and 

carbapenemases. Screening of patients in high risk units and those at high risk of carriage 

such as recent broad spectrum antibiotic therapy (carbapenem, quinolones, and 3rd and 4th 

generation cephalosporins), long duration of stay and severity of illness, chronic disease and 

impaired functional status and presence of invasive medical devices should be carried out 

for infection/colonization with MDRGN organisms. Multiple sites including rectal or 

perianal swabs, should be screened. Measures to prevent spread of MDRGN organisms 

include stringent hand hygiene, contact precautions (gloves and gown), isolating, and 

cohorting, increased environmental cleaning and dedicated patient equipment and judicious 

use of antibiotics. In healthcare facilities: Antibiotic usage rates in healthcare facilities are 

high for some classes of drugs, and there is considerable unexplained variation between 

hospitals in the use of certain antibiotics, particularly broadspectrum antibiotics. Problems 

resulting from inappropriate use of antibiotics apply to both current and future healthcare 

facility patients due to changes in healthcare facility microbial ecology resulting from the 

resistance.  

Additional costs of infections caused by resistant organisms include:   

• The need for more expensive and broader spectrum antibiotics to treat the infections.   

• The need to isolate patients colonized with resistant organisms in order to minimize 

cross-infection.  

In the community:  

Community antibiotic use is high and there is irrational use of antibiotics including the 

over the counter sales due to lack of monitoring mechanism in spite of the existing laws.  

Thus multiresistant bacteria, such as community strains of MRSA(CA-MRSA) and 

extended-spectrum beta-lactamase-producing Gram-negative bacteria are causing increasing 

human morbidity and there is concern that past excessive antibiotic use in the community or 

in animal production systems (or both) is responsible.  

 

Antimicrobial Stewardship  
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This aims to optimize antimicrobial use among patients in order to reduce antibiotic 

resistance, improve patient outcomes and safety, and ensure cost-effective therapy. At the 

healthcare facility level, antibiotic stewardship involves:  

a) Implementing an antibiotic stewardship program; and   

b) Continuous monitoring and analysis of antibiotic usage, to track changes in 

antibiotic resistance and to monitor effects of containment strategies.  

 

Key requirements of a healthcare facility antibiotic stewardship program:  

1. A multidisciplinary antibiotic stewardship team with core membership of an 

infectious diseases physician (lead doctor) and a clinical pharmacist. 

Microbiologist, and infection control professional may also be included.  

2. Antibiotic stewardship should be available within the healthcare facilities for 

quality improvement and patient safety governance structure. There should be 

collaboration between the stewardship team and drug and therapeutics and infection 

prevention and control committees.  

3. Implementation of clinical guidelines that comply with national treatment 

guidelines and incorporate changes regularly based on resistance patterns prevailing 

in the health facility as reported regularly by microbiology department.  

4. Microbiology services reporting patient-specific culture and sensitivity results to 

optimize individual antibiotic management.  

5. Review of antibiotic prescribing with intervention and direct feedback to the 

prescriber.  

6. Activities according to local priorities and resources & Provision of effective & 

regular education of prescribers and pharmacists about antibiotic usage, development 

of resistance and judicious prescribing. Of the antibiotics.  

7. Point of care interventions including: streamlining or deescalation of therapy, dose 

optimization, parenteral to oral conversion.  

8. Use of information technology such as electronic prescribing with clinical 

decision support, on-line approval systems.  

9. Monitor antibiotic prescribing by measuring antibiotic consumption; drug use 

evaluations and using quality Use of Medicine indicators.  

10. Support and collaboration of hospital administration including allocation of 

resources to provide education and measure and monitor antibiotic usage.  

11. Antibiotic stewardship surveillance methods should be established at patient 

level as well as population or community level. 
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SECTION-15 

 

CLINICAL 

DEPARTMENT  
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SECTION-15 

SUMMARY OF CLINICAL GUIDELINES:  

All staff of MTI Khyber Teaching Hospital, Peshawar MUST: 

1. Ensure cleanliness. 

2. Ensure an adequate supply of clean water for drinking and healthcare. 

3. Maintain hand hygiene, for preventing cross-contamination (person to person or 

contaminated object to person). 

4. Have personal protective equipment available (caps, masks, aprons, eyewear, gloves, 

closed-toe shoes) and use it appropriately. 

5. Prevent needle/sharp injuries, use containers for sharps disposal and dispose these 

safely. 

6. Ensure that clean supplies are available at all sites (gauze, cotton wool, instruments, 

plastic containers etc). 

7. Ensure that antiseptics and disinfectants are available and are used appropriately. 

8. Perform point-of-use decontamination of instruments and other items. 

9. Have a separate area for instrument cleaning, where instruments and items are properly 

cleaned. 

10. Ensure proper instrument processing, with facilities for HLD and sterilization. 

11. Develop and maintain shelf-life system to store HLD and sterile items 

12. Ensure proper collection and cleaning of soiled linen. 

13. Follow waste handling, collection and disposal guidelines properly. 
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INFECTION PREVENTION AND CONTROL MEASURE IN 

CLINICAL AREAS 

A. Practice Standard and Transmission Based Precautions 

• Consider every person as potentially infectious as well as susceptible to infection. 

• Treat all patients with the same basic level of standard precautions. 

These include, but are not limited to the following: 

a. Practicing hand hygiene (As per Hand hygiene Guidelines in Section-1) 

b. Using personal protective equipment in all procedures, especially when handling 

blood, body substances, excretions and secretions; 

c. Appropriate handling of patient care equipment and soiled linen; 

d. Preventing needlestick and sharp injuries; 

e. Environmental cleaning and managing spills; and 

f. Appropriately handling all kinds of waste. 

• PRACTICE HAND HYGIENE between patients and tasks to prevent cross 

contamination from person to person or contaminated object to person. 

a. Using plain soap and clean water is as effective as washing with “antimicrobial” 

soaps. 

• Have PERSONAL PROTECTIVE EQUIPMENT available (aprons, caps, eyewear, 

gloves, close-toed shoes) and use them as needed. 

a. PPE should be available for use at ALL times. This includes, but is not limited to 

gloves, masks, eyewear (face shields, goggles and glasses), caps, gowns, aprons, 

and other items. 

b. PPE is must for use by ALL staff (doctors, paramedics and other staff) for any 

situation where they may have contact with blood, body fluids, excretions, or 

secretions. The staff must be properly trained in appropriate use of PPE. 

Principles for the use of PPE: The following principles guide the use of personal 

protective equipment: 

a. Do NOT share personal protective equipment. 

b. Chose PPE according to the risk of exposure. 

c. Change PPE completely, as needed and thoroughly wash hands each time you leave 

a patient to attend to another patient or another duty. 
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d. Discard used PPE in appropriate disposal bags. 

• Follow Transmission-based precautions when clinically indicated.  

These precautions include: 

a. Airborne precautions 

b. Droplet precautions 

c. Contact precautions. 

• Quickly move patients with a specific colonization or infections to  isolation 

rooms/wards as soon as diagnosed. 

B. Follow Safe Practices  

1. USE STRICT ASEPTIC TECHNIQUES for all clinical procedures. 

General Principles 

a. Make sure that you collect all necessary equipment before the start of the procedure. 

Practice Hand Hygiene. 

b. Wear sterile gloves and if splashing is anticipated, wear gown, mask and eyewear. 

c. Prepare the patient site as described for each procedure. 

d. Safely dispose of any sharps used in the procedure. 

e. Remove gloves after performing the clinical procedure and practice hand hygiene 

again. 

A- Procedure for Insertion of Peripheral IV Lines 

a. Collect all necessary equipment. 

b. Practice Hand Hygiene. 

c. Place a clean sheet under the arm. 

d. Select an appropriate site, avoiding bony prominences or joints. 

e. Disinfect intravascular insertion skin site with alcohol or povidon-iodine. Allow the 

antiseptic to dry completely. 

f. Do not touch the venipuncture site once the skin has been disinfected. Carefully 

remove the cap of the catheter taking care not to touch the shaft of the catheter with 

the fingers before and during insertion.  

g. Select the correct catheter site. 

h. Insert the catheter as swiftly as possible using a “no touch” technique. Do not 

attempt repeated insertion with the same catheter. Do not attempt cleaning or 
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disinfecting the catheter with any chemicals, including alcohol, povidon iodine or 

glutaraldehyde. 

i. Look out for flashback and then advance the catheter slowly. 

j. Apply sterile dressing. 

k. Secure the catheter to avoid movement. 

l. Label the site with the insertion date and time. 

m. Connect to the IV administration set. 

n. Clean around the site with alcohol. 

o. Inform and educate the patient and attendants about care of the catheter, especially 

during movement in bed, and for other tasks such as using the toilet and during 

bathing. 

p. Safely discard sharps. 

q. Practice hand hygiene after completion of the procedure. 

r. Change IV cannula after 72 hours. 

s. Change drip set after 72 hours. 

t. Educate patients and attendants on signs of infections caused by IV lines. 

Procedure for Urinary Catheterization 

a. Make sure that all equipment used is sterile. Lay out the top of the trolley making 

sure all items are open and accessible. 

b. Perform hand hygiene. 

c. Wear sterile gloves and use a “no-touch” aseptic technique. Make a second pair of 

gloves available if contamination occurs.. 

d. Clean the peri-urethral area thoroughly. Wiping motions should be carried out from 

front to back to avoid faecal bacteria being transported to the urinary meatus. In 

males, clean the glans with a disinfectant/detergent preparation. In females, separate 

the labia and cleanse the vulva using front to back technique. 

e. Use antiseptic solution to clean the urethral meatus prior to the insertion of the 

catheter. 

f. Use single-use sachets of sterile (water-soluble) lubricant or Ointment Lignocaine on 

the catheter prior to urethral insertion to reduce friction and trauma to meatus. 
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g. Gently insert the catheter and advance it by holding the inner sterile sleeve, avoiding 

contact with non-sterile surfaces. 

h. Inflate the balloon by instilling the recommended amount of sterile water. 

i. • Connect catheter to a sterile, closed urinary drainage system. Do not disconnect 

catheter unless absolutely necessary. 

j. • Hang drainage bag below the level of the bed to prevent reflux. The bag must be 

supported in the drainage stand to allow free flow of urine. Do not allow the bag to 

touch the floor. Keep the bag always below the level of the bladder. Empty bag 

every 8 hours or earlier as needed. Put date and time on catheter bag every time a 

new bag is attached. 

k. Secure the catheter to the patient’s thigh to prevent movement and urethral meatal 

ulceration. 

l.  Put the date and time of catheter insertion on the catheter tubing with a marker, and 

on the patient’s chart. 

m. Practice hand hygiene after completion of the procedure. 

n. Practice hand hygiene before emptying bag. Use a separate disinfected jug to collect 

urine from each bag. 

o. Educate patient and attendants on catheter care and emptying of the bag. Also 

educate on signs of infection and trauma caused by the catheter. Securing of the bed 

during movement in and out of bed is also important. 

Procedure for Collecting Urine Specimen 

a. NEVER DISCONNECT CLOSED DRAINAGE SYSTEM TO OBTAIN A 

SAMPLE OF URINE. 

b. Never collect a sample for bacteriologic culture from the bag. 

c. Disinfect outside of catheter proximal to junction with drainage tube by applying 

alcohol wipe, allow to dry, and then aspirate urine with a sterile needle and syringe. 

d. Transfer into a sterile container. 

2. Strictly observe injection safety guidelines and prevent needle stick and other sharps 

injuries by following safe work practices. 

3. Follow Sharps Injury Protocol in case of sharps injury. 
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4. Safely dispose infectious waste materials to protect those who handle them, prevent 

injury and spread of infection to the community. 

5. Be immunized against Hepatitis B and have adequate anti-HB antibody titres. 

6. Avoid contact with patients if you have serious communicable disease. 

• Acute febrile Viral respiratory infection, Conjunctivitis, Diarrhoeal diseases, 

Diphtheria,  Herpes Simplex, Measles, Mumps, Rubella, Pertusis, Scabies, 

Staphylococcus aureus infection (Active, draining lesions), Streptococcal 

infection (Group-A), etc.  

 

C. Maintain a Clean and Safe Environment 

1. Perform environmental cleaning twice daily (minimum) and this should include damp 

dusting.  rooms are not recommended in patient areas and dry mop is preferred, followed 

by wet cleaning with detergent. 

General Principles: 

• Scrubbing (frictional cleaning) is the best way to physically remove dirt, debris and 

microorganisms. Be careful in scrubbing, as it may damage surfaces by making it 

rougher. Do not use hard scrubbing agents and chemicals. 

• Cleaning is required prior to any disinfection process because dirt, debris and other 

materials can decrease the effectiveness of chemical disinfectants. 

• Always progress from the least soiled areas to the most soiled areas and from high to 

low areas, so that the dirtiest areas and debris that fall on the floor will be cleaned up 

last. 

• Avoid dry sweeping, mopping and dusting to prevent dust, debris and 

microorganisms from getting into the air and landing on clean surfaces. 

• Follow mixing (dilution) instructions for disinfectants. Too much or too little water 

may reduce the effectiveness. 

• Check for shelf life of chemicals. Chemicals such as liquid chlorine stored have 

limited life, and is not effective. Powdered chlorine is better for storage. 

• Make and follow written cleaning schedules. 

• Perform total cleaning of the ward (all surfaces, walls, ceilings washed) at least once 

a week. This is known as a “wash day” at public hospitals. 

Do Not Use Formaldehyde/Formalin 
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• Do not use disinfectant fogging (e.g., fumigation with dilute formaldehyde 

(formalin) solutions to reduce microbial contamination of environmental surfaces 

such as walls, ceilings and floors. 

• It is not effective, is time-consuming (requires 24 hours) and the fumes are toxic  

(irritating to mucous membranes of the nose and eyes). 

• Scrubbing with a disinfectant and cleaning is a safer, quicker and more effective way  

to reduce microbial contamination on these surfaces. Wet mopping for floors 

AVOID: Dry mopping or sweeping. 

• Start cleaning with the least soiled area, moving to the most soiled area and from 

high to low surfaces. 

Use wet mopping with: 

• Single-bucket (basin) technique: One bucket of cleaning solution is used.  The 

solution must be changed when dirty. The killing power decreases with the increased 

load of soil and organic material present. 

• Double-bucket technique: Two different buckets are used, one containing a 

cleaning solution and the other containing rinse water. The mop is always rinsed and 

wrung out before it is dipped into the cleaning solution. The double-bucket  

technique extends the life of the cleaning solution (fewer changes required), saving 

both labour and material costs. 

Schedule and Procedures 

• Write up schedules and follow them closely. Develop schedules according to the 

needs of each area.  

• Do not clean during visiting hours. 
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2. Handle spills of infectious material correctly. 

In the event of a spill, the following spill clean-up procedure should be used: 

For small spills 

a. Wear utility or examination gloves 

b. Remove visible material using a cloth soaked in a 0.5% chlorine solution 

c. Wipe clean with a disinfectant cleaning solution. 

For large spills 

d. Cordon off the area so that patients and staff do not accidentally step on the spill. 

e. Wear utility gloves and protective clothing, including face and eye protection if 

indicated. 

f. Contain the spill with cloth or paper towels or any absorbent material. Use an 

appropriate disinfectant (0.5% Chlorine solution) over the paper towels (absorbent 

material) and the immediate surrounding area. 

g. Apply disinfectant concentrically beginning at the outer margin of the spill area, 

working toward the centre. 

h. Mop up the solution. 

i. After the appropriate amount of time (e.g. 30 min), clear away the materials. 

j. Do not use hands for collection of glass and other materials. If there is broken glass 

or other sharps involved, use a dustpan or a piece of stiff cardboard to collect the 

material and deposit it into a puncture-resistant container for disposal. 

k. Disinfect the area of the spillage. 

l. Clean as usual with detergent and water. 

3. Protect mattresses and pillow cases with plastic, waterproof covers and these 

should be wiped with neutral detergent between patients. 

a. Clean and disinfect the cover regularly as part of a routine. 

b. Rinse thoroughly and dry. If there has been an infected patient, disinfect with a 

disinfectant solution, allow 2 minutes contact time then rinse, and dry. 

c. Inspect mattresses routinely for damage. 

4. Avoid sharing of linen and blankets between patients. 

Linen and blankets should be laundered between patients. 
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a. Launder in hot water (70 degrees to 80 degrees) OR soak in clean water with 

bleaching powder 0.5% for 30 minutes.  

b. Wash again with detergent and water to remove the bleach. 

5. Only have single patient use for nebulizers, oxygen mask. 

a. Decontaminate, if masks and nebulisation kit/lines have to be reused, first with 0.5% 

Chlorine solution, followed by washing with detergent, and rinsing with water. 

b. Dry with sterile gauze. 

c. Re-fill with sterile water only. 

6. Humidifiers, attached to flow meters, should be disinfected between patients. 

a. Clean and disinfect sterilize device between patients and fill with distilled water 

which must be changed every 24 hours or sooner, if necessary. 

7. Use new suction catheters and regularly clean suction bottle with hot water and 

detergent between patients. 

8. Do not place patient files on the bed. Use a file trolley 

The immediate environment of the patient is heavily contaminated with microorganisms 

a. Do NOT place files on the bed of the patient, since they will become contaminated 

with microorganisms and then spread through the hands of the many healthcare 

providers. 

b. Stack files neatly in a file trolley, which can be easily manoeuvred and cleaned, or 

on a holder behind the patient bed. 

9. Designate rooms for isolation, at least 1 for every 6 regular beds. 

a. Have an adequate number of single rooms available for the isolation of patients 

with suspected or confirmed infections such as with multidrug resistant 

organisms, pulmonary tuberculosis, or influenza. In hospitals, it is essential that 

these are available. 

b. Make sure that each side room have a hand basin at the port of exit, a patient’s 

washbasin, toilet, and shower. 

10. Isolate patients with specific colonization or infection 

a. Isolate patients with specific colonization or infection with MRSA, VRE or other 

multi drug resistant pathogens, as well as scabies and draining wounds in a single 

room, or cohort in a larger room for the same organism and follow contact 

precautions.  
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b. Place patients with pulmonary tuberculosis, measles, and chicken pox in airborne 

isolation.  

c. Place patients with meningococcal meningitis, pertussis, influenza, mumps, and 

rubella on droplet precautions. Patients with pulmonary tuberculosis should be 

transported wearing a surgical mask.  

d. Use appropriate PPE for the isolation rooms. Do not wear “overalls” or routine 

clothes inside the rooms. 

11. Minimize attendants and visitors in the Clinical Units/Ward and strictly adhere to 

visiting hours. 

a. Control the number of visitors as this maintains a clean and manageable 

environment and reducing the spread of communicable diseases.  

b. Do not allow visitors of less than 12 years of age inside the ward at any time. 
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INFECTION CONTROL IN THE OBS/GYNAE AND PAEDIATRIC WARD 

Teach patients post delivery and post surgical care, including care of their newborns. 

a. Teach patients and their attendants post delivery and post surgical care, which may 

range from basic personal hygiene to dealing with vaginal discharge, lochia, blood, etc. 

b. Provide patient education on post partum breast and perineal care and care of the 

umbilical cord stump, as these are other areas to be considered 

Post delivery instruction for mother should include the following: 

a. Early ambulation  

b. Perineal hygiene 

c. Restrict use of bedpan 

d. Use of hygienic sanitary towel and discourage use of self made towels 

Newborn Instruction should include: 

a. Cord care with alcohol swab 

b. Clean dress 
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INFECTION CONTROL IN LABOUR ROOM 

Steps to Protect the Mother during Labour 

There are many interventions that can pose a risk of infection to the mother. Here are 

some steps for prevention during labour: 

a. Keep the vaginal exams to a minimum – the fewer foreign objects introduced to the 

birth canal during labour, the less chance of infection to the mother and baby. This 

includes both hospital contaminants and any existing bacterium or virus that is on the 

mother’s skin. 

b. Request that the staff wash their hands before touching the mother, every time. 

c. Make sure that the nurse and/or doctor wear a full gown, gloves and mask when 

performing invasive tasks such as inserting a bladder catheter. 

d. Make sure that anyone that enters the room thoroughly washes his/her hands before 

touching the mother or her partner.  

e. Avoid exposure of sick attendants to the mother. 

Have a Separate Area for Instrument Cleaning 

The area for cleaning of instruments must be separate from Labour Room. 

Important guidelines for maintaining space 

a. Use at least 1 deep sink/basin with running water for washing instruments and a 

counter, or a separate space for instrument drying, 

b. Keep clean items on one side of the room and dirty items on the other, to ensure that 

that dirty and clean items do not have any contact, or chance of mixing. Clearly label 

dirty and clean areas in the space in local language. 

c. Store clean items in a closed shelf. 

d. Do not allow contaminated linen and medical waste into the room/space for 

instrument cleaning/processing. 

e. Keep area free from spills and water on the floor, and ensure there are no electric 

items near the water area. 

Prevent infection in neonates 

a. Provide IV immune globulin to high-risk low birth weight infants at birth as it may 

prevent sepsis. 
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b. Provide intrapartum antibiotics to women who have previously given birth to an 

infant with GBS disease, as invasive disease due to GBS often manifests within the 

first 6 hours of life. 

c. Provide antibiotics at the time of diagnosis and intrapartum to women who have 

symptomatic or asymptomatic GBS bacteriuria during pregnancy. 
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INFECTION CONTROL IN NURSERY/NICU 

Understand and follow priorities for infection control and care at the NICU 

Many NICU patients are at high risk for infection because of their illnesses, immature 

immune systems, and exposure to invasive procedures and devices. 

Recent studies show that more than 50% blood stream infections can be controlled, if the 

following aspects are given serious consideration: 

a. Staff education 

b. Surgical scrubbing/hand washing 

c. Attire of the NICU staff 

d. Visitor control 

e. Catheter handling 

f. Environmental cleaning 

g. Clinical waste management 

h. Disinfection practices 

i. Infection surveillance 

Counselling and education of parents is a must in care and feeding, as well as obtaining 

parental consent for management. Due to an immature immune system, neonates and 

especially preterm newborns are highly susceptible to infections. 

Follow Daily Routines Appropriately, including surgical procedures required at the 

NICU, and Disease Surveillance 

a. Personnel must ensure scrubbing and gowning as appropriate. 

b. Nursery or other staff who have worked part of a shift in another area of the hospital 

are not to enter the patient care area, unless they change into a clean uniform or wear 

a clean cover gown and perform a three-minute scrub. 

c. Cord care must be done with sterile water. 

d. A bath is given every third day using a mild soap. The face, bottom, and hair are 

washed daily. 

e. Strict asepsis must be maintained during all invasive procedures.  

Surgical procedures within the NICU 

Surgical procedures are not the norm in NICU, but may be needed. Further procedures such 

as Central Venous Cannulation/Line requires full preparation as for a surgical procedure. 
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Maintenance of Central Lines is also done as for an open wound, with other special 

considerations as well. 

The following are general parameters for such procedures in the NICU. 

a. Wear OT clothing and PPE. 

b. Scrub and prepare as for a surgical procedure. 

c. Allow only concerned NICU personnel. 

d. Do not allow any Visitors in the NICU, from the time of set up until completion of 

wound dressing. 

e. Minimize traffic of the concerned personnel. E.g. all supplies needed should be 

collected and brought once in a trolley. 

f. Personnel should not go in and out of the NICU once inside. 

g. Take informed consent notifying the increased risk of infection in these 

circumstances, and the need for such an emergency procedure. 

Disease precautions: antibiotic policy, surveillance and screening 

a. Institute an Antibiotic Use Policy for rotation and rationalizing use of antibiotics. 

b. Monitor the use of antibiotics as part of the policy and surveillance strategy.  

c. Surveillance cultures are performed by the hospital microbiologist in assistance with 

the head of NICU department to control nosocomial infections, deciding rotations 

for antibiotics and control of resistant strains of microorganisms. One culture is 

taken from the nares or groin, and original site of infection, if still available. 

d. Perform screening culture of MRSA and/or VRE. 

e. Isolate MRSA and VRE patients. 

f. Screening may also include health care providers for various nosocomial infections. 

g. Careers are also to be identified, isolated and managed. 

h. Investigate outbreaks especially MRSA, VRE as a regular feature. 
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STRICTLY FOLLOW FEEDING GUIDELINES FOR BREAST AND FORMULA 

MILK 

Breast feeding 

a) Breast feeding is to be actively encouraged, and ways and means have to be worked 

out for providing breast milk to the neonate. 

b) Mothers have to be educated on breast and nipple care, as well as hand hygiene. 

Formula Milk 

a) Mothers will be instructed to cleanse hands before receiving baby for formula 

feeding. 

b) Formula products should be selected based on nutritional needs; alternatives to 

powdered forms should be chosen when possible. 

c) Sterile water is used for reconstituting powdered forms. 

d) Trained personnel prepare powdered formula under aseptic technique in the 

designated Nutrition Room. 

e) Manufacturer’s instructions are followed; product should be refrigerated 

immediately (35-50° F) and discarded if not used within 24 hours after preparation. 

f) The administration or "hang time" for continuous enteral feeding should not exceed 

4 hours. 

Observe Peri-natal Precautions 

During birth, observe the following precautions: 

a) Receive the baby onto a warm, clean and dry towel/cloth and place on mother’s 

chest: The baby should be delivered onto a warm and CLEAN towel/cloth and kept 

on mother’s chest. If this is not possible, the baby should be kept in a clean, warm, 

safe place close to the mother. 

b) Clamp and cut the umbilical cord with sterile instruments, thoroughly 

decontaminated by sterilization (sterile scissor or blade). This is of utmost 

importance for the prevention of infections. Clean the cord stump and keep it dry. 

Topical application of antiseptics is usually not necessary unless the baby is likely to 

live in a highly contaminated area. 

c) Immediately dry the baby: Immediately after delivery, the baby should be dried with 

CLEAN warm towels or cloths, while being placed on the mother's abdomen or in 
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her arms. Blood or meconium on baby’s skin should be wiped away; however, the 

white greasy substance covering the baby’s body (vernix) should not be wiped off. 

This vernix helps to protect against infection. 

d) Ensure that the airway is clear: removing mucus and other material from the mouth, 

nose and throat with a sterile suction pump. 

e) Encourage mother to initiate exclusive breastfeeding: The immune system of the 

newborn is limited at birth. Mother’s milk has large amounts of secretory IgA 

antibodies, which protects neonate efficiently against several infections, including 

neonatal septicaemia. Therefore, breastfeeding should be initiated within half an 

hour of birth in all babies. Babies can be breast-fed as soon as the airway is cleared 

and they are breathing normally. 

f) Wipe both the eyes with sterile gauze. Clean the eyes using sterile gauze/cotton. Use 

separate gauze for each eye. Wipe from the medial side (inner canthus) to the lateral 

site (outer canthus). 

g) Use a clean cloth as a diaper. 

 

Educate mother on signs of infection 

This will help in early detection and treatment, which are: 

a) Poor feeding 

b) Breathing difficulty 

c) Listlessness 

d) Decreased or elevated temperature 

e) Unusual skin rash or change in skin colour 

f) Persistent crying 
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INFECTION CONTROL IN OPERATION THEATRE 

1. Consider each operation as a potential source of infection for both patient and staff. 

The staff should consider every patient as a potential source of infection (especially for 

HBV, HCV and HIV) for them regardless of the known or supposed serological status. 

Patients should also be considered susceptible to infections during operation. Hence all 

measures for infection prevention must be taken for all patients. 

2. Be immunized against HBV and have adequate anti- HB titres. 

3. Perform surgical scrubs and gowning correctly. 

Surgical scrubbing ensures the removal or killing of transient micro-organisms and a 

substantial reduction and suppression of the resident microbial flora. 

Preparation prior to scrub procedure 

• Correctly position a new disposable facemask over the nose and mouth. 

• Cover all hair under a theatre cap. 

• Do not wear ANY jewellery on hands and wrists. 

• Ensure that the water is of even temperature and with a steady flow. 

• Make sure that hands are raised above the elbows at all times. 

• Do not splash theatre clothing. 

• Make sure that all staff is in suitable surgical attire, with sleeves above the elbow 

(rolled if necessary). 

• Cover beard with a specially designed hood. 

• Cover and contain all hair within a surgical hat. 

• Ensure fingernails of all HCWs to be short and free from polish or artificial nails. 

Procedure for scrubbing up 

• Scrub within the recommended time of 3 minutes for the first time in the morning 

and again in the afternoon. Subsequent scrub times of 2 minutes duration are 

sufficient. 

• Scrubbing for more than 3 minutes can cause minor abrasions to hands which may  

predispose towards cross contamination. 

Method 

• Turn on water to achieve a suitable temperature. 
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• Commencing at the fingertips, place one hand under running water and follow 

through to elbow level; repeat this procedure with the opposite hand. This removes 

dirt and transient flora. 

• Clean under each finger nail and around the nail bed with a nail cleaner prior to 

performing the first surgical scrub of the day. 

• Using your elbow, depress approximately 5 ml of the antimicrobial from the 

dispenser. 

• Holding hands above the level of the elbow, apply antimicrobial agent to hands and 

forearms up to the elbows. Using a circular motion, begin at the fingertips of one 

hand and lather and wash between the fingers, continuing from fingertip to elbow. 

Repeat the process for the other hand and arm. Continue rubbing for 3 minutes. 

• Do not use scrubbing brush as it can lead to skin damage, and an increase in skin 

shedding. 

• Rinse each arm separately, fingertips first, holding hands above the level of the 

elbow. 

• Hands must be rinsed thoroughly from fingertip to elbow, allowing excess water to 

drain  from the elbows into the sink. 

• Using two sterile towels dry from the fingertips keeping hands above the elbow, 

using a separate towel to dry each hand. 

• Keep hands above the level of the waist and do not touch anything before putting on 

sterile gown and surgical gloves. 

• Subsequent washes should focus on two-thirds of the forearms to avoid 

compromising the cleanliness of the hands. 

• Avoid splashing surgical clothing – if this becomes excessively wet it can 

compromise the protection afforded by the gown. 

Double gloving is indicated when: 

• Large amounts of blood or other body fluids (e.g., vaginal deliveries and Caesarean 

sections) is expected. 

• Risk of contracting blood borne pathogens, such as HCV, HBV, HIV, is high (>5% 

prevalence). 

4. Strictly follow operating room clothing and protective equipment discipline. 
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• Do not keep mobile phones in OT, or at least keep them on silent mode. 

• Make sure that staff changes outside clothing for a clean scrub suit on entering the 

OT. Also ensure that they do not wear operating room clothing outside the OT. 

• Make sure that the OT gown is impermeable, with cuffed wrist and sterile. Remove 

the contaminated surgical gown as soon as possible and put it in a bag for 

laundering. An impermeable apron may be worn underneath a cloth gown. 

• Use a new fluid-repellent mask for each operation and make sure it covers the nose 

and mouth. 

• Ensure that mask is not left hanging around the neck. 

• Change mask if moist. 

• Use protective eye wear in routine, and especially when blood or other body fluids 

will be encountered. 

• Make sure that single use sterile gloves are worn during surgery and disposed of 

immediately after use. Do not walk around OT wearing gloves. Practice hand 

hygiene after removing gloves. 

• Make sure that HCWs have their hair tied well and completely covered so that it 

should not fall forwards during surgery. Cover beards fully by a mask and specially 

designed hood. 

• Make sure that open footwear is never worn in the operating room. 

• Ensure that no jewellery be worn in OT. 

• Ensure that visitors going into the main operating theatre also change into theatre 

suits. 

• Remove gowns inside out. Place them in laundry bag. 

5. Follow the correct procedure in the event of a sharps injury. 

6. Restrict staff number and their movements. 

7. Avoid preoperative shaving and prepare surgical site correctly. 

• Avoid preoperative shaving with razor, as it causes abrasions and increases risk of 

infections. 

• Use clippers (or scissors), clearing only the incision area. 

Preparation of the surgical site 
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• Prepare the patient’s skin at the site of incision as well as a wide margin with 10% 

povidon-iodine, or 4% chlorhexidine. Allow these to dry before making the incision. 

• Cover the skin by impervious drapes or with sufficient thickness of pervious material 

to prevent fluid penetration during the surgery. 

8. Administer antibiotic surgical prophylaxis at the time of induction of anaesthesia 

• Administer antibiotic surgical prophylaxis administered intravenously with the 

induction of anaesthesia. 

10. Keep infected cases at the end of the operating list and treat infected cases before 

surgery if possible 

• Keep infected cases, such as with MRSA, draining wounds, exfoliative skin 

condition or known multidrug resistant infection where possible, at the end of the 

operating list. 

• Decontaminate the theatre and equipment following the procedure. Do not perform 

any surgeries until proper decontamination measures are taken. 

• Treat patients with infection where possible, before elective surgery. 

11. Maintain a clean operating room environment: 

a. Correctly maintain the operation theatre air ventilation system. 

Parameters that should be in place if possible based on the available resources are: 

• Maintain positive pressure ventilation with respect to the corridors and adjacent 

areas in the operating theatre where surgical procedures are performed. 

• Make sure that the number of operating theatres supplied by air handling units 

(AHUs) are consistent with the number specified by the AHU manufacturer. Ensure 

routine maintenance of the AHUs and they should not be turned off unless being 

serviced. 

• Maintain 15-20 air changes per hour. 

• Filter all air with appropriate pre-filters (e.g. filtration efficiency of 30%) followed 

by final filter (e.g. 90%) 

• Ensure that air enters at the ceiling and is exhausted near the floor. Remove furniture 

or other portable items such that they do not block the exhaust at floor level. 

• Keep the door to the OT closed during surgery to avoid mixing corridor air with the 

operating room air. 

• Maintain air conditioners, and AC units. Window air conditioners do not guarantee 

air quality. 

• Control Humidity levels and maintain between 50-55%. 

• Control Temperature levels and maintain between 18-24 degrees. 

• Check equipment every week as part of OT maintenance. 
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b. Follow OT cleaning procedures. 

12. Decontaminate, properly process and sterilize equipment. 

13. Promptly and properly dispose of theatre waste. 
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Surgical Unit  

The surgical unit is divided into four designated areas:   

1) Unrestricted area (a point through which staff, patients, and materials enter the surgical 

unit). Unrestricted areas need no special traffic flow.   

2) Transition zone (where staff put on surgical attire). Transition zones should allow only 

authorized staff.   

3) Semi-restricted area (a peripheral area of the surgical unit that includes preoperative and 

recovery rooms, storage space for sterile and HLD items, and corridors leading to the 

restricted area). Limit traffic to authorized staff and patients at all times. Staff members 

who work in this area should wear appropriate PPE.  

     Semi-restricted areas should have the following:  A work area for processing clean 

instruments. A storage space for clean and sterile or HLD supplies with enclosed shelves. 

A door limiting access to the restricted area of the surgical units.   

4) Restricted area (the operating room and scrub sinks). Restricted areas should allow 

authorized staff and patients only. Environmental controls and the use of surgical attire 

increase as one moves from unrestricted to restricted areas. Staff with respiratory or skin 

infections or uncovered open sores should never be allowed to work in any area of the 

surgical unit unless they can use appropriate protective gear. 

Limit traffic to authorized staff (HCWs who perform and assist with procedures) and 

patients at all times. Keep the doors closed at all times, except during movement of staff, 

patients, supplies, and equipment. Staff must comply with the following practices:  

Scrubbed staff must wear full surgical attire and cover their heads and facial hair with a 

cap and mask.  Staff should wear clean, closed shoes. Staff must wear masks when sterile 

supplies are opened and when scrubbed HCWs are operating.  

Patients entering the surgical unit should be clean, wear clean gowns or be covered with 

clean linen, and have their hair covered. 

 Note: Displaying a signboard in local language to limit the entry of unauthorized persons 

might work in some facilities.  
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INFECTION CONTROL IN CLINICAL LABORATORY - Section-I 

A- In Sample Collection Area, ALWAYS 

1. Explain the procedure of specimen collection to the patient/client. 

2. Observe hand hygiene by washing hands with soap and water OR rub hands with 

antiseptic solution for 15 seconds. 

3. Wear gloves before touching any wet item, broken skin, mucous membrane, blood, body 

fluid, soiled instrument, dressing and contaminated waste material, or before performing 

invasive procedures. 

4. Use personal protective equipments goggles, face masks, gowns and aprons if splashes 

and spills of any body fluids are likely. 

5. Cover your nose and mouth with mask if coughs and sneezes are expected. 

6. Label the tubes with appropriate identification before specimen collection. 

7. Use spirit swab (alcohol swab) for cleansing the skin THOROUGHLY prior to 

phlebotomy (vein puncture).  

a. For blood culture and other invasive procedures use Pyodine Solution. 

8. Do not recap, cut or bend needle after sample collection. Dispose syringe/needle safely 

in sharps container and replace it with new container when it is 3/4 filled. 

9. Get help of co-worker during blood collection of child, seriously ill or mentally unstable 

person, to hold the person firmly.  

10. Avoid eating, drinking, smoking, applying cosmetics or handling contact lenses while in 

the working area. 

11. After using toilet, wash hands again thoroughly with soap and water. 

12. Report any accidental needle stick injury (prick) or spill of patients’ blood or body fluids 

on yourself to the supervisor immediately and follow the needle injury/spill handling 

guidelines. 
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B- Preventive actions during sample Sorting, Separation, Packaging, Transport and 

Processing. 

1. Prohibit entry of unauthorized personnel in the laboratory. 

2. Cover the open cut, wound or puncture mark on exposed body surface with water 

proof dressing: 

Clinical laboratory handle samples from a variety of sources and all the surfaces may 

be potentially contaminated. With open puncture, wound or skin break there is a 

possibility of entry of microorganisms and it is an occupational hazard. 

a. Do not allow a laboratory staff with an open cut, wound or puncture mark on 

exposed body surface to enter the laboratory. 

b. Temporarily assign the laboratory technician in such as situation to work that  

does not involve clinical work. 

c. If there is only one lab technician posted (such as in RHC) s/he should cover 

the cut, wound or puncture mark with a water proof dressing. 

3. Observe hand hygiene by washing hands with soap and water OR rub hands with 

antiseptic solution. 

4. Wear laboratory gown and latex gloves and pull it over the cuffs of the gown. After 

wearing gloves, do not touch mobile phone, keyboard, intercom, door knob, etc. 

5. Wear protective mask (preferably N95). Surgical mask is used in ordinary 

microbiology laboratory. 

6. Cover your nose and mouth with mask, if coughs and sneezes are expected. 

7. Observe standard precautions for laboratories for blood and other body fluids, 

tissues and excreta. 

These are designed to reduce the risk of transmission of microorganisms from both recognized 

and unrecognized sources. Collection, labelling and transport of specimens 

a. Wear gloves for all procedures. 

b. Collect blood from patients only with the help of trained staff. 

c. Place tubes in adequate containers for transport to the laboratory within the laboratory 

facility. 

d. Place request forms in separate waterproof bags or envelopes. 

e. Do not allow reception staff to open these bags.  

Opening specimen tubes and sampling contents 
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a. Open specimen tubes in a biological safety cabinet. 

b. Wear gloves and eye and mucous membrane protection is also recommended (goggles or 

face shields). 

c. Supplement protective clothing with a plastic apron. 

d. Grasp the stopper through a piece of paper or gauze to prevent splashing. 

e. Glass and “sharps” 

f. Replace glass with plastics wherever possible. 

g. Use only laboratory grade (borosilicate) glass, and any article that is chipped or cracked 

h. should be discarded. 

i. Do NOT use hypodermic needles as pipettes. 

Films and smears for microscopy 

a. Fixing and staining of blood, sputum and faecal samples for microscopy do not necessarily 

kill all organisms or viruses on the smears. 

b. Handle these items with forceps, stored appropriately, and decontaminated and/or 

autoclaved before disposal. 

Automated equipment (sonicators, vortex mixers) 

a. Choose closed type of equipment to avoid dispersion of droplets and aerosols.  

b. Collect effluents in closed vessels for further autoclaving and/or disposal. 

c. Disinfect equipment at the end of each session, following manufacturers’ instructions.  

Tissues 

a. Use formalin fixatives. 

b. Avoid frozen sectioning. When necessary, the cryostat should be shielded and the operator 

should wear a safety face shield. For decontamination, the temperature of the instrument 

should be raised to at least 20C. 

Decontamination 

a. Use hypochlorites and high-level disinfectants for decontamination. 

b. Make sure that freshly prepared hypochlorite solutions contain available chlorine at 1 g/l for 

general use and 5 g/l for blood spillages. Glutaraldehyde may be used for decontaminating 

surfaces. 

8. Label the tubes before adding the specimen or reagents with appropriate identification. 

9. Never pipette by mouth, always use suction bulbs, micro pipettes, etc. 

10. Minimize aerosol generation when handling the hazardous samples, use safety 

equipments. 
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11. Use plastic or unbreakable leak proof containers with tight lids for storage, carrying and 

transportation of specimen. Always carry specimen in carrying container, basket or 

stand. 

12. Place infectious waste materials in plastic bag or containers for collection. Make sure 

that biohazard labels are affixed on waste containers. 

13. Keep the Laboratory Clean: Clean work surfaces with surface disinfectant (bleach) 

twice daily. Also when contaminated, such as after spills.  

a. Keep all areas of the laboratory facility clean. There should be NO dust, 

cobwebs, blood, trash, used needles and syringes, bandages, on the floor, walls, 

roof, or on fixtures and furniture. 

Ensure routine cleaning as it is important to maintain a clean and dust-free 

environment. There are usually many micro-organisms present in dirt, and routine 

cleaning helps in eliminating it. 

b. Clean only by wet mopping. Dry sweeping e.g. by using jharoo (broom) should 

not be done. Using commonly available neutral detergent solution improves the 

quality of cleaning.  

c. Clean work surfaces with 5% bleach daily and at once if there is any spill or 

splash. If working surface is made of steel then after disinfecting with bleach, 

clean with spirit after 1 minute. Leaving bleach for longer time will damage steel 

surface.  

d. There should be no carpeting on the floor. If curtains are needed, then these 

should be of fluid resistant material.  

e. Clean all areas visibly contaminated with blood or body fluids immediately with 

detergent and water.  

f. Clean all horizontal surfaces and toilet areas daily. 

14. Avoid eating, drinking, smoking, applying cosmetics or handling contact lenses while 

working in the laboratory. 

15. Report any accidental needle/sharp injury (prick) or spill of patients’ blood or body 

fluids on yourself to the supervisor immediately and follow the needle injury/spill 

handling guidelines. 

16. Do not keep food or drink in the refrigerator used for chemicals, kits or specimen. 
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17. Remove gown before leaving the laboratory. 

18. Do not take home any stationary used in the laboratory, such as pencils or markers. 

 

1. Laboratory Waste Collection and Disposal 

Most glassware, instruments and laboratory clothing will be reused or recycled. The 

overriding principle is that all infectious materials should be decontaminated, autoclaved or 

incinerated within the laboratory. 

The principal questions to be asked before discharge of any objects or materials from 

laboratories that deal with potentially infectious microorganisms or tissues are: 

a. Have the objects or materials been effectively decontaminated or disinfected by an 

approved procedure? 

b. If not, have they been packaged in an approved manner for immediate on-site 

incineration or transfer to another facility with incineration capacity? 

c. Does the disposal of the decontaminated objects or materials involve any additional 

potential hazards, biological or otherwise, to those who carry out the immediate 

disposal procedures or who might come into contact with discarded items outside the 

facility, including the community?  

Guiding principles 

a. The foremost guiding principle for waste disposal from the laboratory is to 

remember that microorganisms are grown or tested at the laboratory. This waste 

carries much higher loads of known and unknown organisms. 

b. Decontamination and Neutralization are hence the first priority in disposal, the final 

disposal depending on the availability of facilities such as burial and incineration. 

c. Appropriate PPE must be observed by ALL Laboratory Personnel. Barriers in the 

form of PPE should not be compromised. Injuries from sharps, spills and splashes 

are concerns to be proactively avoided. 

d. Laboratory waste must be clearly marked with the biohazard labels, displayed on 

waste containers and bags in local language. 

e. Containers and collection: Waste should be collected in leak proof containers and 

waste should be collected when the container is ¾ full. 
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f. The person collecting waste must wash hands with soap and water after removing 

gloves and other personal protective equipment. 

g. Also, the waste collection areas must be kept clean and free of spills.  

Handling and Disposal Guidelines at the Laboratory 

Sharps 

a. Sharps disposal containers must be puncture-proof/-resistant and must not be filled 

to capacity. When they are three-quarters full they should be placed in “infectious 

waste” containers and incinerated, with prior autoclaving if possible and/or 

laboratory practice requires it. 

b. Sharps disposal containers must not be discarded in community waste sites or 

landfills.  

Contaminated (potentially infectious) materials for autoclaving and reuse 

a. No pre-cleaning should be attempted of any contaminated (potentially infectious) 

materials to be autoclaved and reused. Any necessary cleaning or repair must be 

done only after autoclaving or disinfection. 

Contaminated (potentially infectious) materials for disposal 

a. All contaminated (potentially infectious) materials should be autoclaved in leakproof 

containers, e.g. autoclavable, colour-coded plastic bags, before disposal. After 

autoclaving, the material may be placed in transfer containers for transport to the 

incinerator. 

b. If possible, materials should not be discarded in landfills even after decontamination. 

c. If an incinerator is available, autoclaving may be omitted: the contaminated waste 

should be placed in red bins, and transported directly to the incinerator. 

d. Reusable transfer containers should be leakproof and have tight-fitting covers. They 

should be disinfected and cleaned before using again. 

e. When disinfectants are used, waste materials should remain in intimate contact with 

the disinfectant (i.e. not protected by air bubbles) for the appropriate time, according 

to the disinfectant used. The discard containers should be decontaminated and 

washed before reuse. 

Decontamination 
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a. Steam autoclaving is the preferred method for all decontamination processes at the 

laboratory. 

b. Materials for decontamination and disposal should be placed in containers, e.g. 

autoclavable plastic bags, that are colour-coded according to whether the contents 

are to be autoclaved and/or incinerated. 

c. Alternative methods such as with Chlorine may be envisaged, with efficacy testing.  

Specific Waste Disposal Guidelines at the Laboratory 

• The person in charge of waste disposal must wear utility gloves and eye protection. 

The waste should be disposed of in the following manner: 

Liquid Waste 

a. Contaminated Liquid Waste from samples (blood, urine, faeces and other body 

fluids) must be decontaminated before being emptied in a toilet or sink. 

b. Decontaminate waste by adding bleach 5% and holding for 30 minutes. 

c. The toilet/sink should be rinsed with water after the waste has been emptied. 

d. If possible, the waste should drain into a Neutralization Tank, where appropriate 

time should be allowed to decontaminate and neutralize the waste, before being 

drained into a sewer system. The tank may contain limestone or other appropriate 

materials.  

Solid Waste: Body parts and Organs 

a. Anatomic waste in the form of gross body parts or organs, after tissue harvesting are 

to be collected in a large RED bin. The bin should ideally have a self-closing 

mechanism.  Line the bin with an opaque, RED plastic bag. 

b. Label the Red bag with the name of the body part and sex of the person. 

c. Tie the red plastic bag when 3/4th full, and send for collection and final disposal. 

d. Final disposal of this waste is by burial for ethical reasons, or incineration if burial is 

not an option. 

Solid Waste: Pathologic Waste other than Body Parts and Organs 

a. Small tissues, bandages, cotton, gauze, glass bottles or any other container used for 

samples should be decontaminated with 0.5% Chlorine Solution, before disposal. 

b. These should be then collected in a separate RED Bin, lined with an opaque Red 

bag. 
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c. The Red bin must clearly indicate the kind of waste to be collected in local language, 

and also warn against putting any anatomic waste. 

d. Potential mixing with any other kind of waste, especially anatomic waste is to be 

carefully avoided, as anatomic waste has to be preferably buried on ethical grounds.  

e. Tie the red plastic bag when 3/4th full, and send for collection and final disposal. 

f. Final disposal of this waste is preferably by incineration, or burial as a second 

option. 

g. Sharps, including syringes, glass bottles, vials, broken glass, should be collected in 

appropriate containers, which are to be incinerated. 

Safe Recycling of Plastic and Glass Bottles 

a. Bottles containing samples of tissues and body fluids generated as waste may be 

safely recycled, although the risks must be assessed before this exercise. 

b. Decontaminate bottles by washing with 0.5% Chlorine solution, detergent and water. 

c. Bottles must never be re-used, and both glass and plastic bottles can be safely 

recycled. 

General Waste 

a. Collect general waste in a White bin lined with White Plastic bag. 

b. Do not mix laboratory waste with general waste consisting of non-infectious 

materials such as packaging. 

c. Packaging materials, for example plastic sheets and bags, foam, vial careers, 

cardboard boxes, etc can be sent for recycling through rag pickers, taking care that 

these are kept separate from infectious or potentially infectious material. 

d. After Disposal, remember that: cleaning and disinfection of all equipment and its 

maintenance (PPE, Utensils, carts, trolleys, storage site).  

Storage of Harvested Tissues and Body Fluids 

a. The Microbiologist/lab technician must store tissues in proper bottles with 

preservatives. 

b. Tag and store in proper shelves, designated for different tissues. 

c. Refrigerators and freezers meant for storage should be routinely checked for 

maintenance of appropriate temperatures. 
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d. Storage refrigerators, freezers, and other equipment storage should be routinely 

checked, decontaminated and cleaned. 

e. Instruments must be routinely decontaminated, cleaned and sterilized, as per need 

and instructions. 

Transportation of samples to Laboratory 

a. A trained person from the lab must transport samples collected from the different 

wards. 

b. The person MUST ensure PPE, with gloves (double gloving preferred), apron, gown 

to prevent spillage of blood/body fluids, and face and eye protection. 

c. Trained personnel must be made responsible for labeling and preparation for testing, 

if needed. 

Blood-Transfusion Services  

Personnel who work in blood-transfusion services are at risk of accidental injury or 

exposure to contaminated blood or blood products. Blood-transfusion services involve:  

 Selecting, screening, and preparing donors  

 Collecting blood from screened donors  

 Testing for blood components, antibodies, and infectious diseases  

 Storing and transporting blood  

 Pre-transfusion testing of patient‟s blood  

 Safely transfusing blood into patients  

 

Donor-Selection Procedure Follow these procedures for selecting, screening, and briefing 

donors:  

 Complete the medical history and physical examination of each donor to identify any 

medical problems, behaviours, or events that put the donor at risk of being infected with 

a serious disease that could be transmitted to the person receiving the transfusion.  

 Prior to collecting blood, explain the elements of the donation process to the potential  

donor in easy to understand language.  

 Explain the risks of venipuncture and the potential adverse responses to drawing 400-

500 milliliters of blood.  

 Explain the laboratory tests that will be performed and how the donor will be informed 

about the test results, including any other medical abnormalities.  

 Perform predonation screening: estimate hemoglobin and take blood pressure and body 

weight.  

 Obtain a written, informed consent form for each donor.  

 

Blood-Collection Procedure  

1. Make sure the following items are available:  
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a. A blood-collection set consisting of a sterile plastic bag containing a sufficient 

amount of anticoagulant for the quantity of blood to be collected  

b. IV tubing and large-gauge hypodermic needles  

c. A pair of clean examination gloves  

d. Clean tourniquet or blood pressure cuff  

e. Antiseptic solution and sterile or clean gauze squares or cotton swabs  

f. Surgical tape  

g. Towel to place under donor‟s hand or forearm  

h. Soap  

i. A plastic bag or leak-proof, covered waste container for disposal of contaminated 

items  

j. A puncture-resistant sharps container  

2. Explain the procedure to the donor.  

3. Identify the best vein for inserting the IV needle (a prominent, large, and firm vein).  

4. Put the tourniquet or blood pressure cuff on the upper arm about 4 centimeters above the 

antecubital space to confirm that the vein is visible and then release the tourniquet or 

cuff.  

5. If the venipuncture site is visibly soiled, first wash the site with soap and clean water and 

dry it with a clean cloth, or ask the donor to wash the forearm.  

6. Wash your hands and dry them with a clean towel or air dry. (Alternatively, use 5 

milliliters of alcohol handrub and rub both hands vigorously until dry.)  

7. Place the donor‟s arm on the clean towel and cleanse an area about 3 centimeters in 

diameter with an antiseptic solution. Use a circular motion outward from the proposed 

needle-insertion site over the vein. If using iodine, allow two minutes for the antiseptic to 

take full effect. Do not touch the area after applying the antiseptic solution.  

8. Put the tourniquet or blood pressure cuff on the upper arm again and raise the pressure up 

to 40-60 mmHg for collecting the blood.  

9. Put clean gloves on both hands.  

10. Insert the hypodermic needle into the vein without touching the skin, if possible, release 

the tourniquet or cuff, and then secure the needle by placing a short piece of tape across 

the bloodcollection tubing below the area cleansed with antiseptic.  

11. When the required amount of blood has been obtained, remove the needle without 

touching the barrel or tip of the needle and place it in a puncture-resistant sharps 

container.  
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12. Cover the insertion site with a 2-inch gauze square, and apply pressure until the bleeding 

stops. Secure the gauze square with surgical tape.  

13. Prior to removing gloves, place any blood-contaminated waste items in a plastic bag or 

leak- proof, covered waste container.  

14. Wash your hands or use an antiseptic handrub.  

After-Care for the Donor Following the donation:  

1. Have the donor remain resting on a bed or in the donor chair for several minutes.  

2. Provide the donor with something to drink and eat. 

3. Tell the donor to drink more fluid during the next 24 hours and avoid alcohol and 

smoking until he or she has eaten more food. Ask the donor to lie down if he or she has 

any dizziness or nausea.  

Handling the Collected Blood  

To avoid contamination of collected blood:  

• For storing and transporting blood, maintain the temperature between 2°C and 8°C. 

Monitor temperature continuously and record at least every four hours.  

• Test the blood unit without entering the closed collection system.  

• Infuse or discard the blood unit within six hours once the closed system has been 

opened.  

• Wear examination or utility gloves and protective eyewear while handling the blood. 

Segregate the blood bag into a biohazardous container for incineration.  

Blood Components and Infectious Diseases  

Blood donors should be informed about the tests that will be carried out on the donated 

blood. Blood should not be released for transfusion unless the results are negative for all 

tests.  

Infectious Diseases Prior to transfusion, all donated blood should be screened for blood-

borne pathologies, antibodies, antigens to HIV-1 and 2, hepatitis B and C viruses, and 

syphilis, malaria, and others. Donors should be informed of their HIV status and those who 

are HIV+ should be referred to the appropriate health facilities for management. Note: Even 

in remote areas where testing facilities are limited, the use of simple or rapid HIV tests (or a 

combination of the two) for screening is prohibited.  

Recipient (Patient) Procedures Pre-transfusion  

Before transfusing a recipient:  

 Withdraw a sample of his or her blood using the recommended IPC practices.  
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 Confirm the donor‟s and the recipient‟s ABO and Rhesus group.  

 Cross-match the red cells of the selected donor against the serum or plasma of the 

recipient to be sure there are no ABO and Rhesus incompatibilities.  

 Explain the procedure to the patient if he or she is conscious. Ask the patient or relatives 

to report any chills, headaches, itching, or rash immediately.  

 Correctly identify the blood product and the patient: Confirm the patient‟s name. Check 

the compatibility information and expiry date on the blood bag. Check the ABO Rhesus 

of the patient on the patient card.   

 Double check blood or type of blood product with clinician‟s order. Check blood for 

clots.  

 Record the patient‟s baseline pulse, blood pressure, and temperature.  

Transfusing Once the transfusion has started, perform the following procedures:  

• Take the patient‟s pulse, blood pressure, and temperature after the first 15 minutes and 

half-hourly thereafter.  

• Observe the patient for flushing, itching, difficulty in breathing, hives (clear fluids filled 

lesions on the skin), or rashes when checking the vital signs.  

Preventing Complications and HAIs in Patients and HCWs To prevent complications 

and HAIs in patients:  

 Avoid unnecessary transfusions.  

 Screen donors for serious blood-borne infections (HIV, HBV, HCV, syphilis, etc.).  

 Collect the donor‟s blood aseptically into a closed system to minimize contamination.  

 Perform all steps in processing the blood within this closed system.  

 HCWs should wear gloves while collecting, testing, and transfusing blood.  

 HCWs should handle sharps carefully and dispose of them immediately in a puncture-

resistant container.  

 HCWs should wear PPE at all times.  
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FACTORS INFLUENCING MICROBIAL CONTAMINATION IN HEMODIALYSIS 

SYSTEMS 

Water supply— 

Source of community water  

• Ground water Contains endotoxin and bacteria  

 Surface water  

• Contains high levels of endotoxin and bacteria  

Water treatment at the dialysis center  

• None : Not recommended  

• Filtration: Prefilter: Particulate filter to protect equipment; does not remove 

microorganisms  

• Filtration:Absolute filter (depth or membrane filter): Removes bacteria, however, 

unless the filter is changed frequently or disinfected, bacteria will accumulate and grow 

through the filter; acts as a significant reservoir of bacteria and endotoxin  

• Filtration:Activated carbon filter: Removes organics and available chlorine or 

chloramines; acts as a significant reservoir of bacteria and endotoxin 

 Water treatment devices 

• Deionization/ion-exchange softener:Both softeners and deionizers are significant 

reservoirs of bacteria and do not remove endotoxin.  

• Reverse osmosis (RO): Removes bacteria and endotoxin, but must be disinfected; 

operates at high water pressure  

• Ultraviolet light Kills some bacteria, but there is no residual; ultraviolet-resistant 

bacteria can develop if the unit is not properly maintained  

• Ultrafilter Removes bacteria and endotoxin; operates on normal line pressure; can be 

positioned distal to deionizer; must be disinfected 

Water and dialysate distribution system (Distribution pipes)  

• Size Oversized diameter and length decrease fluid flow and increase bacterial reservoir 

for both treated water and centrally-prepared dialysate.  

• Construction Rough joints, dead ends, unused branches, and polyvinyl chloride (PVC) 

piping can act as bacterial reservoirs.  

• Elevation Outlet taps should be located at the highest elevation to prevent loss of 

disinfectant; keep a recirculation loop in the system; flush unused ports routinely.  
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• Storage tanks Tanks are undesirable because they act as a reservoir for water bacteria; 

if tanks are present, they must be routinely scrubbed and disinfected. 

Dialysis machines  

• Single-pass: Disinfectant should have contact with all parts of the machine that are 

exposed to water or dialysis fluid.  

• Recirculating single-pass or recirculating (batch): Recirculating pumps and machine 

design allow for massive contamination levels if not properly disinfected; overnight 

chemical germicide treatment is recommended. 
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ANNEXURE 
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Annexure-I 

Surgical Site Infection (SSI) Measures 

Measure Goal Type 

SSI 1 - Percent of clean and clean-contaminated patients with 

timely prophylactic antibiotic administration 

95% Process 

SSI 2 - Percent of clean and clean-contaminated patients with 

appropriate prophylactic antibiotic discontinuation 

95% Process 

SSI 3 - Percent of clean and clean contaminated surgery patients 

with surgical infection 

 Reduce by 50% Outcome 

SSI 4 - Percent of surgical patients with appropriate hair removal 95% Process 

SSI 5 - Percent of all diabetic or surgical patients at risk of high 

blood glucose with controlled post-operative serum glucose POD 

0, 1, and 2 

95% Process 

SSI 6 - Percent of all clean or clean-contaminated surgical 

Patients with normothermia within 15 minutes of end of surgery 

or on arrival in PACU 

95% Process 

SSI 7 - Percentage of clean or clean-contaminated surgical 

patients with appropriate selection of prophylactic antibiotic 

95% Process 

SSI 8 - Percent of clean and clean-contaminated caesarean section 

patients with timely prophylactic antibiotic administration for C-

Section 

95% Process 

SSI 9 - Percent of clean and clean-contaminated surgical patients 

with pre-op wash with soap or antiseptic agent 

95% Process 

SSI 10 - Percent of clean and clean-contaminated surgical 

patients with appropriate intra-op skin cleansing on intact skin 

95% Process 

SSI 11 - Percent of clean and clean-contaminated adult surgical 

patients receiving 2 grams of Cefazolin as prophylactic antibiotic 

95% Process 

SSI 12 - Percent of clean and clean-contaminated surgical 

patients receiving appropriate prophylactic antibiotic re- dosing 

95% Process 

SSI 13 - Percent of clean and clean contaminated surgery patients 

with evidence of surgical site infection at the time of, or prior to 

discharge 

Reduce by 50% Outcome 
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SSI 14 - Surgical Site Infection Pre-operative (Pre-op) Score 95% or higher Outcome 

SSI 15 - Surgical Site Infection Perioperative Score 95% or higher Outcome 

SSI 16 - Surgical Site Infection Postoperative (Post-op) Score 95% or higher Outcome 

SSI 17 - Surgical Site Infection Score 95% or higher Outcome 

 

Types of Measures 

Safer Healthcare Now! (SHN) has two types of measures for each of the interventions: process 

measures and outcome measures. Some interventions also have balancing measures and information 

measures. Below are examples of each. 

Outcome measures - answers whether the team is achieving what it is trying to accomplish and 

articulates the picture of success. For example, if the team wants to reduce falls it should measure 

the number of falls. 

Process measures - Processes which directly affect the outcome are measured to ensure that all key 

changes are being implemented to impact the outcome measure. For example, the delivery of timely 

prophylactic antibiotics to reduce surgical site infection. 

Balancing measures - answer the question whether improvements in one part of the system were 

made at the expense of other processes in other parts of the system. For example, in a project to 

reduce the average length of stay for a group of patients, the team should also monitor the percent of 

readmissions within 30 days for the same group. 

 

 

Candia Patient safety institute. Measures: Surgical Site Infections (SSI). Retrieved August 05, 2020, 

from;   https://www.patientsafetyinstitute.ca/en/toolsResources/psm/Pages/SSI-measurement.aspx 

  

  

https://www.patientsafetyinstitute.ca/en/toolsResources/psm/Pages/SSI-measurement.aspx


INFECTION PREVENTION AND CONTROL MANUAL 
  

Copy Right @ND Medical Teaching Institution-Khyber Teaching Hospital, Peshawar  Page 168 
 

Annexure-II 

CLEANING STANDARDS 

Elements Standards 

DIRECT CONTACT 

1. Commodes All parts including underneath should be visibly clean with no blood 

and body substances, dust, dirt, debris or spillages. 

2. Bathroom hoists As Above 

3. Weighing scales, manual 

handling equipment 

As Above 

4. Drip stands As Above 

5. Other medical equipment 

NOT connected to a 

patient, e.g. intravenous 

infusion pumps and 

pulse oximeters 

All parts including underneath should be visibly clean with no blood 

and body substances, dust, dirt, debris or spillages. 

6. Medical equipment 

connected to a patient, 

e.g. intravenous infusion 

pumps drip stand and 

pulse oximeters 

All parts including underneath should be visibly clean with no blood 

and body substances, dust, dirt, debris or spillages. 

7. Patient washbowls All parts including underneath should be visibly clean with no blood 

and body substances, dust, dirt, debris or spillages.  

Patient washbowls should be decontaminated appropriately between 

patients and should be stored clean, dry and inverted. Badly scratched 

bowls should be replaced. 

8. Medical gas equipment All parts including underneath should be visibly clean with no blood 

and body substances, dust, dirt, debris or spillages. 

9. Patient fans All parts including the blades/fins and the underside should be visibly 

clean with no blood and body substances, dust, dirt, debris or spillages. 

CLOSE CONTACT 

10. Bedside alcohol hand 

wash container, 

clipboards and notice 

All parts including holder of the bedside alcohol hand wash container 

should be visibly clean with no blood and body substances, dust, dirt, 

debris or spillages.  
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boards Hand wash dispenser should be free of product build-up around the 

nozzle. Splashes on the wall, floor, bed or furniture should not be 

present. 

11. Notes and drugs trolley All parts including underneath and inside of the notes trolley should be 

visibly clean with no blood and body substances, dust, dirt, debris or 

spillages. 

12. Patient personal items 

e.g. cards, bags and 

suitcase 

All parts of the patient’s items should be visibly clean with no blood 

and body substances, dust, dirt, debris or spillages. Loose items such 

as clothing should be stored away either in the locker or bag. 

13. Linen trolley All parts including underneath of the linen trolley should be visibly 

clean with no blood and body substances, dust, dirt, debris or spillages. 

FIXED ASSETS 

14. Switches, sockets and 

data points 

All wall fixtures e.g. switches, sockets and data points should be 

visibly clean with no blood and body substances, dust, dirt, debris, 

adhesive tape or spillages. 

15. Walls All wall surfaces including skirting should be visibly clean with no 

blood and body substances, dust, dirt, debris, adhesive tape or spillages 

16. Ceiling All ceiling surfaces should be visibly clean with no blood and body 

substances, dust, dirt, debris, adhesive tape or spillages. 

17. All doors All parts of the door structure should be visibly clean so that all door 

surfaces, vents, frames and jambs have no blood or body substances, 

dust, dirt, debris, adhesive tape or spillages. 

18. All internal glazing 

including partitions 

All internal glazed surfaces should be visibly clean and smear-free 

with no blood and body substances, dust, dirt, debris, adhesive tape or 

spillages. They should have a uniform shine appearance. 

19. All external glazing All external glazed surfaces should be clean. 

20. Mirrors Mirrors should be visibly clean and smear-free with no blood and body 

substances, dust, dirt, debris, adhesive tape or spillages 

21. Bedside patient TV 

including earpiece for 

bedside entertainment 

system 

All part of the bedside patient TV should be visibly clean with no 

blood and body substances, dust, dirt, debris, adhesive tape or stains. 

22. Radiators All part of the radiator (including between panels) should be visibly 

clean with no blood and body substances, dust, dirt, debris, adhesive 
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tape or spillages. 

23. Ventilation grilles 

extract and inlets 

The external part of the ventilation grille should be visibly clean with 

no blood and body substances, dust, dirt, debris or cobwebs. 

HARD FLOORS 

24. Floor – polished The complete floor including all edges, corners and main floor spaces 

should have a uniform shine and be visibly clean with no blood and 

body substances, dust, dirt, debris, spillages or scuff marks. 

25. Floor – non-slip The complete floor including all edges, corners and main floor space 

should have a uniform finish or shine and be visibly clean with no 

blood and body substances, dust, dirt, debris or spillages 

26. Soft floor The complete floor including all edges and corners should be visibly 

clean with no blood and body substances, dust, dirt, debris or spillages. 

Floors should have a uniform appearance and an even colour with no 

stains or watermarks. 

27. Pest control devices The pest control device should be free from dead insects, animals or 

birds and be visibly clean. 

28. Electrical items The casing of electrical items should visibly clean with no blood and 

body substances, dust, dirt, debris or adhesive tape. 

29. Cleaning equipment Cleaning equipment should be visibly clean with no blood and body 

substances, dust, dirt, debris or moisture. 

Furnishings And Fixtures 

30. Low surfaces All surfaces should be visibly clean with no blood and body 

substances, dust, dirt, debris, adhesive tape or spillages. 

31. High surfaces All surfaces should be visibly clean with no blood and body 

substances, dust, dirt, debris, adhesive tape or spillages. 

32. Chairs All parts of the furniture should be visibly clean with no blood and 

body substances, dust, dirt, debris, adhesive tape, stains or spillages 

33. Beds All parts of the bed (including mattress, bed frame, wheels and castors) 

should be visibly clean with no blood and body substances, dust, dirt, 

debris, adhesive tape or spillages. 

34. Lockers All parts of the locker (including wheels, castors and inside) should be 

visibly clean with no blood and body substances, dust, dirt, debris, 

adhesive tape, stains or spillages. 

35. Tables All parts of the table (including wheels, castors and underneath) should 
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be visibly clean with no blood and body substances, dust, dirt, debris, 

adhesive tape, stains or spillages. 

36. Hand wash containers All part of the surfaces of hand soap, paper towel containers should be 

visibly clean with no blood and body substances, dust, dirt, debris, 

adhesive tape or spillages. 

37. Hand hygiene alcohol 

rub dispensers 

All part of the surfaces of hand hygiene alcohol rub dispensers should 

be visibly clean with no blood and body substances, dust, dirt, debris, 

adhesive tape or spillages. Dispensers should be kept stocked. 

38. Waste receptacles The waste receptacle should be visibly clean including lid and pedal 

with no blood and body substances, dust, dirt, debris, stains or 

spillages. Receptacles should be emptied frequently and not allowed to 

overflow. 

39. Curtains and blinds Curtains/blinds should be visibly clean with no blood and body 

substances, dust, dirt, debris, stains or spillages. 

KITCHEN FIXTURES AND APPLIANCES 

40. Dishwashers Dishwashers should be visibly clean with no blood and body 

substances, dust, dirt, debris, stains, spillages or food debris. 

41. Fridges and freezers Fridges and freezers should be visibly clean with no blood and body 

substances, dust, dirt, debris, spillages, food debris or build up of ice. 

42. Ice machines and hot 

water boilers 

Ice machines and hot water boilers should be visibly clean with no 

blood and body substances, dust, dirt, debris or spillages. 

43. Kitchen cupboards Kitchen cupboards should be visibly clean with no blood and body 

substances, dust, dirt, debris, stains, spillages or food debris. 

44. Microwaves All microwave surfaces should be visibly clean with no blood and 

body substances, dust, dirt, debris, spillages or food debris. 

TOILETS, SINKS, WASH HAND BASINS AND BATHROOM FIXTURES 

45. Showers The shower, wall-attached shower chairs should be visibly clean with 

no blood and body substances, scum, dust, lime scale, stains, deposit or 

smears. 

46. Toilets and bidets The toilet and bidet should be visibly clean with no blood and body 

substances, scum, dust, lime scale, stains, deposit or smears. 

47. Replenishment There should be plenty of all consumables and soap. 
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48. Sinks The sink and wall-attached dispensers should be visibly clean with no 

blood and body substances, dust, dirt, debris, lime scale, stains or 

spillages. Plugholes and overflow should be free from build-up. 

49. Baths The bath should be visibly clean with no blood and body substances, 

dust, dirt, debris, lime scale, stains or spillages. Plugholes and 

overflow should be free from build-up. 
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