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FIRE DEPARTMENT INFECTION/EXPOSURE CONTROL PROGRAM

11.01  PURPOSE:  This OG establishes the Fire Department Infection Control Program/Exposure Control Plan for this department.  It is intended to identify those tasks  for which it can be reasonably anticipated that an exposure to blood, other body fluids, or other potentially infectious materials may occur; to establish a schedule for implementation of the departments infection control plan; and to identify the procedure for the evaluation of circumstances surrounding exposure incidents.

11.02  POLICY:  This OG applies all firefighters, and their response to all emergency and non-emergency situations that may place them in contact with a potentially infectious substance.

11.03  RESPONSIBILITIES:  It is the responsibility for all fire protection personnel to comply with this OG.

11.04.  PROCEDURE:  The following procedures outline the Fire Departments policy on the Infection Control Program.

  
a.  The Russell Fire Department recognizes the potential exposure of its firefighters, in the performance of their duties, to communicable diseases.  To minimize the risk of exposure, the Fire Department will implement an Infection Control Program.

  
b.  The Infection Control Program will include an Exposure Control Plan, initial training and continuing education in infection control practices, a vaccination program, the provision of proper infection control clothing and equipment, procedures for the disposal of medical waste, a system for reporting and managing exposures and ensuring confidentiality, monitoring of compliance with the Exposure Control Plan, the design of fire department facilities to minimize the risk of infection, and a public information campaign.  The Exposure Control Plan shall be reviewed annually.


c.  Finally, exposure to communicable disease shall be considered an occupational health hazard, and any communicable disease contracted as a result of a documented  exposure shall be considered occupationally related.    

11.05  EXPOSURE DETERMINATION:


a.  The following tasks are reasonably anticipated to involve exposure to blood, body fluids, or other potentially infectious materials:


  
(1)  Provisions of emergency medical care to injured or ill patients;


  
(2)  Rescue of victims of hostile environments, including burning structures, or vehicles, water contaminated atmospheres, or oxygen deficient atmospheres;


  
(3)  Extrication of persons from vehicles, machinery, or a collapsed excavations or structures;


  
(4)  Response to hazardous materials emergencies, both transportation and fixed site, involving potentially infectious substances.


b.  The following job classifications are reasonably anticipated to involve exposure to blood, body fluids, or other potentially infectious substances in the performance of their duties:

  

FIRE FIGHTERS (ALL GRADES)


                        ALL FIRST AID RESPONDERS

 

TRAINING/SAFTEY OFFICER            



                        EMTS

  

EMERGENCY RESCUE PERSONNEL

  

SPECIALIZED RESCUE CREW

11.06  IMPLEMENTATION:


a.  The Infection Control Program is applicable to all members providing fire, rescue or other emergency  medical services.  It is effective immediately.


b.  The Fire Department Infection Control Officer will be the TRAINING and SAFTEY OFFICER.  The Infection Control Officer is responsible and answers directly to the Fire Chief.


c.  The Infection Control Program consists of a policy statement, identification of roles and responsibilities, an Exposure Control Plan, training, and record-keeping.  The Exposure Control Plan identifies specific procedural guidelines for all aspects and response and station environments where disease transmission can be reasonably anticipated, as well as training, administrative aspects of the program, and post-exposure evaluation/investigation.  Specific program components are identified as follows:


  
(1)  Infection Control Policy Statement (this OG)


  
(2)  Exposure Control Plan  (Infectious Disease Control Program Binder)


  
(3)  Health/Medical training, and post-exposure record-keeping and documentation requirements are addressed in the Exposure Control Plan.

11.07  EVALUATION OF EXPOSURE INCIDENTS:  The procedure for the evaluation/investigation of circumstances surrounding incidents of exposure to blood, other body fluids , or other potentially infectious materials is detailed in the Exposure Control Plan, Post-Exposure Protocols.  Medical follow-up, documentation, record-keeping, and confidentiality requirements are also defined in the Exposure Control Plan.

11.08  GENERAL PROGRAM  MANAGEMENT:   Infectious disease control program exposure control program.


a. Policy Statement:  The Fire Department recognizes the potential exposure of its members to communicable diseases in the performance of their duties and in the normal work environment.  The Fire Department is committed to a program that will reduce this exposure to a minimum and will take whatever measures are feasible to protect the health of its members.  The program will consist of the following essential elements: 


(1)  Exposure Control Plan

       
(2)  Health Maintenance


(3)  Infection Control Training


(4)  Engineering and Work Practice Controls


(5)  Universal Precautions


(6)  Personnel Protective Equipment


(7)  Scene Operations 


(8)  Housekeeping (Post Response)


(9)  Post-Exposure Protocols


(10) Compliance and Quality Monitoring

       
(11) Program Evaluation  

The Russell Fire Department has an Exposure Control Plan for its operations.  The program described in the remainder of this document addresses those elements of the requirements that directly impact emergency first responders.  The Fire Department has developed its own operating instructions to supplement this plan.

  
  A copy of this Exposure Control Plan will be available for any member or organization to review.  A copy will be provided to anyone wishing a copy.

 
  This Exposure Control Plan will be updated as necessary and reviewed by the Fire Chief, Deputy Chief, Assistant Chief, Fire Captain's, Training, and Safety Officer.


  All members of this organization must comply with the Information in the Exposure Control Plan or face possible departmental disciplinary action.      


b.  Program Administration:  The Fire Chief is responsible for the implementation of the ECP.  Training/Safety will maintain and update the written ECP at least annually and whenever necessary to include new or modified tasks and procedures.  


-Those members who are reasonably anticipated to have contact with or exposure to blood or other potentially infected materials are required to comply with the procedures and work practices outlined in this ECP. 


 -The Fire Chief will have the responsibility for written house keeping protocols and will ensure that effective disinfectants are purchased.








                                                     -Training/Safety will be responsible for ensuring that all medical actions required are performed and that the appropriate medical records are maintained.


-Training/Safety will be responsible for training, documentation of training, and making the written ECP available to members.


-Fire Officer's will maintain and provide all necessary personal protective equipment PPE, engineering controls, i.e. sharp containers, etc. labels, and red bags as required by the standard.  The Fire Chief will ensure that adequate supplies of the above mentioned equipment are available.

11.09  EMPLOYEE EXPOSURE DETERMINATION:  Job classifications in which all employees have occupational exposure to bloodborne pathogens.


-Below are listed the job classifications in our department where all members will have reasonably anticipated exposure to human blood and other potentially infectious materials:


  JOB TITLE                         RUSSELL FIRE DEPARTMENT


Firefighters (all grades)    


*


Training/Safety Officer              

*


Fire Officers                        


*


All First Aid Responders             

*


Other Emergency Response             

*


Personnel Not Otherwise Classified   
*

11.10  METHODS OF COMPLIANCE:


a. UNIVERSAL PRECAUTIONS:  All exposed members will routinely use protective equipment to prevent skin and mucous membrane exposure when contact with blood or other body fluids of any patient is anticipated.  All blood, body fluids, and tissues shall be considered infectious, and universal precautions and isolation procedures will be used.


GLOVES WILL BE WORN:


When touching blood or body fluids, mucous membranes or non-intact skin of any patient.


During all cleaning of blood or body fluids and any decontaminating procedures.


Gloves should be changed if torn after contact with each patient.

-Masks, protective eye wear or face shields should be worn during procedures that are likely to generate droplets of blood or other body fluids to prevent exposure of mucous membranes from splashes to the mouth, eyes and nose.  Hands and other skin surfaces should be washed immediately and thoroughly if contaminated with blood or other body fluids.  Hands should be washed immediately after gloves are removed.

All firefighters/members will take precautions to prevent injuries caused by needles, scalpels and other sharp instruments.  To prevent needle stick injuries, needles should not be recapped, bent or broken, removed from 

disposable syringes, needles and scalpel blades and other sharp items should be placed in a puncture-resistant biohazard container for disposal.  These containers will be located in the area of immediate use.

Each First Aid Kit and Oxygen Unit will have readily accessible pocket masks or resuscitation bags to be used in case of respiratory arrest to minimize the need for mouth-to-mouth resuscitation.

-Firefighters who have weeping lesions should refrain from all direct patient care and from handling patient care equipment until the condition resolves.

-All disposable materials soiled with blood or other body fluids will be placed in a red plastic biohazard bag.  Transport of these bags to a designated pick-up will be the responsibility of the Fire Officer's or qualified (trained) personnel.  Personnel who are not trained in the hazards of infectious disease should not handle soiled materials, this includes custodial personnel.  


b.
STORAGE, DECONTAMINATION, AND DISPOSAL AREAS:


(1)  All stations will designate separate, locked areas for:



(a)  Equipment decontamination and disinfection.


  
(b)  Storage of clean patient care equipment and infection control personal protective equipment.


  
(c)  Storage of biohazard waste.


(2)  Under no circumstances will kitchens, bathrooms, or living areas be used for decontamination or storage of patient care equipment or infectious waste.


(3)  Decontamination areas will be marked with biohazard signs.


(4)  Infectious waste storage areas will be marked with biohazard signs and will be maintained in accordance with all EPA and local regulations.


(5)  Contaminated sharps will be stored in a closed puncture-resistant, leak proof containers (sharps boxes) with appropriate biohazard markings and color-coding.



(a)  Other contaminated materials will be stored in leak proof bags with appropriate biohazard markings or color-coding.


  
(b)  If outside contamination of disposal bag is a possibility, a second bag with identical markings will be placed over the first.


  
(c)  Reusable bins and containers, if used to store biohazard waste will be inspected, cleaned and disinfected weekly, and immediately if outside contamination is present.


(6)  The emergency scene should be maintained in as sanitary condition as practical.  An appropriate decontamination and cleaning method should be determined based on the location, type of surface to be cleaned, type of soil present and tasks or procedures performed.  All equipment and environmental and working surfaces shall be cleaned and decontaminated after contact with blood or potentially infectious materials.  A stocked decontamination kit is kept on the rescue vehicle.

-The choice of personnel protective equipment will be such that members will be encouraged to use maximal rather than minimal PPE for each situation.

-While complete control of the emergency scene is not possible, scene operations as much as possible will attempt to limit splashing, spraying, or aerosolization of body fluids.

-The minimum number of members required to complete the task safely would be used for all on-scene operations.  Members not immediately needed will remain a safe distance from operations where communicable disease exposure is possible or anticipated.

-Used needles and other sharps will be disposed of an approved 

sharps containers.  Needles will not be recapped, resheathed, bent, broken, or separated from disposable syringes.

Sharps containers will be easily accessible on-scene.


c.   HANDWASHING:  Hand washing is the most important procedure for preventing the spread of health care related infections.  Wash before and after contact with patients or equipment and immediately after removing glove.  Liquid soap or antiseptic solution in a proper dispenser is preferred.  Self-contained unit refills of liquid soap are generally safer than refillable and reusable containers, which may become contaminated with drug-resistant bacteria.  Bar soap is an acceptable alternative when provided with a well-drained receptacle.

-Proper drying with paper towels is as important as washing since drying removes skin surface cells which are the reservoir for bacteria on the skin.

-Members will wash hands:


- After removing PPE


- After each patient contact.


- After handling potentially infectious materials.


- After cleaning or decontaminating equipment.


- After using the bathroom.


- Before eating.


-Hand washing with soap and water will be performed for ten to fifteen seconds.  If soap and water are not available at the scene, a waterless hand wash may be used, provided that a soap and water wash is performed immediately upon return to quarters or the hospital.

-Eating, drinking, smoking, handling contact lenses, or applying cosmetics or lip balm is prohibited at the scene of operations.

11.11  PERSONAL PROTECTIVE EQUIPMENT:  Appropriate protective equipment will be worn at all times.  When there is a potential for emergency response personnel to have exposure.  Appropriate personnel protective equipment (PPE) shall be provided to the responder.  Proper infection control protective equipment includes disposable medical gloves, face masks, gown, and eyewear, and the fire department will also provide necessary cleaning and disinfecting supplies.  

Specification, purchase, storage, and issue of personal protective equipment (PPE).


a.  Standards for personal protective equipment will be developed by the Infection Control Officer and updated or modified as needed.


b.  The department is responsible for the supply, repair, replacement, and safe disposal of infection control PPE (at no cost to the member).


c.  The Infection Control Officer and determine proper stock supply levels of PPE both for stations and response vehicle.


d.  The senior officer will ensure that station stock of PPE is adequate and that the supplies nearing expiration dates are used first.  


e.  The amount, type and location of PPE will be standardized on all response vehicles. 


f.  Available PPE (in addition to PPE for structural firefighting will include disposable gloves, rubber gloves for disaffection purposes, face masks, eye protectors , full face shields, fluid-impervious gowns, sharps containers, leak proof disposal bags, and shoe covers.


g.  Disposable gloves will be covered with latex.


h.  Sharps containers will be closable, puncture resistant, and leak proof.  Sharps containers will be color coded, labeled as biohazard, and immediately accessible.


i.   Replacement pocket masks, gloves and other PPE will be carried on response vehicles and stocked at the station. 


j.  All cleaning, laundering and disposal of PPE will be done at no cost to the employee. 

11.12   SELECTION AND USE OF PERSONAL PROTECTIVE EQUIPMENT: 


a.  Emergency response often is unpredictable and uncontrollable.  While blood is the single most important source of HIV and HBV infection in the workplace, in the field it is safest that all body fluids are infectious.  For this reason,  PPE will be chosen to provide barrier protection against all body fluids.


b.  In general, members will select PPE appropriate to the potential for spill, splash, or exposure to body fluids.  No operating instruction or PPE ensemble can cover all situations.  Common sense must be used.  When in doubt, select the maximal rather than the minimal PPE.


c.   Disposal  gloves will be worn during any patient contact when potential exists for contact with blood or any other body fluids, non-intact skin, or other infectious material.   


d.  Gloves will be replaced as soon as possible when soiled, torn, or punctured.  Wash hands after glove removal.


e.  Disposable gloves will not be reused or washed and disinfected for reuse.


f.  Where possible gloves should be changed between patients in multiple casualty situations.


g.  Structural firefighting gloves may be worn in situations where sharp or rough edges are likely to be encountered.  


h.  Facial protection will be used in any situation where splash contact with the face is possible.  Facial protection may be afforded using both a face mask and eye protection, or by using a full-face shield.  When treating a patent with a suspected or known airborne transmissible disease, face masks or particulate respirators will be used.  The first choice is to mask the patient; if this is not feasible, mask the member (s).


i. Face shields on structural helmets WILL NOT be used for infection  control purposes. 


j.  Fluid resistant gowns are designed to protect clothing from splashes.  Structural and/or  firefighting gear  also protects clothing from splashes and is preferable in fire, rescue, or vehicle extrication activities.  Gowns may interfere with, or present a hazard to, the member in these circumstances.  The decision to use barrier protection to protect clothing, and the type of barrier protection used will be left to the member.  Structural and/or firefighting gear will always be worn for fire suppression and extrication activities. 


k.  Under certain circumstances, head covers and /or shoe covers will be required to protect these areas from potential contamination.  Structural  firefighting gear ( impervious boots, helmets) also may be used for barrier protection.


l.  Personal Protective Equipment will be removed after leaving the work area or as soon as possible if contaminated.  After use, all PPE will be placed in leak proof bags, color-coded and identified as a biohazard, and transported for proper disposal.

11.13   HOUSEKEEPING (POST RESPONSE):  Upon return to quarters, contaminated equipment will be removed and replaced with clean equipment.  Supplies of PPE on response vehicles will be replenished.  Contaminated equipment will be stored only in the decontamination area.  Cleaning and decontamination will be performed as soon as practical.  


a.  Disposal equipment and other biohazard waste generated during on-scene operations will be stored in the biohazard disposal area in the appropriate leak proof containers.  Sharps containers, when full, will be closed and placed in the biohazard disposal area.


b.  Gloves will be worn with all contact with contaminated equipment or materials.  Other PPE depending on the splash or spill potential.  Heavy-duty utility gloves may be used for cleaning, disaffection, or decontamination of equipment.


c.  Eating, drinking, smoking, handling contact lenses, or applying cosmetics or lip balm is prohibited during cleaning or decontamination procedures.


d.  All disinfectants will be tuberculocidal and EPA approved and registered.


e.  Any damaged equipment will be cleaned and disinfected before being sent out for repair.


f.  The manufacturer's guidelines will be used for the cleaning and decontamination of all equipment.  Unless otherwise specified.


g.  Work surfaces will be decontaminated with an approved disinfectant after completion of procedures, and after spillage or contamination with blood or potentially infectious materials.  Seats on response vehicles contaminated with body fluids from soiled PPE also will be disinfected upon return to station.  


h.  Contaminated firefighting gear (turnout coats/bunker pants, boots) will be cleaned in according to the manufacturer's recommendations.  


i.  Contaminated work cloths will be removed and exchanged for clean cloths.  The member will shower if body fluids were in contact with skin under work cloths.


j.  Contaminated work cloths will be laundered.  Under no circumstances will any member launder contaminated work cloths at home.


k.  Broken glassware that may be contaminated shall not be picked up directly with hands.   It will only be removed by mechanical means, i.e. : broom and dust pan, tongs, etc.


l.  All contaminated waste and equipment will be picked up in a Red BAG as to prevent leakage of fluids or contamination of additional equipment.


m.  The use of double bagging Red BAG material is encouraged if the individual feels it is necessary to prevent further contamination.


n.  All Red Bag material generated during contamination will be brought to the hospital for disposal as soon as possible, to be disposed of by them.  

11.14  HEPATITIS B VACCINATION POST-EXPOSURE EVALUATION AND FOLLOW-UP: 


a.  HEPATITIS B VACCINATION:  TRAINING/SAFTEY OFFICER will provide information on Hepatitis B vaccinations addressing its safety, benefits, efficacy, methods of administration and availability.  The Hepatitis B vaccination series will be made available at no cost who  have occupational exposure to blood or any other potentially infectious materials unless:


The employee has previously received the series


Antibody testing reveals that the member is immune


Medical reasons prevent the taking the vaccination; or


The member chooses not to participate

All members are strongly encouraged to receive the Hepatitis B vaccination series.  However, if an member chooses to decline HB vaccination, then the member must sign a statement to this effect.  Members who decline may request and obtain the vaccination at a later date at no cost (if funding is still available).  Documentation of the HB vaccination  will be kept in the Health Record Folder with the employee's other medical records.


-Participation in prescreening is not a prerequisite for receiving Hepatitis B vaccination.


-Hep B vaccination will be provided, even if member declines but later accepts treatment (based upon funding and clinic schedule).


-Members must sign Declination form when declining HB vaccination.


-HB booster doses will be available to member at no cost


b.  POST EXPOSURE EVALUATION AND FOLLOW-UP PROCEDURES FOR REPORTING, DOCUMENTING AND EVALUATING THE EXPOSURE:




(1)  Should an exposure incident occur contact an Officer immediately.  Each exposure must be documented by the employee on an " Exposure Report Form ".  TRAINING/SAFTEY will add any additional information as needed.  A physician from the nearest medical facility at no cost to the member will conduct an immediately available confidential medical evaluation and follow-up.  The following elements will be performed:


-Document the routes of exposure and how exposure occurred.


-Identify and document the source individual unless the employer can establish that identification is infeasible or prohibited by state or local law.


-Obtain consent and test source individual’s blood as soon as possible to determine HIV or HBV infectivity and document the source's blood test results.


-If the source individual is known to be infected with either HIV or HBV, testing need not be repeated to determine the known infectivity.


-Provide the exposed employee with the source individual's test results and information about applicable disclosure laws and regulations concerning the source identity and infectious status.


-After obtaining consent, collect exposed members blood as soon as feasible after the exposure incident and test blood for HIV and HBV serological status.


-If the member does not give consent for HIV serological testing during the collection of blood for baseline testing, preserve the baseline blood sample for at least 90 days.  If within 90 days the member wants this baseline sample tested, such will be accomplished as soon as possible.



(2)  INFECTION CONTROL OFFICER will review the circumstances of the exposure incident to determine if procedures, protocols and/or training need to be revised.  Standard prophylactic medical treatment will be given to exposed members, and necessary immunizations will be made available to protect members from potential exposure to infectious disease.  


Any member exposed to potentially infectious material will wash immediately wash the 

            exposed area  with soap and water or saline eye wash if the eyes are involved.


Any member having an occupational communicable disease exposure will immediately 

            report the exposure to his/her supervisor.  Needle stick injuries will be reported to the  

            Infection Control Officer immediately.


The member will fill out a communicable disease exposure report before completion of 

            shift for any of the following exposures:

       Needle stick


  Break in skin caused by a potentially contaminated object


  Splash of blood or other potentially infectiously materials onto eyes, mucus membranes, 

              or in non-intact skin.


  Mouth-to mouth resuscitation without pocket mask/ one-way valve.


  Other exposure that the member feels significant.


The report will include details of the task being performed, the means of transmission, the 

            portal of entry, and the type of PPE in use at the time.


The officer will review the communicable disease report and forward it to the Infectious 

            Control Officer.  An entry will be made in the daily activity log.


The Infection Control Officer will evaluate the report for exposure hazards.  If a possible 


exposure occurred, the Infectious Control Officer, ASAP NLT 24 hours post-exposure, 


will arrange medical evaluation by a Physician or designee.  If no exposure took place, 


the Infection Control Officer will counsel the member on exposure hazards.


The Infection Control Officer will complete the communicable disease exposure report, 


indicating disposition of medical management, and file the report in the office of the Fire 


Chief.


The Infection Control Officer will perform or refer members for infection control 


retraining or for stress management counseling if indicated.  Spousal counseling will be 


made available.


The Infection Control Officer will trace the source patient to the receiving medical 


facility.  The Infection Control Officer will notify the receiving facility that a 


communicable disease exposure took place, and request and infectious disease 


determination, as provided under William White Act of 1990.  Request for consent to test 


the source patient for HIV and HBV will be made.


The source patient has the right to refuse under present regulations.


The Physician or designee will provide appropriate diagnostic 


work up and treatment of members with communicable disease exposures.  Services will 


include long term follow-up and member/spousal counseling.


Under the Ryan White Act, medical treatment facilities will notify the department 


Infection Control Officer of any patient transported by members of the department with a 


diagnosis of an airborne transmittable disease.  When so notified, the Infection Control 


Officer will contact members involved and schedule medical evaluation by a Physician.


Although not required by the Ryan White Act, medical treatment facilities will provide 


similar notification of diagnosis of bloodborne or other potentially communicable disease 


if a member provided care of transportation to the source patient, and if disease 


transmission could have taken place.  This policy will be carried out through cooperative 


agreements between medical facilities and this department.  Patient confidentiality will be 


preserved in any notification procedure.

       
c.  HEALTH CARE PROFESSIONALS INFORMATION:  TRAINING/SAFTEY will ensure that health care professionals responsible for member's HB vaccination and post-exposure evaluation and follow-up be given a copy of the OSHA Bloodborne Standard.  TRAINING/SAFTEY will also ensure that health care professional evaluating an employee after an exposure incident receives the following:


-A description of the member's jobs duties relevant to the exposure incident.


-Routes of exposure


-Circumstances of exposure


-If possible, results of the source individuals blood test; and


-Relevant employee medical records, including vaccination status

     
d.  HEALTH CARE PROFESSIONAL'S WRITTEN OPINION:  The local hospital will provide the employee with a copy of the evaluating health care professional's written opinion within 15 days after completion of the evaluation.  For HB vaccinations, the healthcare professional's written opinion will be limited to whether the employee requires or has received the HB vaccination.  The written opinion for post-exposure evaluation will be limited to whether or not the employee has been informed of the results of the medical evaluation and any medical conditions, which may require further evaluation and treatment.  All other diagnoses must remain confidential and not be included in the written report to our department.


e.  MEDICAL RECORDS:  Medical records for all members will be maintained at the Russell Fire Department in a locked cabinet to include the following information:


-Employee name and social security number.

   
-Employee HB vaccination status.


-All medical testing and past exposure follow-up status.


-Copies of healthcare professional written opinion.


-Copies of information provided to the healthcare professional.

All members medical records will be kept confidential and will not be disclosed with the members express written consent any person within or outside the workplace except as required by the standard or as may be required by law.  Member's medical records shall be provided upon request of the member or to anyone having written consent of the member within 15 working days.

11.15    COMMUNICATION OF HAZARDS TO MEMBERS:
a. LABELS AND SIGNS:  The following label method (s) will be used at our department.



-Red Bags will be used in place of Biohazard labels.



-Any contaminated equipment that cannot fit into a red bag will be covered with a 



red bag as best as possible and tagged as to inform what the equipment is and 



what parts are contaminated.



-All equipment contained in the red bags must be labeled.



-Fire Officer will ensure warning labels are affixed or red bags are used as 



required.  Members are to notify an officer if they discover unlabeled regulated 



waste containers.


b.  TRAINING:  All members who have or are reasonably anticipated to have occupational exposure to bloodborne pathogens will receive training conducted by the Infection Control Officer.  Infection Control Officer will provide training on the epidemiology OF BLOODBORNE PATHOGEN DISEASES.  Plans, and the Universal Precautions manual as well as other aids will be used.  This material will be used to inform members of the epidemiology, symptoms, and transmission of bloodborne diseases.  In addition, the training program will cover, at a minimum, the following elements:


-A copy of and explanation of the standard


-Epidemiology and systems of bloodborne pathogens  


-Modes of transmission


-Our Exposure Control Plan and how to obtain a copy


-Methods to recognize exposure tasks and other activities that may involve exposure to 


blood


- Work Practices, and PPE


-PPE-types, use, location, removal handling, decontamination, and disposal


-PPE-the basis for selection

All members must attend an initial training in the bloodborne pathogens. All members will attend a refresher course on this exposure control plan annually to be scheduled by the Training Safety Officer. 

11.16   RECORDKEEPING:


a.  TRAINING RECORDS:  the TRAINING/SAFTEY OFFICER at the fire department will maintain Bloodborne pathogen training records.  The training record shall include:



-The dates of the training session



-The contents or a summary of the training sessions



-The names and qualifications of persons conducting the training


 
Training records will be maintained for a minimum of three (3) years from the date on which the training occurred.

Employee training records will be provided upon request to the member or the member's authorized representative within 15 working days.

11.17   CPR TRAINING PRECAUTIONS:


a.  CPR TRAINING:  Policy for minimizing risk of transmission of AIDS during CPR training- the following general guidelines will be followed:



(1)  The manufacture’s recommendation and provisions for sanitary practices for the training mannequin should be followed.



(2)  Students or instructors should not actively participate in training sessions (hands-on training with mannequins) if they have dermatological lesions on hands or in oral or circumoral areas, if they are known to be seropositive for hepatitis B surface antigens, if they have upper respiratory tract infections, if they have AIDS, or if the student or instructor has reason to believe that he or she has been exposed to or is in the active stage of any infectious process.



(3)  Students should be told in advance that the training sessions would involve close physical contact with their fellow students.



(4)  If more than one CPR mannequin is used in a particular training class, students should preferably be assigned in pairs, with each pair having contact with only one mannequin.  This approach would lessen the possible exposure of other class members.



(5)  All persons responsible for CPR training should be thoroughly familiar with hygienic concepts (e.g., through hand washing prior to mannequin contact and not eating during class to avoid contaminating mannequins with food particles) as well as the procedures for cleaning and maintaining mannequins and accessories (e.g., face shields).  Mannequins should be inspected routinely for signs of physical deterioration, such as cracks or tears in plastic surfaces, which makes through cleaning difficult, if not impossible.  The cloths and hair of mannequins should be washed periodically(e.g., monthly or whenever visibly soiled).



(6)  During the training of two-rescuer CPR, there is no opportunity to disinfect the mannequin between the students when the so-called switching procedure is practiced.  To limit the potential for disease transmission during this exercise, the student taking over ventilation on the mannequin should simulate ventilation instead of blowing into the mannequin.  This recommendation is consistent with current training recommendations of the American Red Cross and the American Heart Association.

(7) Training for the obstructed airway procedure involves the student using his or her finger to sweep foreign matter out of the mannequin's mouth.  This action could contaminate the student's finger with exhaled moisture and saliva from previous student's finger.  When practicing this procedure, the finger sweep should be either simulated or done on a 

mannequin whose airway was decontaminated before the procedure and will be decontaminated after the procedure.



(8)  Personnel conducting the mannequin disassembly and decontamination should wear protective latex gloves and wash their hand after finishing.  At the end of each class, the following procedures should be done as soon as possible to avoid drying of contamination on mannequin surfaces:  (a) disassemble the mannequin as directed by the manufacturer, (b) as indicated, thoroughly wash all external and internal surfaces (also reusable protective face shields) with warm soapy water and brushes, (c) rinse all surfaces with fresh water, (d) wet all surfaces with a  sodium hypochlorite solution having at least 500 ppm of free available chlorine (one-quarter cup of liquid household bleach per gallon of tap water) for 10 minutes ( this solution must be made fresh at each class and discarded after each use), and (e) rinse with fresh water and immediately dry all external and internal surfaces; rinsing with alcohol will aid drying of internal surfaces, and this drying will prevent the survival and growth of bacterial fungal pathogens if the mannequins are stored for periods longer than the day of cleaning.



(9)  Each time a different student uses the mannequin in a training class, the individual protective face shield, if used, should be changed.  Between students or after the instructor demonstrates a procedure such as cleaning any obstruction from the airway, the face and inside the mouth of the mannequin should be wiped vigorously with  clean, absorbent material (e.g., 4 inch by 4 inch gauze pad), wet with either hypochlorite solution described above, or with 70 percent alcohol (isopropanol or ethanol).  The surfaces should remain wet for at least 30 seconds before they are wiped dry with a second piece of clean, absorbent material.  NOTE:  Although highly bactericidal, alcohols are not considered to be broad-spectrum agents, and use of alcohol’s here is recommended primarily as an aid in mechanical cleaning; also, in a short contact period, alcohols may not be effective against bacteria or other pathogens.  Nonetheless, in the context of vigorous cleaning with alcohol and absorbent material, little viable microbial contamination is likely after the cleaning procedure.



(10)  People responsible for the use and maintenance of CPR mannequins should be encouraged not to rely totally on the mere presence of a disinfectant to protect them and their students from cross-infection during training programs.  Emphasis should be placed on the necessity of through physical cleaning(scrubbing,wiping) as the first step in an effective decontamination protocol.  Microbial contamination is easily removed from smooth, nonporous surfaces by using disposable cleaning cloths moistened with a detergent solution, and their is no evidence that a soaking procedure alone in a liquid is as effective as the same procedure accompanied by vigorous scrubbing. 



(11)  With specific regards to concerns about potential for hepatitis B and AIDS transmission in CPR training, it has recently been shown that the  hepatitis B virus is not as resistant to disinfectant chemicals as it was once thought to be.  Recent studies have shown that the retroviral agent that causes AIDS, human immunodeficiency virus (HIV), is comparatively delicate and is inactivated in less than 10 minutes at room temperature by a number of disinfectant chemicals; including the recommended agents, alcohol and sodium hypochlorite.  Coupled with scrubbing and rinsing with soap and water, the sodium hypochlorite dilution will ensure that HIV, as well as a wide variety of other infectious agents with potential for contaminating mannequins surfaces, will be killed.   In fact, if the steps in recommendation 8, above, are consistently followed, the students of each class should be presented with mannequins having a sanitary quality equal to or better than eating utensils in a property owned restaurant.  A higher level of surface disinfection is not warranted, and the recommended disinfectant chemicals (alcohol and household bleach) are safe, effective, inexpensive, easily obtained, and well tolerated by students, instructors, and the mannequin surfaces when properly used.

       b.  POLICY FOR MINIMIZING RISK OF TRANSMISSION OF AIDS DURING ACTUAL CPR:



(1)  No transmission of hepatitis B virus infection during mouth-to -mouth resuscitation has been documented.  However, because of the theoretical risk of salivary transmission of HIV during mouth-to-mouth resuscitation, special attention should be given to the use of disposable airway equipment or resuscitation bags and the wearing of gloves when in contact with blood or other body fluids.  Resuscitation equipment and devices known or suspected to be contaminated with blood or any other body fluids should be used once and disposed of or be thoroughly cleaned and disinfected after each use.

(2) Clear plastic face or preferred bag-valve masks with one-way valves are available for use during mouth-to-mask ventilation.  These masks provide diversion of the victim's exhaled gas away from the rescuer and may be used by health-care providers and public safety personnel properly trained in their use during two-person rescue, in place of mouth-to-mouth ventilation.  The need for and effectiveness of this adjunct in preventing transmission of an infectious disease during mouth-to-mouth ventilation are unknown.

If this type of device is to be used as reassurance to the rescuer that a potential risk might be minimized, the rescuer must adequately trained in its use, especially with respect to making an adequate seal on the face and to maintain an open airway.  As an additional precaution, the rescuer may elect to wear latex gloves because saliva or blood on the victim's mouth or face may be transferred to the rescuer's hands. 

11.18   INFECTIOUS DISEASE CONTROL GLOSSARY:


a.  BLOOD:  Human blood, human blood components and products made from human blood.


b.  BLOODBORNE PATHOGENS:  Pathogenic Microorganisms present in the   human blood that can cause disease in humans.  These pathogens include , but are not limited to, Hepatitis B virus (HBV) and Human Immunodeficiency virus (HIV).


c.  BODY FLUIDS:  Human material or fluid such as blood, mucous, vomit, feces, semen, amniotic fluid and unfixed tissue.

         
d.  CONTAMINATED:  The presence or the reasonably anticipated presence of blood or other potentially infectious materials on an item or surface.


e.  DECONTAMINATION:  The use of physical or chemical means to remove, inactivate, or destroy bloodborne pathogens on a surface or item to the point where they are no longer capable of transmitting infectious particles and the surface  or the item is rendered safe for handling, use or disposal. 


f.  DISINFECT:  To inactivate virtually all recognized pathogenic microorganisms--it destroys the harmful germs.


g.  ENGINEERING CONTROLS:  Controls (e.g., sharps disposal containers, self-sheathing needles) that isolate or remove the bloodborne pathogens hazard from the workplace.


h.  EXPOSURE INCIDENT:  A specific eye, mouth, mucous membrane, needle stick or nonintact skin that comes in contact with blood or any other body fluid.


i.  HEPATITIS B:  A virus that invades the liver and causes infection.


j.  HEPATITIS C:  A virus that invades the liver and causes infection.


k.  HIV:  Human Immunodeficiency Virus-- which destroys the cells that defends the body.  This virus causes AIDS the disease.


l.  INFECTIOUS WASTE:  Any item, which has been in contact with blood or body fluid and should be disposed of according to the guidelines of Biohazards Waste Disposal.
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