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What's News

In January the FDA cleared the way
for BioPort Corp of Lansing, MI, to
resume production and distribution
of its licensed anthrax vaccine, after
four years of failed FDA inspections.
The U.S. government has not
decided who in the military, if any-
one, will now be immunized.

‘Q-Net 200V

‘Q-Net 2001°, a bound collection of
all of 2001’s newsletters, is now
available. Order your copy
on-line at: www.myendosite.com

Editor-in- Chief

All articles published in this newslet-
ter are written by: Lawrence F
Muscarella, PhD, Chief, Infection
Control at Custom Ultrasonics, Inc.
Ivyland, PA 18974.

What is ‘Q - Net?

Q-Net is a technology-assessment
network of questions and answers.
Its newsletter is 74 Q-Net™ Wourtty.

Q-Net’s main goal is to encour-
age the infection control and endo-
scopy communities to not only ask
good questions but to also demand
succinct and well referenced
responses.

Q-Net addresses the needs of
both the health care provider whose
goal is to provide the best care possi-
ble, and the patient who deserves
affordable quality health care.

Aseptic technique

This article discusses aseptic
technique and its contribution to the
prevention of nosocomial infection.

o

Background: Aseptic technique is a set
of practices designed to prevent nosoco-
mial infection by providing a clean and
safe surgical environment. This tech-
nique, which is applicable not only to
hospitals’ operating rooms but also to
hemodialysis centers and out-patient
gastrointestinal endoscopy clinics, is
multi-faceted and spans many disciplines.

The practices of aseptic technique are
many and include: preparation of the
surgical site, instrument wrapping and
sterilization, proper handling of sterile
instruments, wearing appropriate attire
(eg, gowns, gloves), environmental clean-
ing, hand washing, and administering of
medicines. In addition to minimizing the
risk of patient infection, some of aseptic
technique’s practices are designed to pro-
tect health care workers and minimize
their exposure to blood-borne pathogens
and other infectious agents.

Although the level of contamination
necessary to cause infection is often not
clearly defined and depends on many
factors, including the virulence of the
microorganisms and the status of the
patient’s immune system, the goal of
aseptic technique is to provide an
environment free of contaminants.

Drapes: Using sterile drapes to prepare
the surgical site is an important practice

of aseptic technique. Drapes provide
barriers that prevent the transmission of
bacteria into the surgical site. Placing
sterile drapes on all equipment in the
sterile field is necessary.!

Instrument sterilization: Sterile instru-
ments are required for invasive surgical
procedures. (High-level disinfection is rec-
ommended for semi-critical instruments,
such as gastrointestinal endoscopes?) The
association between using unsterile critical

instruments and patient infection is well-
established. As part of an overall quality

control program, monitoring periodically all
of the facility’s sterilization processes to
ensure each is working properly further mini-
mizes the risk of instrument contamination
and patient infection?

Wraps:  Aseptic technique requires
protecting the instrument from contami-
nation after sterilization. Instruments are
generally wrapped or packaged to main-
tain their sterility prior to use. If the
wrapping becomes torn, punctured, wet,
or its integrity otherwise compromised,
the instrument is no longer considered
sterile, as bacteria from the environment
may have passed through the wrapping
and contaminated the instrument.

Proper handling of the instrument as
it is unwrapped and placed into the sterile
field is also part of aseptic technique.
Items, such as hands, arms and instru-
ments, that drop below the level of the
surgical site are considered unsterile.”

Gowns, gloves: Wearing appropriate attire
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is required of surgical staff operating in the sterile field. By provid-
ing barriers, gowns and gloves (and caps, face masks, and protec-
tive eyewear) not only minimize contamination of the surgical site

by the staff but also minimize exposure of the staff to the patient’s

potentially contaminated tissues, blood and other body fluids.'
Double gloving may be advantageous to decrease further the risk

of staff exposure to blood-borne pathogens># Changing gloves

between contact with patients, such as those undergoing hemodi-
alysis, may be indicated to prevent cross-infection®

Environmental cleaning: Cleaning surfaces in the surgical
setting is another of aseptic technique’s important practices, as it
renders the environment cleaner and safer for both patients and
health care workers® Inadequate cleaning of the operating room
(or other areas where surgical procedures may be performed) has
been linked to nosocomial infections! Cleaning the surgical pro-
cedure room, including the floor, is usually performed once at the
end of the day (ie, terminal cleaning).® (A perimeter of only a few
feet around the surgical field requires cleaning after each surgical
procedure. Data in support of cleaning the entire floor of the surgi-
cal room after each procedure are lacking®) But when visibly
soiled, furniture, equipment, and other horizontal surfaces require
cleaning after the surgical procedure®

Similarly, when visibly soiled with blood, tissue or body flu-
ids, the walls, floor, doors and lights also require cleaning after the
surgical procedure® but only as needed. Of some concern, visual
inspection of environmental surfaces to determine whether clean-
ing is warranted after a surgical procedure may not always be a
reliable means for detecting blood and other contaminants

Hand washing: No discussion of aseptic technique would be
complete without discussing the contribution of hand washing
to the prevention of disease transmission. Indeed, hand wash-
ing is infection control’s single most important procedure.®
Nevertheless, despite the plethora of data demonstrating
the effectiveness of hand washing in preventing nosocomial
infections, compliance with published hand washing guide-
lines is often poor.''? Failure of health care workers to wash
their hands has been reported to be the cause of many
nosocomial infections.” '3

Washing after each clinical procedure may not be neces-
sary if the health care worker’s hands are not in contact with
contaminated surfaces. But hand washing is indicated:
(a) before performing invasive procedures; (b) before caring
for newborn infants and patients who are severely immuno-
suppressed; (c) between contacts with different patients in
high-risk settings, such as hemodialysis centers;'®"” and,
(d) both before and after touching wounds.? Even if gloves
are worn, hand washing is indicated after touching blood,
body fluids or contaminated inanimate surfaces? because
gloves can become perforated and torn during use.3

Administering medications: Aseptic technique requires
proper handling and administering of parenteral medications.
When sterile protocol is not followed, vials, ampules,

syringes and intravenous lines used to administer medications
can become contaminated and result in nosocomial infection.

Conclusions: Strict adherence to aseptic technique is
required to prevent patient infection and to protect health care
workers. Periodic review of a facility’s policies and proce-
dures for aseptic technique is recommended, as is the
establishment of educational sessions that discuss the details
and significance of each of aseptic technique’s many prac-
tices. Efforts intended to increase compliance with proper
hand washing technique are encouraged. Finally, programs
designed to improve compliance with ‘Standard Precautions’
are also encouraged to minimize exposure of health care
workers to blood-borne pathogens.'
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Thank you for your interest in this newsletter. I have
addressed each issue to the best of my ability. Respectfully,
the Publisher: Lawnence 7. Muscarella, PhD, Editor ia
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