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Health Insurance Portability and Accountability Act (HIPAA) Guidelines  
 
Privacy is defined as the protection of both oral and written communication of protected 
health information (PHI). 

 
HIPAA begins with a medical history (available in the New Patient Information form) 
being signed by a biological parent or legal guardian along with the General Patient 
Information form listing the responsible party and financial responsible party that a 
patient’s health information may be shared with. 
 

• It is illegal to release PHI to inappropriate parties or fail to adequately protect it 
from being release. 

• Sign-in sheets may be used in office, provided that they only contain the patients’ 
names. A patient may be called by his or her full name in the reception area. 

• Patient lists, such as schedules, that contain any information other than name, 
must be protected from the view of unauthorized persons. 

• Patient records cannot be left unattended in public areas of the office. This 
includes a computer screen with patient information. Be aware, at all times, of 
who may be viewing your screen and close personal protected health information 
after obtaining needed information. 

• Employees must not discuss or share PHI outside the office or with any other 
person. 

• Employee access to patient records is restricted to assigned business needs. 
• Historic patient files must be protected in the same manner as current files. 
• Open bay operatories are a special challenge in maintaining patient privacy in 

oral communication. 
-  Use appropriate voice volume and control in a good faith effort to comply. 
-  Extensive treatment needs or serious and delicate health issues should 

ALWAYS be discussed in private areas. 
• PHI disposal methods can vary, but it is required to be unreadable. This can be 

achieved through shredding or burning. Never throw PHI into a dumpster or 
trashcan. A disposal vendor can be hired to pick up and destroy PHI. Maintain 
paper records in secure areas, such as a locked box, between pickups. D4CDB 
has entered into a business contract with a disposal vendor stating that the 
vendor will protect privacy while shredding and disposing of D4CDB PHI. 

• Electronic PHI, such as the computer software currently being used, has to 
have safeguards like firewalls, anti-viral software, passwords, and encryption 
protection.  

• If a patient’s information has been compromised, please contact the Company’s 
Privacy Officer by emailing Compliance@d4c.com  

• Failure to comply with the HIPAA regulations can trigger fines up to $250,000, 
as well as legal charges, up to 10 years of imprisonment, against you and the 
Company. 

• The best way to handle HIPAA breaches is to avoid them completely. Being 
careful and conscientious will prevent problems from occurring. 

 
 
HIPAA for Dentistry 
 

mailto:Compliance@d4c.com
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The section of HIPAA that concerns dentistry is the Privacy Rule; it addresses patient 
privacy issues and regulates how private health information can be used and disclosed. 
The private health information, that can be used or disclosed, includes all personal 
medical records and any other individually identifiable health information, either written 
or oral that is created or received by a health care provider. This also includes 
information about the patient’s past, present, and future health or physical condition, as 
well as any payment information. 

 
If you submit electronic claims, if you verify insurance eligibility or coverage 
electronically, and or if you submit paper claims to a billing service that converts 
them to electronic claims, then you are covered by HIPAA and must comply with 
the requirements. 
 
Posting a schedule is acceptable because it helps ensure that care is being provided to the 
correct patient. Try to minimize the amount of private information that appears next to 
the patient’s name and try to post the schedule where it is not easily visible to other 
patients and or parents. 

 
Computers do not have to be removed from the operatory or have special shields over 
the screens, but take reasonable precautions to protect your patients’ information. The 
use of passwords and or screen savers will only allow access to personal information 
only when in use. Please remember that: 

 

 You can send appointment reminder cards in the mail.  

 You can give out imprinted toothbrushes and magnets.  

 You should call patients by first and last name in the reception area. Then, verify 
the patient’s date of birth. 

 You can use sign in sheets, but limit the requested information to name, address, 
phone number, etc. 

 You can fax personal health information to another doctor when you are 
disclosing it for treatment purposes. 

 
Health care providers are allowed to make “incidental disclosures.” These are disclosures 
that occur as a by-product of an otherwise permitted disclosure, but the general rule 
should always be to disclose the minimum amount of information necessary to 
accomplish your goal.  (Examples of “incidental disclosures” would be a patient 
overhearing you talking to another patient as they walk by an open door, or other 
patients hearing a patient’s name when you call for him in the reception area). 

 
Inform your patients that you have adopted specific privacy policies and offer them a 
copy. Have them sign two forms: one acknowledging that they received copies of your 
privacy policies, and one “consent” form that inform them of your practice’s privacy 
policies and states that they consent to treatment with those procedures on place. Place 
both of these forms in the patients’ charts. 

 
 
 
Common Questions and Answers 
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Q: Can I see a child for operative/ortho treatment without the parent present?  
A: If there is a signed treatment agreement by the parent, you can see the child. 

(ALWAYS make sure that each patient has a Medical History on file with the 
signature of the legal guardian). 

 
Q: If a grandparent signs the Medical History and states that he or she is the legal 

guardian, do I need a copy of the legal document stating guardianship? 
A: The medical history signature line states “parent or legal guardian.” If the 

grandparent signs the form, he or she is stating that he or she is the legal guardian 
and D4CDB will not require documentation. The cases where you need to ask for 
legal documentation include stepparents, aunts or uncles, and non-relatives.  We 
do not require Division of Family and Children Services workers to provide legal 
papers. 

 
Q: If the patient can be worked into the schedule for treatment, but the parent or legal 

guardian is not present, what are my options? 
A: A Contract agreement and Notice of Privacy Practices signed by the parent or legal 

guardian is required BEFORE any treatment begins. You can fax or email the 
treatment plan to the parent for signed consent. 

 
Q: If treatment changes during an appointment, is a new treatment agreement 

required? 
A: The parent or legal guardian may sign a new treatment agreement if treatment 

changes.  
However, under Locum Parentis, treatment can be completed without a new 
treatment plan or the non-parent accompanying the child to the visit can sign the 
revised treatment plan, as long as the parent or legal guardian signs the original 
treatment agreement. 
 
 

Q: Can I discuss the child’s treatment with someone other than the parent or legal 
guardian? 
A: If the parent has filled out the Notice of Privacy Practices (NPP) form and included 
the name of the person who brought the child, you may discuss treatment with that 
individual. If the parent or legal guardian has not included the name of the person who 
brought the child, limit the discussion to the basics: Do not express opinions or make 
statements concerning parental skills, oral hygiene habits, or degree of decay.  
 
Q: Can we treat a minor who drove himself or herself to the office? 
A: You can see a minor who either drove himself or herself, or brought a sibling, as long 

as the biological parent or legal guardian signs the original new patient 
questionnaire. A phone call to a parent or legal guardian to confirm the health status 
of the patient and to discuss the recommended treatment is always a courtesy to the 
parent. 

 
Q: When the staff needs to leave a message for one of its patients, how specific a 

message may be left on a patient’s voicemail? 
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A: Staff should limit the information left on a voicemail. Generally, it is acceptable to 
provide the practice name, the caller’s name and phone number, appointment date 
and time, and the name of the person you are attempting to contact. Avoid leaving 
any health or finance-related information, including patient account information, on 
a voicemail. If a patient requests a reasonable restriction against leaving voice 
messages, document the request and honor the patient’s wishes. 

 
Q: May we discuss a patient’s treatment, medication, or condition in front of family 

members or friends? 
A: Generally speaking, yes, provided the patient is present with this other person and 

has voiced no prior objections. If in doubt, ask! If the patient is not present, you may 
generally disclose information on a need-to-know basis if you determine, based on 
professional judgment that a disclosure is in the best interest of the patient.  

 
Q: Can I discuss treatment needs with anyone on the NPP acknowledgement form?  
A: Yes, the signed NPP acknowledgement form gives consent to share PHI. 
 
HIPAA and legal regulations are often confused with each other. Remember that ONLY 
a child’s biological parent can make decisions on health related issues, unless custody has 
been taken away. The NPP form’s purpose is to give the right to share the information 
about the health related issues of the patient. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Bloodborne Pathogens Control Plan 
 

Bloodborne pathogens are infectious microorganisms present in blood that can cause 
disease in humans. The pathogens of primary concern are Hepatitis B virus (HBV), 
Hepatitis C virus (HCV), and Human Immunodeficiency virus (HIV). Staff members 
exposed to blood borne pathogens are at risk for serious or life-threatening illnesses. 
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Protection provided by OSHA’s Bloodborne Pathogens Standard can be found in Title 
29 of the Code of Federal Regulations at 29 CFR1910.1030. The standard’s 
requirements state what employers must do to protect workers who are occupationally 
exposed to blood or other potentially infectious materials. 
 
D4C Dental Brands, INC (D4CDB) requires each office to establish an exposure control 
plan. This is a plan to eliminate or minimize occupational exposures. An exposure 
determination contains a list of clinical job classifications, along with a list of the tasks 
and procedures performed by each clinical staff.  
 
D4CDB requires updating the exposure control plan annually to reflect changes in 
tasks, procedures, and positions that affect occupational exposure. An annual document 
added to the plan will show that appropriate commercially-available, effective, safer, 
medical devices designed to eliminate or minimize exposure have been evaluated and 
either incorporated into the practice or rejected with an explanation of why the device is 
not suitable or utilized. Documentation of solicited input from frontline staff in 
identifying, evaluating, and selecting effective engineering and work practice controls 
must be included. 
 
• D4CDB requires each office to implement the use of standard precautions. We will 
treat all human blood and potentially infectious materials as if known to be infectious 
for bloodborne pathogens. 
 
 • D4CDB will identify and use engineering controls to isolate or remove the 
bloodborne pathogens hazard from the workplace. These controls include sharps 
containers, needle recappers, cassettes, and ultrasonic instrument cleaners. 
 
• D4CDB will identify and ensure the use of work practice controls that reduce the 
possibility of exposure by altering the way a task is performed. These controls include 
cleaning contaminated surfaces and items, hand washing, eliminating two hand needle 
recapping, prohibiting eating and drinking in the work area. 
 
• D4CDB will provide personal protective equipment (PPE), which includes jacket, 
mask, gloves, heavy-duty utility gloves and eye protection. Replacement of PPE is at no 
cost to the clinical staff. Protective clothing shall not be worn outside the work area. 
Washer and dryer units in office will be utilized when available. A protocol describing 
decontamination and handling procedures are available at end of this document. 
Biohazard bags should be used if contaminated clothing leaves the office. 
 
• D4CDB will provide hand washing facilities and eyewash stations readily accessible to 
employees. Flushing is required as soon as possible following contact of blood or 
potentially infectious materials. 
 
• D4CDB will prohibit eating, drinking, smoking, applying cosmetics, lip balm, or 
handling contact lenses in the clinical area. 
 
•D4CDB will offer the Hepatitis B vaccinations and titer to all workers with 
occupational exposure. The required Bloodborne Pathogens training and vaccination 
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must be made available within 10 days of hire. Employee medical records will be 
maintained for the duration of employment plus 30 years. 
 
• D4CDB will make post-exposure evaluations available to any staff member who 
experiences an exposure incident. This evaluation and follow up are at no charge to the 
employee. Documentation will include route of exposure and the circumstances under 
which the incident occurred, along with identifying and testing the source individual for 
HBV and HIV. All diagnoses are to remain confidential. An incident reports must be 
maintained in each office. 
 
 • D4CDB requires each office to fix biohazard warning labels to or use biohazard bags 
with containers of regulated waste; containers of contaminated sharps, containers used 
to store blood or infectious materials, and containers of contaminated laundry. Every 
biohazard container in the clinical area will be covered. If gauze, cotton rolls, or other 
items are saturated with blood, saliva, or emesis, they MUST be placed into a biohazard 
bag (which then is disposed of in the large biohazard box).  
 
• D4CDB will maintain clean and sanitary facilities with cleaning schedules 
documented. All equipment and environment surfaces should be decontaminated after 
contact with blood or other potentially infectious materials. 
 
• D4CDB will ensure that the staff members receive regular training that covers all 
elements of the standard including: information on bloodborne pathogens and disease, 
methods used to control occupational exposure, Hepatitis B vaccine, and medical 
evaluation and post-exposure follow up procedures. D4CDB will offer mandatory 
training on initial assignment and annually. Training will be presented at an education 
level and in a language that employees understand, plus include a question and answer 
session. Training records shall be maintained for 3 years from the date on which the 
training occurred. 
 
 
 
 

 
 

Hepatitis B – Occupational Risk of Infection 
 

Background  
 
Hepatitis is the inflammation of the liver. Infectious agents, medications, or toxins can 
cause hepatitis. There are several types of infectious hepatitis, such as: A, Non-A, B, 
Non-B, C, and Delta. Hepatitis B presents the greatest risk to workers in the health 
care industry. It is a serious liver infection caused by the Hepatitis B Virus (HBV). For 
some people, Hepatitis B infection becomes chronic, leading to liver failure, liver 

cancer, or cirrhosis-‐ a condition that causes permanent scarring of the liver. 
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Most people infected with Hepatitis B as adults recover fully, even if their signs and 
symptoms are severe. Infants and children are much more likely to develop chronic 
Hepatitis B infection. Although no cure exists for Hepatitis B, a vaccine can prevent 
the disease. If you are already infected, taking certain precautions can help prevent 
spreading the HBV to others. 
 
 
Transmission  
 
HBV can be transmitted through sexual contact, needle sharing, and exposure to 
contaminated blood or body fluids. Mucous membrane contact can allow infectious 
materials to enter the body through the eyes, nose, and mouth. Skin contact may allow 
infectious materials to enter the body through cuts and abrasions. Puncture wounds 
from contaminated needles or other sharps may allow infectious materials to enter the 
body. 

 
 
Occupational Risk 
 
The occupational risk of the HBV infection directly relates to the extent of worker 
contact with infected blood and body fluids. Vaccination is offered within 10 days of 
assignment to a job where exposure to blood or other potentially infectious material can 
be “reasonably anticipated.” If the Hepatitis B vaccine is refused, a declination form must 
be signed and kept on file. A confidential post-exposure medical evaluation is made 
available to the employee, should an exposure incident occur. 

 
 
Vaccine 
 
The Hepatitis B vaccine consists of 2 or 3 injections. The first and second injections 
are 1 month apart. The last injection is 6 months after the first injection. A titer blood 
test must be accomplished 1-2 months after the last vaccine injection to ensure 
seroconversion and protection from the virus. Staff members may visit a general 
practitioner or the local health department for the vaccination. D4CDB will reimburse 
the employee for this expense. 

 
 
Hepatitis B Vaccination Requirements 
 

1. If you have written documentation of all two (Heplisav-B) or three (Energix B, 

Recombivax and Twinrix) Hepatitis B vaccine doses, but did not have the titer or 

have no documentation of the titer, you DO NOT go for the anti-HBs (titer) at 

this point. If you have an exposure incident, Hepatitis B immune prophylaxis 

should be administered.  

 
2. If you have no written documentation of the vaccination series, the Hepatitis B 

vaccine should be administered again and post vaccination testing (titer) 1-2 
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months after the third dose. 

 
3. If your titer is negative, you should have the dose series repeated. If you still test 

negative after a second vaccine series, you are considered a non-responder.  You 

will need to be tested for HBsAg to determine if you have chronic HBV infection. 

If you test negative, you are considered susceptible to HBV infection and will 

need to obtain Hepatitis B immune globulin prophylaxis for any known or likely 

exposure to HBsAg-positive blood. 

 
4. If your series of Hepatitis B vaccinations were interrupted or doses delayed, 

it should not be restarted. The series should be continued from where it 

stopped. If there is at least 16 weeks between the first and second doses, the 

third dose should be at least 8 week later. 

 
5. If you are pregnant, or become pregnant, while receiving the series of Hepatitis B 

vaccine, it is safe to be vaccinated during pregnancy. Current Hepatitis B vaccines 

contain noninfectious Hepatitis B surface antigen and should pose no risk to the 

fetus. 
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D4C Dental Brands, INC 

Hepatitis B Vaccine -Acceptance/Refusal Consent  

Hepatitis B is a viral infection caused by the hepatitis B virus (HBV) which can result in the death of 2% of 
people affected. Most people with Hepatitis B recover completely, but approximately 5% to 10% become 
transmitters of the virus, although they do not show symptoms of the virus. Some infected people may develop 
chronic active hepatitis and cirrhosis and liver cancer. HBV also appears to be a causative factor in the 
development of liver cancer. Immunization against Hepatitis B can prevent acute hepatitis and also reduce 
sickness and death from chronic active hepatitis, cirrhosis and liver cancer. Spores of HBV can survive as long 
as one week in hand pieces, equipment, charts or uniforms, so all healthcare workers and their families can be 
exposed. 
 
FDA-approved hepatitis vaccine is acceptable. Full immunization occurs after two doses of vaccine 
(Heplisav-B) given over a two-month period, or after three doses of vaccine (Energix B, Recombivax and 
Twinrix) over a six-month period. There is no evidence that the vaccine has ever caused Hepatitis B. However, 
persons who have been infected with the HBV prior to receiving the vaccine may go on to develop Clinical 
hepatitis in spite of immunization. The duration of the immunity is unknown at this time. There is no guarantee 
that you will become immune or that you will not experience any adverse side effects from the vaccine.  
 
The incidence of side effects: Some people experienced tenderness and redness at the site of the injection. 
Low-grade fever may occur. Rash, nausea, joint pain and mild fatigue have been reported. This practice is 
offering the series of three injections of the Hepatitis B Vaccine on a voluntary basis 
 
 
ACCEPT Vaccination…Yes, I choose to receive the Hepatitis B Vaccine and titer 
 
Employee’s Name: _________________________________________   
 
Employee’s Signature: _______________________________________ Date Signed: _______________ 
 
 

ALREADY Vaccinated…I have already received the Hepatitis B Vaccine. I am aware that I am eligible to 
receive booster doses, if needed. 
 
Employee’s Name: _________________________________________  Date of Vaccination: ___________  
 
Employee’s Signature: _______________________________________ Date Signed: _________________ 
______________________________________________________________________________________ 
 

REFUSE Vaccination…I understand that due to my occupational exposure to blood or other potentially 
infectious materials, I may be at risk of acquiring Hepatitis B Virus (HBV) infection. I have been given the 
opportunity to be vaccinated with Hepatitis B vaccine at no charge to myself. However, I decline Hepatitis B 
Vaccination at this time. I understand that by declining this vaccine, I continue to be at risk of acquiring 
Hepatitis B, a serious disease. If in the future I continue to have occupational exposure to blood or other 
potentially infectious materials and I want to be vaccinated with Hepatitis B Vaccine., I can receive the 
vaccination series at no charge to me.  
 
Employee’s Name: _________________________________________   
 
Employee’s Signature: _______________________________________Date Signed:________________ 
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Tuberculosis Infection Control Plan  
For Low Risk Dental Offices 

 
 
Background 
 
According to the CDC, in 2018, a total of 9025 new tuberculosis (TB) cases were reported 

in the United States (down from 9,094 in 2017), indicating slight declines in TB cases (-0.7 

percent) and TB rates (-1.3 percent) compared to the previous year. This leaves the TB rate 

at 28 times higher than the goal for TB elimination. 

 

Tuberculosis is a contagious disease that mainly causes infections of the lung, but can also 

occur in other areas of the body. Some of the symptoms are fatigue, weight loss, fever, chest 

pain, night sweats, and loss of appetite, persistent cough and shortness of breath, which 

may result in serious respiratory illness or death. 

 

 
Policy 
The goal of a TB infection control plan is to control occupational exposure to the TB 
bacteria. 
Exposure control will be carried out through: 

1. The identification and subsequent referral of suspected TB source cases 

2. Reporting of all exposure incidents and subsequent evaluations. 

3. TB skin test screening or blood tests and or radiological exams 

4. Training 

 
This program will establish office policies regarding TB exposure and will help to protect 
the health and safety of employees that may come in contact with infected individuals. 
 
 
Exposure Control Plan 
 

1.  Employees 
a. New hires should undergo TB skin tests. Anyone who tests positive must 

submit to a chest x-ray and a medical evaluation to determine the status of the 
disease. If the chest x-ray reveals an active TB condition, the individual will 
be referred to his or her physician for treatment. Any employee with active 
TB cannot return to work until cleared by his or her treating physician. 

b. Current Employees: since employees work in a low risk environment as defined 
by the CDC, less than 3 patients with active TB seen within the past year, 
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employees do not need to undergo annual testing. Instead, staff generally only 
need to undergo testing in the event of an exposure incident. 

c. However, if an employee begins to exhibit symptoms of infectious TB, he or she 
may be asked to undergo testing. If the tests are positive, the individual will be 
referred to his or her physician for evaluation and treatment. Any employee 
with active TB cannot return to work until cleared by his or her treating 
physician. 

 
2.  Exposure Reporting 

a. In an exposure incident, either from an infected patient or infected employee, 
all employees and patients who may have been exposed must be notified for 
testing and evaluation. 

b. The CDC requires that all suspected cases of infectious TB be reported to the 
local health department. 

 
3.  Identify patients who may have infectious TB 

a. One of the most important methods of identifying patients who may have an 
active TB infection is by regularly updating medical histories. All patients 
should be asked if they have ever had active TB or a latent or dormant TB 
infection, whether they have any symptoms of active TB infection, whether 
they have HIV, and or a compromised immune system. 

 
4.  Procedures to follow with a suspected or confirmed TB patient  

a. If you encounter a patient with possible symptoms of active TB, the most 
important goal is to get the potentially infected patient out of the office as 
quickly as possible. Once the individual is out of the office, he or she should be 
reported to the CDC for follow-up, and all individuals exposed to the 
individual should be notified. 

b. Escort the patient to a separate area away from other patients and employees 
when evaluating him or her for possible infectiousness. Have the patient wear a 
mask and make sure he or she observes correct “cough etiquette,” including 
turning his or her head away from other people and coughing into a tissue or 
cloth. Postpone any non-urgent dental care, and refer any urgent care to a 
facility with the correct level of respiratory protection, which includes reverse 
airflow, well-fitting respirators for all personnel, and correct administrative 
controls and procedures. Once a physician has cleared the patient, he or she 
can return for treatment at your office. 

 
5.  Training 

a. Tuberculosis awareness shall be provided to all new hires. Training shall 
consist of the following subject matter: 

i. Factors that place individuals at risk 

ii. How TB is transmitted and the difference between TB infection and active 

disease, including information on drug resistant forms of the disease  

iii. Symptoms of TB 

iv. TB Exposure Control Plan 

v. TB testing and procedures 
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6.  Personal Protective Equipment (PPE) use  
D4CDB does not work in a facility that has adequate protection against airborne 
pathogens such as active TB. (We do not have rooms with reverse airflow and 
negative pressure; we do not use respirators, etc.). Our masks are not respirators and 
do not offer the level of protection needed from active TB disease. In order to safely 
treat a TB patient, you must have a respirator of at least N95 filtration efficiency. 
That is why it is so important that any suspected TB patient be removed immediately 
from the office environment. 

 
 
TB Information for Healthcare Workers 
 
Pathogenesis, Epidemiology, and Transmission of M. tuberculosis 
 
Mycobacterium tuberculosis is carried in airborne particles called droplet nuclei that can 
be generated when persons who have pulmonary or laryngeal TB disease cough, sneeze, 
shout, or sing. The particles are approximately 1–5 µm; normal air currents can keep them 
airborne for prolonged periods and spread them throughout a room or building. M. 
tuberculosis is usually transmitted only through air, not by surface contact. After the 
droplet nuclei are in the alveoli, local infection might be established, followed by 
dissemination to draining lymphatics and hematogenous spread throughout the body. 
Infection occurs when a susceptible person inhales droplet nuclei containing M. 
tuberculosis, and the droplet nuclei traverse the mouth or nasal passages, upper 
respiratory tract, and bronchi to reach the alveoli. Persons with TB pleural effusions might 
also have concurrent unsuspected pulmonary or laryngeal TB disease. 
 
Usually within 2–12 weeks after initial infection with M. tuberculosis, the immune response 
limits additional multiplication of the tubercle bacilli, and immunologic test results for M. 
tuberculosis infection become positive. However, certain bacilli remain in the body and are 
viable for multiple years. This condition is referred to as latent tuberculosis infection 
(LTBI). Persons with LTBI are asymptomatic (they have no symptoms of TB disease) and 
are not infectious. 
 
Typically, approximately 5%–10% of persons who become infected with M. tuberculosis 
and who are not treated for LTBI will develop TB disease during their lifetimes. The risk 
for progression of LTBI to TB disease is highest during the first several years after 
infection. 
 
 
Persons at Highest Risk for Exposure to and Infection with M. tuberculosis 
 
Characteristics of persons exposed to M. tuberculosis that might affect the risk for infection 
are not as well defined. The probability that a person who is exposed to M. tuberculosis will 
become infected depends primarily on the concentration of infectious droplet nuclei in the 
air and the duration of exposure to a person with infectious TB disease. The closer the 
proximity and the longer the duration of exposure, the higher the risk is for being infected. 
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The following persons are at higher risk for exposure to and infection with M. tuberculosis.  
 

 Foreign-born persons, including children, especially those who have arrived to the 

United States within 5 years after moving from geographic areas with a high incidence 

of TB disease (e.g., Africa, Asia, Eastern Europe, Latin America, and Russia) or who 

frequently travel to countries with a high prevalence of TB disease. 

 Residents and employees of congregate settings that are high risk (e.g., correctional 

facilities, long-term–care facilities [LTCFs], and homeless shelters). 

 Healthcare workers (HCW) who serve patients who are at high risk. 

 HCWs with unprotected exposure to a patient with TB disease before the identification 

and correct airborne precautions of the patient. 

 Infants, children, and adolescents exposed to adults in high-risk categories. 

 
Characteristics of a Patient with TB Disease that Increase the Risk for Infectiousness 
The following characteristics exist in a patient with TB disease that increases the risk for 
infectiousness: 

 Presence of cough; 

 Cavitation on chest radiograph; 

 Positive acid-fast bacilli (afb) sputum smear result; 

 Respiratory tract disease with involvement of the larynx (substantially infectious); 

 Respiratory tract disease with involvement of the lung or pleura (exclusively pleural 

involvement is less infectious); 

 Failure to cover the mouth and nose when coughing; 

 Incorrect, lack of, or short duration of antituberculosis treatment; and 

 Undergoing cough-inducing or aerosol-generating procedures (e.g., bronchoscopy, 

sputum induction, and administration of aerosolized medications). 

 
Environmental factors that increase the risk for probability of transmission of m. 
Tuberculosis 
The probability of the risk for transmission of m. Tuberculosis is increased as a result of 
various environmental factors. 

 Exposure to TB in small, enclosed spaces. 

 Inadequate local or general ventilation that results in insufficient dilution or removal of 

infectious droplet nuclei. 

 Recirculation of air containing infectious droplet nuclei. 

 Inadequate cleaning and disinfection of medical equipment. 

 Improper procedures for handling specimens. 

 
Risk for Healthcare Associated Transmission of M. tuberculosis 
 
Transmission of M. tuberculosis is a risk in health-care settings. The magnitude of the risk 
varies by setting, occupational group, and prevalence of TB in the community, patient 



17 

 

population, and effectiveness of TB infection-control measures. Health-care–associated 
transmission of M. tuberculosis has been linked to close contact with persons with TB 
disease during aerosol-generating or aerosol-producing procedures, including respiratory 
procedures, open abscess irrigation, and aerosol treatments that induce coughing. 
 
 
Dental-Care Settings 
 
The generation of droplet nuclei containing M. tuberculosis as a result of dental procedures 
has not been demonstrated. Nonetheless, oral manipulations during dental procedures could 
stimulate coughing and dispersal of infectious particles. Patients and dental health care 
workers share the same air space for varying periods, which contributes to the potential for 
transmission of M. tuberculosis in dental settings. For example, during primarily routine 
dental procedures in a dental setting, Methicillin Drug Resistant (MDR) TB might have 
been transmitted between two dental workers. 
 
When taking a patient's initial medical history and at periodic updates, dental HCWs 
should routinely document whether the patient has symptoms or signs of TB disease. If 
urgent dental care must be provided for a patient who has suspected or confirmed infectious 
TB disease, dental care should be provided in a setting that meets the requirements for an 
AII room. Respiratory protection (at least N95 disposable respirator) should be used while 
performing procedures on such patients. 
 
During clinical assessment and evaluation, a patient with suspected or confirmed TB 
disease should be instructed to observe strict respiratory hygiene and cough etiquette 
procedures. The patient should also wear a surgical or procedure mask, if possible. Non-
urgent dental treatment should be postponed, and these patients should be promptly 
referred to an appropriate medical setting for evaluation of possible infectiousness. In 
addition, these patients should be kept in the dental health-care setting no longer than 
required to arrange a referral. 
 
Patients infected with M. tuberculosis occasionally seek urgent dental treatment at 
outpatient dental settings. Understanding the pathogenesis of the development of TB will 
help dental healthcare personnel (DHCP) determine how to manage such patients. 
 
Surgical masks do not prevent inhalation of M. tuberculosis droplet nuclei, and therefore, 
standard precautions are not sufficient to prevent transmission of this organism.  
 
TB transmission is controlled through a hierarchy of measures, including administrative 
controls, environmental controls, and personal respiratory protection. The main 
administrative goals of a TB infection-control program are early detection of a person with 
active TB disease and prompt isolation from susceptible persons to reduce the risk of 
transmission.  
 

• DHCP who have contact with patients should have a baseline TST, 
preferably by using a two-step test at the beginning of employment. The 
facility’s level of TB risk will determine the need for routine follow-up TST. 
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• While taking patients’ initial medical histories and at periodic updates, dental 
DHCP should routinely ask all patients whether they have a history of TB 
disease or symptoms indicative of TB. 

• Patients with a medical history or symptoms indicative of undiagnosed active 
TB should be referred promptly for medical evaluation to determine possible 
infectiousness. Such patients should not remain in the dental-care facility any 
longer than required to evaluate their dental condition and arrange a referral. 
While in the dental-ca facility, the patient should be isolated from other 
patients and DHCP, wear surgical mask when not being evaluated, or be 
instructed to cover their mouth and nose when coughing or sneezing. 

• Elective dental treatment should be deferred until a physician confirms that a 
patient does not have infectious TB. 

• If urgent dental care is provided for a patient who has, or is suspected of 
having active TB disease, the care should be provided in a facility (e.g. 
hospital) that provides airborne infection isolation (i.e., using such 
engineering controls as TB isolation rooms, negatively pressured relative to 
the corridors, with air either exhausted to the outside or HEPA-filtered if 
recirculation is necessary). Standard surgical masks do not protect against 
TB transmission; DHCP should use respiratory protection (e.g., fit-tested, 
disposable N-95 respirators). 

• Settings that do not require use of respiratory protection because they do not 
treat active TB patients and do not perform cough-inudcing procedures on 
potential active TB patients do not need to develop a written respiratory 
protection program. 

• Any DHCP with a persistent cough (i.e., lasting >3 weeks), especially in the 
presence of other signs or symptoms compatible with active TB (e.g., weight 
loss, night sweats, fatigue, bloody sputum, anorexia, or fever), should be 
evaluated promptly. The DHCP should not return to the workplace until a 
diagnosis of TB has been excluded or the DHCP is on therapy and a physician 
has determined that the DHCP is noninfectious.  

•   Staff members are encouraged to report TB and any other transmissible disease    
      (MMR, Varicella, Tdap, and Influenza) to their practice manager. There will be  
      no exclusion for self-reporting infectious conditions, and D4CDB will not  
      penalize staff with loss of wages, benefits, or job status. 

 
 
Infection Control Measures 
 
Complementing CDC recommendations for preventing TB transmission in health care 
settings can minimize the spread of TB in these settings. The early detection, airborne, 
infection isolation, and treatment of disease in persons with infectious TB are essential to 
controlling transmission. TB should be suspected in all persons with symptoms 
consistent with TB (e.g., cough, fever, night sweats, chills, fatigue, weight loss, or loss of 
appetite), especially those with confirmed or suspected HIV infection and undiagnosed 
pulmonary disease. Precaution should be taken to prevent airborne transmission of M. 
tuberculosis until TB is diagnosed and treated or ruled out. 
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In general, patients who have suspected or confirmed TB disease should be considered 
infectious if (a) they are coughing, undergoing cough-inducing procedures, or have 
positive sputum smear results for acid fast bacilli (AFB); and (b) they are not receiving 
adequate anti-tuberculosis therapy, have just started therapy, or have a poor clinical or 
bacteriologic response to therapy. 

 
Patients who have drug-susceptible TB of the lung, airway, or larynx, should remain 
under airborne precautions until they: 

 Produce three consecutive negative sputum smears collected in 8-24 hour 

intervals (one should be an early morning specimen) 

 Receive standard multidrug anti-tuberculosis treatment (minimum of 2 

weeks) 

 Demonstrate clinical improvement 

 
Precautions should be taken during and immediately after procedures that may induce 
coughing, such as bronchoscopy and sputum collection, the aerosol induction of sputum. 
Anti-tuberculosis drug treatment should be promptly initiated for persons with TB 
disease to render them noninfectious. Persons at high risk for LTBI should be tested 
and, if infected, evaluated for LTBI treatment. Ongoing TB testing should be provided 
to health care workers who have regular contact with persons with TB or HIV infection. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 

Infection Prevention Policies and Procedures 
 

INTRODUCTION 
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Transmission of infectious agents among patients and dental health care personnel (DHCP) 

in dental settings is rare. However, from 2003 to 2015, transmissions in dental settings, 

including patient-to-patient transmissions, have been documented. In order to avoid the 

spread of disease throughout our offices, we must thoroughly sterilize our instruments and 

disinfect working environments between patients.  According to the CDC, items used to 

penetrate soft tissue or bone, or touch mucous membranes should be sterilized.  

 

The information presented here is based primarily upon the recommendations from the 

CDC 2003 Guidelines for Infection Control in Dental Healthcare Settings and 2016 

Summary of Infection Prevention Practices in Dental Settings: Basic Expectations for Safe 

Care. These documents represent infection prevention expectations for safe care in dental 

settings. It is intended for use by any paid and unpaid personnel in D4CDB offices needing 

information about infection prevention measures in dental health care settings. 

 

PERSONAL PROTECTIVE EQUIPMENT  

 

Personal protective equipment (PPE) refers to wearable equipment that is designed to 

protect dental HCP from exposure to or contact with infectious agents. Use of PPE is an 

important part of standard precautions and during disinfection and sterilization procedures. 

Standard precautions assume blood and body fluids of any patient could be infectious. The 

type of clinical interaction that will occur with a patient determines final decisions about 

PPE use. 

 

Standard precautions have specific recommendations concerning various forms of PPE. 

These include: 

 

a) Clinical gloves: They are worn when touching blood, body fluids, secretions, 

excretions, contaminated items, and during environmental infection control; for 

touching mucus membranes and non-intact skin. They are single use. 

 

b) Heavy-duty utility gloves: are worn when handling chemicals or when handling 

and/or scrubbing contaminated instruments and sharps. They are reusable and 

must be thoroughly cleaned and disinfected after use. 

c) Masks: In order to protect the nose and mouth, masks must fit properly (tight seal). 

The goal of the mask is to protect against spatter, and to filter incoming air 

particles. Avoid touching a contaminated mask with gloved, or worse yet, ungloved 

hands. Change masks between patients, and/or if they become moist. 

 

d) Protective eyewear: They are for patient care activities likely to generate splashes or 

sprays of blood, body fluids, secretions, or excretions. They require routine cleaning 

with soap and water. Side shields are required among employees wearing Rx 
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glasses. Once visibly soiled, they should be disinfected between patients by using a 

disinfectant spray (e.g. CaviCide) and then rinsed with tap water. 

 

e) Gowns or jackets are for procedures and patient care activities where contact of 

clothing/exposed skin with blood/body fluids, secretions or excretions are possible. 

Jackets should be changed if they become visibly soiled between patients and after 

processing instruments. D4CDB will repair or replace clinic gowns/jackets, as 

needed, to maintain its effectiveness at no cost to the employee. 

 

Sequences for donning and doffing PPE are available in the next page. Please note that 

removal of PPE must occur prior to leaving the work area. 

 

HAND HYGIENE 

 

Once arriving to the office, immediately after removing PPE and at the end of your office 

day perform hand hygiene. Take a look at your hands: if they are visibly soiled, then wash 

your hands with an antimicrobial soap and water; if not, you can either wash your hands or 

use an alcohol-based hand rub sanitizer. 

 

Technique: 

 

a) Routine Handwash 

 1. Hands are wetted under warm running water 

 2. Non-antimicrobial or antimicrobial soap is applied 

 3. Hands are rubbed together vigorously for 30 seconds to work-up lather 

 4. Tip of fingers and fingernails are cleaned using the palm on the opposite hand 

 5. Soap is rinsed off with the hands held under cold/warm running water 

 6. Hands are dried with disposable paper towels 

 

b) Antiseptic Hand Rub (to be used only when there is no visible soil on hands):  Hands are 

rubbed together vigorously with an alcohol-based hand-rub product until dry (containing 

60 to 95 % ethanol or isopropanol alcohol).   
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RESPIRATORY HYGIENE/COUGH ETIQUETTE 

 

Respiratory hygiene/cough etiquette infection prevention measures are designed to limit 

the transmission of respiratory pathogens spread by droplet or airborne routes. The 

strategies target primarily patients and individuals accompanying patients to D4CDB 

offices who might have undiagnosed transmissible respiratory infections, but also apply to 

anyone (including DHCP) with signs of illness including cough, congestion, runny nose, or 

increased production of respiratory secretions.  

 

Measures to contain respiratory secretions in patients and accompanying individuals who 

have signs and symptoms of a respiratory infection, beginning at point of entry to the 

facility and continuing throughout the visit are implemented, as follows: 

 

a. Posting signs at entrances with instructions to patients with symptoms of respiratory 

infection to: 

 1. Cover their mouths/noses when coughing or sneezing. 

 2. Use and dispose of tissues. 

 3. Perform hand hygiene after hands have been in contact with respiratory 

secretions. 

 

b. Providing tissues and no-touch receptacles for disposal of tissues 

 

c. Providing resources for performing hand hygiene in or near waiting areas (alcohol-based 

hand sanitizer). 

 

d. Offering masks to coughing patients and symptomatic persons when they enter the office. 

 

e. Providing space and encourage persons with symptoms of respiratory infections to sit as 

far away from others as possible. When possible, offer placing these patients in a separate 

area while waiting for care. 

 

 

ENGINEERING AND WORK PRACTICE CONTROLS 

 

The unique nature of oral healthcare settings, dental procedures, and instrumentation 

require specific strategies to prevent the transmission of healthcare associated infections. 

Engineering and work practice controls are intended to eliminate or isolate hazards and 

promote safer behavior in the workplace. Engineering controls (e.g.: sharps container, 

ultrasonic cleaner, needle recapper, etc.) take advantage of available technology to eliminate 

or isolate biohazards (blood or saliva). When engineering controls are not available or are 

not practical, work-practice controls are implemented. 

General Considerations: 
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 Eating, drinking, smoking, applying cosmetics or lip balm, and handling contact 

lenses are prohibited in work areas where blood or saliva may be present. 

 Food and drinks are not kept in refrigerators, freezers, or cabinets or on shelves, 

countertops, or benchtops in work areas where blood or saliva may be present. 

 All items used in patient care should be stored in closed cabinets or drawers. 

 

 

INFECTION CONTROL IN THE DENTAL TREATMENT ROOM  

 

1. Preparation 

 

a) Barrier protection: place protective plastic covers on clinical contact surfaces such as 

headrests, air and water syringes, salvia ejectors, curing lights and other hard to 

clean areas and equipment as applicable. 

b) Have appropriate instrument packs and supplies ready to begin treatment. This 

includes all necessary PPE (gloves, masks, eye protection, etc.) for the doctor, 

assistant and the patient. 

c) Check all sterilized instrument packs and packages to ensure they are intact and the 

external/internal chemical indicator has changed to the appropriate color. 

d) Do not open packs in advance of the patient's arrival. 

 

2. Treatment 

 

e) Seat the patient. 

f) Provide the patient with safety glasses. 

g) Open sterile instrument trays, pack(s) or cassettes with clean, ungloved hands and 

without directly touching the contents. 

h) Verify internal indicator strip(s) for color change. 

i) Leave wrapping material underneath as a barrier for the work surface. 

j) Perform hand hygiene, don gloves and other PPE. 

k) Connect handpieces, air/water syringe tips, saliva ejector, and high volume 

evacuation tips. 

l) If necessary, use one handed "scoop" technique to recap anesthetic needles. 

m) If additional material is needed during treatment use aseptic technique to retrieve 

needed items (e.g., sterile cotton forceps or pliers, an over-glove barrier, or remove 

gloves and perform hand hygiene). 

n) Complete charting and computer entries after removing gloves and performing 

hand hygiene. 

o) Remove PPE and perform hand hygiene before leaving the treatment area. 

3. Treatment room turn-around procedures between patients 
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a) Come back to the treatment room and don a fresh pair of gloves, protective goggles 

and facemask. 

b) Place instruments in trays for transportation to the sterilization area. 

c) Flush water and air lines for 30 seconds after each patient from any device 

connected to the dental water system that enters the patient’s mouth (e.g., hand 

pieces, air/water syringes, etc.). 

d) Remove air/water syringe tips and dental hand piece(s), including slow speed hand 

piece motors. 

e) Transport instrument trays, packs, and cassettes to the receiving side 

(contaminated) of sterilization area. Preferably, place contaminated instruments 

inside of the ultrasonic cleaning device and let it run for 10 minutes. 

f) Place all disposable sharps in designated sharps container. 

g) Dispose of all non-sharp, general waste in the trash receptacle. 

h) Return to the treatment area.  

i) Remove and dispose of all disposable barriers. Clean and disinfect clinical contact 

surfaces with an EPA-registered hospital disinfectant (i.e., MaxiWipes or 

CaviCide). Include disinfection of curing lights and clinical supplies. 

j) Remove gloves and perform hand hygiene. 

k) Prepare the treatment room for the next patient. 

 

4. Securing the treatment room at the end of the day 

 

a) Wear appropriate gloves, facemask, and eye protection while cleaning contaminated 

surfaces. 

b) Clean and disinfect all contact surfaces, dental unit surfaces, and countertops with an 

EPA-registered disinfectant (MaxiWipes). 

c) To facilitate cleaning, treatment rooms should be free of all unnecessary equipment 

and supplies. 

d) Flush and clean the suction systems per manufacturer’s recommendations.  

e) Flush and clean each water line for 2 minutes and follow manufacturer’s instructions 

if waterline treatment products are used.  

f) Clean and flush sink and toothbrush areas. 

g) Empty all trash receptacles and take unregulated waste to outside dumpster. 

h) Clean and disinfect trash receptacles on a monthly basis or as needed. 

i) Remove PPE (clean and disinfect reusable PPE) and perform hand hygiene. 

 

 

 

DISPOSITION OF SINGLE-USE PATIENT CARE ITEMS 
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a) Generally, blood and/or saliva-tinted items (e.g., gloves, cotton rolls, masks, etc.) 

are not considered regulated waste and are placed in the regular trash receptacle. 

b) Disposable sharps (e.g., needles, local anesthetic cartridges, orthodontic wires, 

brackets, metal bands, and broken sharp instruments) are removed from cassettes, 

tray sets, or packs, and are placed in a rigid, puncture-resistant, leak-proof container 

with a secure lid for storage and transportation. 

c) Other regulated waste (e.g., items that drip when held vertically, release fluid when 

compressed, have dried on fluid that could flake off in transit) is placed in small 

biohazard bags and are disposed of into a Biohazard Waste Receptacle (Biobox) after 

each appointment. 

d) Single-use dental burs should be disposed of in the sharps container. 

 

 

VIII) DISPOSITION OF REUSABLE PATIENT CARE ITEMS 

 

The sterilization area should be divided into sections ranging from contaminated (RED) to 

clean (BLUE) through which the instruments pass in the process of sterilization. Dirty 

instruments should not be placed anywhere but the “dirty” area.  

 

1. Immediately, or as soon as possible after use, all cassettes, tray sets, or packs 

containing contaminated instruments and reusable sharps are transported to the 

sterilization area in a manner that minimizes the risk of exposure (closed cassettes) 

to persons and the environment. 

 

2. Receiving, cleaning, and decontamination: 

a) Items are first cleaned with a hands-free process using an ultrasonic system for 

10 minutes. Remember to keep the lid on at all times while this device is 

running.  

b) Wearing heavy-duty gloves, protective eyewear, and protective clothing, the 

instruments and cassettes are removed from the ultrasonic and are thoroughly 

rinsed under running water. 

c) Visually inspect instruments for residual debris and damage. Residual blood, 

saliva, cement and other visible debris are removed using a long-handled brush. 

d) Damaged instruments are replaced, letting the clinical coordinator/lead know 

for re-ordering. 

 

3. Heat-sensitive items: 

e) Heat-sensitive items are sterilized with a product containing glutaraldehyde or 

glutaraldehyde with phenol.  

f) After 8 to 10 hours immersion time, while wearing heavy duty utility gloves all 

items are rinsed with clean water to remove toxic or irritating residues. 
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g) Don clean gloves. 

h) Pack dry items. 

NOTE: This type of sterilization is not encouraged in D4CDB’s offices 

 

4. Heat-tolerant items are heat sterilized using an FDA cleared dry or steam heat 

device: 

i) The cleaned and inspected instruments are assembled into cassettes or self-

adhesive bags or pouches with hinged instruments open and unlocked. 

j) Most sterilization pouches have internal and external indicators. An unsterile 

pouch starts with a pink/light blue indicator on the bag and will change to dark 

brown when sterile.  

k) Internal chemical indicators (strips) are placed in each cassette or packs missing 

internal indicators (e.g.: Self-sealing Assure Plus pouches).  

l) Fold sterilization pouches at perforated line to form a tight seal. 

m) An external chemical indicator tape is placed on each wrapped cassette to 

monitor sterilization process. These tapes contain bands that will change from 

yellowish to dark brown after the sterilization process. 

n) Use the sterilization date stamp for labeling each pouch/cassette, using a 

different ink color for each sterilizer  

 

5. Sterilization: 

o) The sterilizer is loaded according to manufacturer’s recommendation. 

p) The cycle time, temperature, and pressure are set according to the 

manufacturer’s recommendation. 

q) Upon completion of the sterilization cycle, the packages are allowed to dry and 

cool before removing them from the sterilizer. Do NOT retrieve instruments 

from the autoclave during the drying cycle.  

r) If needed, wear heat resistant oven gloves if sterilizer contents are still hot. 

 

6. Storage 

 

s) Sterilized items are stored in a clean, enclosed, and dry environment. 

t) Sterilized packages remain sterile indefinitely, unless an event causes it to 

become contaminated (e.g., torn packages). 

 

 

 

 

 

CLEANING AND PACKAGING PROCEDURES IN STERILIZATION AREA 
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Loose Instruments, Multi-Use Burs and Bands 

1. Place in the ultrasonic cycle for 10 minutes. 

2. Rinse all items thoroughly. 

3. Bag individually for sterilization. 

4. Date stamp each bag 

5. Place inside sterilizer. 

 

Heat Sensitive Instruments (discouraged) 

1. Rinse under tap water to remove saliva and OPIM. 

2. Place inside cold sterile solution for sterilization for 8-10 hours. 

3. Rinse all items thoroughly. 

4. Use immediately or pack inside sterilization pouches. 

 

Cassettes 

1. Should be placed in the ultrasonic cycle for 10 minutes. 

2. Rinse thoroughly.  

3. Allow to dry in a vertical position. 

4. Open cassette and place inside a chemical indicator strip.  

5. Wrap cassette and seal using chemical indicator tape. 

6. Date stamp each cassette 

7. Autoclave for sterilization. 

 

Handpieces 

 

All handpieces (i.e., high- and slow-speed motors, nose cones, contra-angles, and 

prophylaxis angles), unless disposable, are heat sterilized between patients. As a 

company policy, no orthodontic assistant is allowed to use high-speed handpieces on 

patients. 

1. Cleaning, sterilization and maintenance procedures described by the handpiece 

manufacturer are followed to ensure proper sterilization and maximum longevity for 

the handpiece. 

2. Before removing handpiece from hose, the lines are flushed for 20-30 seconds. 

3. Handpiece (with the bur removed) is scrubbed thoroughly under running water, 

rinsed thoroughly, and dried. 

4. Handpiece requiring pre-sterilization lubrication is lubricated. 

5. Handpieces are packaged and sterilized as recommended by the manufacturer.  

6. Oil handpieces after the autoclave cycle and run for 20-30 seconds before patient use 

to remove excess oil. 

Important Notes: 

 Remember to check all instruments for cleanliness before placing in the sterilizer. 

Once they are sterile, left debris is baked on and is very hard to remove. 

 Remember to oil handpieces, unless they are lube free. 
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 Always wear your PPE while in the sterilization area. This includes mask, safety 

glasses, heavy duty utility gloves, closed toed shoes, and gown/jacket. 

 Heavy duty utility gloves should be worn when handling chemicals or contaminated 

sharp instruments. 

 

 

STERILIZATION AREA PROCEDURES 

 

1. Morning Start Up 

a) Start the autoclave – Unload the machine if a sterilized load is present from the 

previous day and put the instruments away. 

b) Fill the ultrasonic cleaning device. 

c) Check sterilizers – Add distilled water to the necessary operating level if needed. 

Check the water level in the water reservoir.     

d) If available, fill the surgical milk container. This solution should be changed 

weekly, not daily. The surgical milk mixture needs to be in a closed container.  

e) Flush all sinks for 4 minutes (2 min cold and 2 min hot water). Flush air/water 

syringes and waterlines attached to highspeed handpieces for 2 minutes.  

 

2. End of Day 

a) Sterilizers should run their last cycle one hour before the close of business. 

b) Drain the ultrasonic – Drain the water solution into the sink. Some drain tubes 

are located underneath the cabinet. 

c) Keep the drain or strainers clean in bottom of the ultrasonic. 

d) Empty all ultrasonic containers into the sink and dry them out. Do not leave any 

instruments in a wet container, as they will rust.  All instruments must be ready 

to sterilize before leaving the office.  

e) Have the sterilizer ready to run for the next morning. 

f) Flush all sinks for 4 minutes (2 min cold and 2 min hot water). Flush air/water 

syringes and waterlines attached to highspeed handpieces for 2 minutes. 

g) Complete evacuation system cleaning (suction). 

h) Leave counters neat and ready for the next day. 

i) Turn everything off: Autoclaves, Ultrasonic, etc.  

 

 

 

MONITORING OF THE STERILIZATION PROCESS 

 

1. Mechanical - Confirm cycle time, temperature, and pressure by observing the 

gauges or displays on the sterilizer for each load. 
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2. Chemical - Note color changes of time and temperature sensitive internal and 

external chemical indicators, which reflect physical conditions during the 

sterilization process. 

3. Biological - Monitor weekly the sterilization process by an appropriate spore test 

(according to manufacturer’s time, pressure, and temperature recommendation). 

a) Spore strip or vial is placed bagged in inside the sterilizer chamber (center of the 

load). 

b) A control strip (which is not heat processed) is used as a control with each test. 

c) A record is maintained of the weekly spore test results (log sheet may be 

available in the OSHA and IC book). 

 

MaxiTest In-office Steam Biological Indicator (BI)™ 

 

Monitoring Frequency 

For optimum monitoring of sterilization, a test should be performed weekly for each 

autoclave/sterilizer. 

 

Processing 

1. Note the sterilizer number and date on the BI label 

2. Place the BI on the bottom shelf near the door, over the drain of a large sterilizer or 

on the middle shelf of a small sterilizer. 

3. Process the load according to the sterilizer manufacturer's instructions. 

4. Retrieve the BI and confirm that chemical indicator printed on the label has turned 

BROWN. Wait 10 minutes before crushing. Failure to do so could cause the glass 

ampoule inside the BI vial to burst which may result in injury. For this reason, 

safety glasses should be worn when handling and crushing a processed BI. 

 

Activation and Incubation 

1. Activate the processed BI by crushing the inner glass media tube using a built-in 

vial crusher. 

2. As a control, an unprocessed BI (from the same lot) should be crushed and 

incubated each time the sterilizer is tested. Positive results are expected and should 

be reported. 

3. Incubate at 55°—60°C for 24 hours checking for spore. 

 

 

 

 

Test Results  

1. Record negative (no spore growth) results after full incubation in a sterilizer record 

notebook. No color change in the purple media after processing indicates proper 

sterilization. 
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2. Any positive result growth (growth indicated by purple to yellow color change), 

should be reported immediately to the Q.A. Manager and the sterilizer taken out of 

service. 

 

Storage and Disposal 

1. Store between 60°F and 80°F and 30–70% relative humidity. 

2. Do not store near sterilants or other chemicals. Do not refrigerate. 

3. Do not use beyond state shelf life which is indicated on each box. 

4. Negative (no growth) BI's can be disposed of as normal waste; however, positive BI's 

(growth) should be disposed of as regulated waste. 

Note: Do not use ampoules after expiration date printed on package. Dispose of expired 

indicators by autoclaving at 121° C for no less than 30 minutes. 

Recordkeeping 

Date Sterilizer No. 

& Type 

Date & Time 

IN Incubator 

(initials) 

Date & Time 

OUT 

Incubator 

(initials) 

RESULTS 

Circle one 

CONTROL 

Circle one 

01/12/2017 Midmark M11  1/12/17 8am 

KL 

1/13/17 8am 

KL 

+ 

- 

 

+ 

- 

01/12/2017 Statim 5000 1/12/17 8am 

KL 

1/13/17 8am 

KL 

+ 

- 

+ 

- 

 

 

MaxiTest Mail-In Biological Monitoring™  

 

Monitoring Frequency 

For optimum monitoring of sterilization, a test should be performed weekly for each 

autoclave/sterilizer. 

 

Processing 

1. Remove spore strip from spore test envelope and place it inside of a sterilization 

pouch/bag. Place the bagged strip on the middle shelf. 

2. Process the load according to the sterilizer manufacturer's instructions. 

3. Retrieve the strip, open the bag and put it back inside of the envelope. Seal envelope. 

 

 

Mail In 

1. Fill out label information on spore test envelope. 

2. Post a US stamp and write down office information. 

3. Take spore test envelope to a US Postal Service office or USPS blue box. 
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Recordkeeping 

1. Document spore test information on the log sheet located in the OSHA / Infection 

Control book. 

 

Procedures to Follow in the Event of a Positive Spore Test 

If the mechanical (e.g., time, temperature, pressure) and chemical (internal or external) 

indicators suggest that the sterilizer is functioning properly, a single positive spore test 

result probably does not indicate sterilizer malfunction. Items other than implantable items 

do not necessarily need to be recalled. However, the sterilizer should be removed from 

service and sterilization operating procedures reviewed to determine whether operator 

error could be responsible. Sterilizer operators should repeat the spore test immediately 

using the same cycle that produced the positive spore test. 

 

If the result of the repeat spore test is negative and operating procedures were correct, then 

the sterilizer can be returned to service. If the repeat spore test result is positive, do not use 

the sterilizer until it has been inspected or repaired and rechallenged with spore tests in 

three consecutive fully loaded chamber sterilization cycles. When possible, items from 

suspect loads dating back to the last negative spore test should be recalled, rewrapped, and 

resterilized. Results of biological monitoring and sterilization monitoring reports should be 

documented. 

 

 

DENTAL UNIT WATER LINES MAINTENANCE PROCEDURES 

 

Saliva Ejectors 

1. Prevent backflow in low-volume suction lines: Position the section of the suction 

tubing holding the tip above the patient’s mouth. 

2. Instruct patient not to create a seal around the suction tip. 

3. Disinfection of all suction lines is performed at the end of the day with a chemical 

disinfectant (see Suction Disinfection below).  

 

Suction Disinfection Procedure - Daily 

1. Use a mixture of warm water with the evacuation system cleaner in the gallon jug 

to run through all suction lines at the end of each day.   

2. Place suction tip into the gallon jug and allow suction to 1 quarter of solution. Be 

careful not to drip any solution on carpet or uniforms. 

3. A record of this procedure is maintained in the compliance log sheets binder. 

 

Dental Chair Suction Filter (Canister) 

1. Perform canister replacement while wearing gloves, facemask and goggles.   

2. Turn vacuum off. 
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3. Dental chair canister must be changed monthly if your office runs 3 or more times 

per week, and quarterly if your office runs only once or twice a week.  

4. Unscrew the lid lift basket straight up and out.   

5. Used canisters must be disposed of in the sharps container if they have sharps 

(brackets, wires, etc.), or in the regular waste disposal receptacle if no sharps are 

available inside of the unit.  

6. Place the new canister in the housing.    

7. A record of this procedure is maintained in the compliance log sheets binder. 

 

Central Vacuum Unit Filter (inside mechanical room) 

1. Perform trap replacement while wearing gloves, facemask and goggles.   

2. Turn vacuum off. 

3. Vacuum filters must be changed monthly if your office runs 3 or more times per 

week, and quarterly if your office runs only once or twice a week.  

4. Unscrew the filter down.   

5. Close used filter by using a new cap/lid. Used filters must be disposed of in the 

biohazard box.  

6. Screw the new filter up in the vacuum unit.    

7. A record of this procedure is maintained in the compliance log sheets binder. 

 

Water Lines Purging (Air/Water syringe and handpieces) 

1. Purge all water lines for 2 minutes at the beginning and at the end of each day, 

including sink faucets:  the hot and cold water should run separately for 2 minutes.   

2. Purge water lines for 30 seconds between patients.  

3. A record of this procedure is maintained in the compliance log sheets binder.  

 

Self-Contained Water Bottles 

1. To release all residual air from the bottle, turn the master switch off and then press 

and hold the air syringe button.  

2. Unscrew the water bottle from the dental unit. 

3. Fill water bottle to the fill line. Distilled water is not necessary, unless there is 

boiling water advisory.     

4. Screw the water bottle into mounting cap of dental unit.  

5. Water bottles must be emptied at the end of each day and allowed to air dry 

overnight. 

 

RADIOGRAPHY AND INTRAORAL SCANNERS 

 

1. Wear clinical gloves before initiating the process. Wear other PPE such as masks, 

protective eyewear and gowns if spatter is expected. 

2. Place disposable plastic covers or barrier sleeves before the patient is positioned in 

the machine/dental chair.  
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3. When taking x-rays, provide patients with appropriate shielding aprons, and 

thyroid collar as requested. 

4. After each exposure/patient session, remove plastic barriers/sleeves and discard. 

5. Clean and disinfect exposure button, bite guide and ceph ear cones with a surface 

disinfectant (e.g. MaxiWipes). Scanning unit also must be disinfected.    

6. Remove gloves and other PPE, and perform hand hygiene. 

 

 

LABORATORY ASEPSIS 

 

Wear PPE (clinical gloves, facemask and protective glasses) when handling items received 

in the laboratory until they have been decontaminated. 

1. Impressions:  

a) Rinse under tap water to remove blood, saliva and other potentially infectious 

materials (OPIM). 

b) Disinfect with an EPA-registered intermediate-level hospital disinfectant with 

tuberculocidal claim (e.g.: CaviCide or MaxiCide). 

c) Thoroughly rinse under running water before handling. 

d) Metal impression trays are heat sterilized between patients and plastic 

impression trays are discarded after use. 

2. Digital Study Models: follow previous impression steps, in addition to packaging 

and shipping instructions available in the Orthoselect guide. 

 

 

ENVIRONMENTAL INFECTION CONTROL 

 

Environmental surfaces such as walls, floors, and sinks do not appear to contribute to 

significant cross-contamination in orthodontic offices. Other surfaces that are frequently 

touched may serve as reservoirs for microbial contamination and are categorized as clinical 

contact surfaces (e.g., light handles, switches, radiographic equipment, dental chairside 

computers, reusable containers of dental materials, drawer handles, faucet handles, 

countertops, pens, telephones, and doorknobs) and housekeeping surfaces (e.g., walls, 

window drapes, other vertical surfaces, floors, sinks, carpeting, etc.). 

 

1. Clinical contact surfaces with visible soil are cleaned and disinfected with an EPA-

registered intermediate level hospital disinfectant with tuberculocidal claim (e.g.: 

MaxiWipes). 

2. Housekeeping surfaces, floors and sinks, are cleaned regularly with a detergent and 

water or an EPA-registered hospital disinfectant/detergent designed for general 

housekeeping purpose: 
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a) Clorox disinfectant cleaner is ideal on non-porous ceramic sinks and toilettes 

(do not use Clorox on metal surfaces).  

b) Scrubbing Bubbles disinfectant cleaner is ideal on non-porous metal, glazed 

ceramic tile, glazed porcelain, and fiberglass surfaces.  

c) Windex disinfectant cleaner is ideal on mirrors, granite, marble, acrylic, 

fiberglass, plastic surfaces and light fixtures. 

d) 409 Antibacterial All Purpose Cleaner is ideal on acrylic, fiberglass, tile 

(glazed) and wood (painted) surfaces. 

3. Cleaning office schedule is available on next page. 

 

 

**Failure to adhere to proper sterilization procedures as instructed and trained  

will result in disciplinary action** 
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D4CDB Pediatric/Orthodontic Division - Cleaning Office 
Schedule   

AREA WHEN SUPPLIES PPE PROCEDURES 

Waiting Room 

Before opening Multisurface cleaner and paper towels As needed 
Dust top of monitors and other electronics, inspect waiting room and coffee area for cleanliness 
and supplies' availability 

As needed during the 
day 

Multisurface cleaner and paper towels As needed 
Pick up cups and water bottles left by patients. Organize magazines and clean any spills on 
coffee area and chairs/tables as needed 

Lunch break 
Trash bags, multisurface cleaner, paper 
towels 

As needed 
Empty trash bags, pick-up dirt and vacuum/broom floors as needed; organize chairs, magazines 
and marketing materials 

End of the day 
Trash bags, multisurface cleaner, paper 
towels 

As needed 
Empty trash bags, vacuum/broom floors, organize magazines and marketing materials, clean 
chairs, tables and counters 

TC Office 

Before opening Multisurface cleaner and paper towel As needed Dust top of monitors/electronics and doctor diplomas, inspect TC room for cleanliness 

Between patients Disinfecting wipes Gloves and eye protection Clean and disinfect dental chair, and clean desk as needed 

Lunch break Multisurface cleaner and trash bags As needed 
Empty trash bags, pick-up dirt, organize chairs and marketing materials, dust/clean desk and 
other surfaces  

End of the day Multisurface cleaner and trash bags As needed 
Empty trash bags, vacuum/broom floors, organize chairs and marketing materials, dust/clean 
desk and other surfaces  

Clinical Area 

Before opening Multisurface cleaner and paper towel As needed Dust top of monitors and dental unit arms, and inspect clinical area for cleanliness 

Between patients Disinfecting wipes Gloves and eye protection 
Wipe clinical contact surfaces (dental chair, hoses/holders, light switch, lamp and drawer 
handles, counter, and dental unit arms) using 2 wipes 

Lunch break Trash bags, broom or vacuum cleaner Gloves   Empty trash bags, vacuum/broom floors, and organize supplies on counters 

End of the day Trash bags and disinfecting wipes Gloves and eye protection Empty trash bags, vacuum/broom floors, and wipe clinical contact surfaces   

Sterilization Area  

Lunch break 
Trash bags, broom, disinfecting cleaner, 
disinfecting wipes 

Gloves, face mask, and eye 
protection 

Empty trash bags, disinfect counters and sink; organize supplies, instruments and cassettes on 
counters 

End of the day Trash bags, broom, and disinfectant wipes 
Gloves, face mask, and eye 
protection 

Empty trash bags, clean counters, sink, and sterilizers, empty and clean ultrasonic machine, and 
organize supplies 

X-Ray Room 

Before opening Multisurface cleaner Gloves Dust top of monitor and x-ray unit, and inspect room for cleanliness 

Between patients Disinfecting wipes Gloves and eye protection 
Dispose of bite block plastic barrier, wipe x-ray machine (bite block, chin rest, temple support, 
hand grips, control panel, height adjustment button, remote control, nasion support, and ear 
cones)   

Lunch break Trash bags, broom or vacuum cleaner Gloves  Empty trash bags, pick-up dirt, and organize supplies on counters  

End of the day 
Trash bags,  disinfecting wipes and 
multisurface cleaner 

Gloves and eye protection Empty trash bags, vacuum/broom floors, wipe and clean x-ray machine  

Records Room 

Before opening Multisurface cleaner Gloves Dust top of monitor and dental chair, and inspect sink/room for cleanliness 

Between patients Disinfecting wipes Gloves and eye protection Wipe dental chair and counters, and clean sink   

Lunch break Trash bags, broom or vacuum cleaner Gloves  Empty trash bags, vacuum/broom floors, and organize supplies on counters  

End of the day Trash bags and disinfecting wipes Gloves and eye protection Empty trash bags, vacuum/broom floors, wipe all  contact surfaces   

Laboratory 

Lunch break 
Broom, multisurface cleaner and 
disinfecting wipes 

Gloves and eye protection Clean and disinfect counters, trimmer, and sink; organize supplies on counters and broom floors 

End of the day 
Broom, trash bags, multisurface cleaner and 
disinfecting wipes 

Gloves and eye protection 
Empty trash bags, clean and disinfect counters, trimmer, and sink; organize supplies on counters 
and broom floors 

Break Room End of the day Trash bags and multisurface cleaner Gloves  Empty trash bags, clean microwave oven, refrigerator, tables/chairs, sink and counters 

Patient and Staff 
Restroom 

Before opening Multisurface cleaner and towels Gloves 
Dust surfaces; inspect restrooms for cleanliness and supplies' availability (bath tissue, paper 
towels, and hand soap) 

Lunch break Trash bags and bathroom cleaner 
Gloves, facemask and eye 
protection 

Empty trash bags, clean mirror and disinfect sink and toilette 

End of the day Trash bags and bathroom cleaner 
Gloves, facemask and eye 
protection 

Empty trash bags, clean mirror and disinfect sink and toilette. Clean wall décor surfaces 
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Storage Room Weekly Trash bag, broom/vacuum cleaner Gloves and facemask Clean and organize shelves, dispose of empty boxes, and broom/vacuum as needed 



 

POST-EXPOSURE INCIDENT PLAN 

 

Determine whether the injured person may have suffered serious or potentially life 
threatening injuries that would require immediate medical attention.  If so, assign 
someone to call 911 for an ambulance and report back to you when done.  Send one 
or two employees outside to watch for the ambulance and guide them in. 
 
Definition of Exposure: Any incident in which an individual has been exposed to possible 
infectious material, such as blood or saliva, through mucosal contact (mouth, nose or eyes), 
or that may have entered through the individual’s skin as a result of a puncture by a sharp 
or pointed instrument or scrape, that results in bleeding, from the instrument or device 
used in the patient’s mouth  
 
PROCEDURE:  
 
1. Provide immediate care to the exposure site 
• If the person’s injuries do not appear to be serious or life threatening, provide first aid and 
arrange off-site medical care as needed 
• Wash wounds and skin with soap and water 
• Flush mucous membranes with water (may use eyewash station) 
 
2. Report the incident as soon as possible to the Practice Manager 
Document the exposure by completing The “First Report of Injury” form if only the 
employee has been exposed. If the patient is involved in an exposure, complete the “Incident 
Report” form.  
 
3. Email completed report form to 
• Chief Compliance Officer (Andy.Lyness@d4c.com)  
 
4. Evaluate exposure source 
• Assess the risk of infection using available information in the patient’s chart 
• The source individual (patient) must be asked if they know their Hepatitis B, Hepatitis C, 
or HIV status 
 
5. The exposed individual is referred as soon as possible to a nearby health care 
provider 
• A list of nearby clinics and medical practitioners can be found on the “Worker’s Comp 
Panel of Physicians” form posted at the site. 
 
6. Health Care Provider (HCP) 
• Evaluates exposure incident 
• Arranges for testing of employee and source individual (if status not already known) 
• Notifies individual of results of all testing 
• Provides counseling and post-exposure prophylaxis 
• Evaluates reported illnesses 
• HCP sends written opinion to employer 
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