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What is aseptic technique?

Asepticmeans "without microorganismsAseptic techniqueefers to practes that help reduce

the risk of post procedure infections in clients by decreasing the likelihood that microorganisms
will enter the body during clinical procedures. Some of these practices are also designed to
reduce service providers' risk of exposwr@otentially infectious blood and tissue during

clinical procedures.
Aseptic techniques are those that do some or all of the following:

e Remove or kill microorganisms from hands and objects.
o Employ sterile technique.

e Reduce clients' risk of exposurenticroorganisms that cannot be remo\

Principles of Asepsis
1. Allitems used within the sterile field must be sterile.

2. Edges of sterile package/container are not considered sterile once opened.
3. Gowns are considered sterile in front from the nipple lirtbedevel of the table or
sterile to 20

sterile field. Sl eeves are
4. Tables are sterile only at table level.
5. Sterile persons and items only contact sterile areas.
6

. Movement within and around the sterile field must not cause contaminatios foglth
Non-sterile persons should maintain a distance of at least 30cm (1 foot) from any area of

the sterile field. Never walk between two sterile areas.

7. Contamination occurs whenever bacterial barriers are permeated.

8. Articles of doubtful sterilely areonsidered non sterile.

Donning Sterile Gloves

Step 1
Prepare a large, clean, dry area for opening the package of gloves. Either open the outer glove

package and then perform a surgical scrub or perform a surgical scrub and ask someone else to
openthe package of gloves for you.
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Meadows Regional Medical Center complies with CDC recommendations for preventing the
spread of Vancomycin resistant and MultidiiRgsstant organisms, specifically Staphylococcus
aureus and Enterococci species, among its patients and staff.

PROCEDURE:

A. Role of the Microbiology Laboratory in the Detection, Reporting, and Control of Vancomycin
resistant and muhdlrug regstant microorganisms .

1. Identification: Presumptively identify colonies on primary isolation plates by
using colonial morphology, Gram stain and PYR test.

2. Antimicrobial susceptibility testing: Determin Vancomycin or mdhig
resistance.

3. Confirmation: Confirm Vancomycin resistance by repeating antimicrobial
susceptibility testing. Send isolates to State Health Department for confirmation
of Vancomycin resistance.

4. Reporting: Immediately, while performing the confirmatory susceptibility tests,
notify thepatient's primary physician, patient care personnel on the unit where
the patient is housed, and the Infection Control Practitioner regarding the
presumptive identification of Vancomycin resistance

B. Precautions to Prevent Transmission of Vana@mesistant Microorganisms (VRO):

1. The R.N. in charge of the patient's care places the VRO infected or colonized
patient(s) in a private room or cohorts them in the same room (if more than one
patient identified). He/She flags the chart for VRO by plgdRESISTANT
ORGANISM stickers on the chart, Kardex, MAR, etc, as needed.

2. A STOP ALERT sign is place on the door and VANCOMYCIN RESISTANCE
PRECAUTIONS are implemented. Visitors are limited.

3. The Infection Control Practitioner (ICP) or, in her absetioe Vice President of
Patient Care Services, is notified that a VRO patient has been identified.

4. Environmental Service is notified to provide linen and trash containers within the
room (red bags not needed).

C. VANCOMYCIN RESISTANT PRECAUTIONS

1. Wear gloves when entering the room of a VRO infected or colonized patient.

2. Change gloves after any contact with material that may contain VRO.

3. Wear a gown or protective apron when entering the room of a VRO infected or
colonized patient.

4. Remove gloves andown before leaving the patient's room and wash hands
immediately with antiseptic soap and water.

5. Obtain a disposable stethoscope, sphygmomanometer and thermometer for use by

infected or colonized patients.
INFECTION
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6. If devices must be removed from the rotonuse on other patients, adequately
clean and disinfect them first, using the approved hospital disinfectant.

7. The Infection Control Practitioner (or designee) is to obtain orders for culture of
stools, wounds, urine, and sputum of roommates of patiemty fiound to be
VRM infected or colonized. Apply these same precautions if they are infected or
colonized.

8. The Infection Control Practitioner will notify the nursing area when patients may
be removed from Vancomycin Resistance Precautions. VRO negagiviesron
three consecutive occasions, one or more weeks apatrt, for all cultures from
multiple body sites (stool, perineal area, axilla or umbilicus, wound, urine) must
have been obtained before Vancomycin Resistance Precautions can be terminated.

9. The Infection Control Practitioner flags the closed medical record of VRO
infected or colonized patients so that they can be recognized and placed on VR
Precautions promptly upon readmission. The ICP also flags the patient's
electronic data so as to facilitateentification upon future presentation as an
outpatient or inpatient.

10.The individual arranging transfer informs receiving facilities (other hospitals,
long-term care facilities, and honfealth care agencies) that the patient is
infected or colonized wita Vancomycin resistant organism.

11.Refer to "MULTIPLY DRUG RESISTANT BACTERIA" policy for patient and
family teaching instructions.

12.Refer to "TRANSPORTATION OF INFECTIOUS INMATES/PATIENTS BY
PUBLIC SAFETY OFFICERS" policy for instructions regarding the tfranef
infected patients by a public safety officer.

D. Readmission of Vancomycin Resistance Infected or Colonized Patients:

1. Admitting personnel must immediately notify the House Supervisor, Chief
Nursing Executive or designee and the Infectiont@bfractitioner of any VRO
patient presenting for treatment, whether as an outpatient or as an inpatient. (VR
patients are electronically flagged by their data base.)

2. Vancomycin Resistance Precautions are initiated immediately by the R.N. in
charge ofte patient's care.

E. MULTI-DRUG RESISTANT ORGANISMS (OTHER THAN VRO OR MRSA)
1. Implement Contact Precautions according to hospital policy
2. Notify Infection Control Practitioner

INFECTION
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gkin Care Initiatjyg

.  Braden Score Risk
Assessment

II. Wound Care Assessment/
Staging

1I1l. Wound Prevention

All patients are screened on admission for impaired skin integrity. The Pressure Sore Risk Assessment
(Braden Score) is completed on all patients that are assessed at risk for skin breakdown. If the patient is
scored as moderate or high risk, the following interventions are implemented:

1. Skin/Wound Care protocol initiated
2. Nutritional Evaluation ordered
3. Pressure sore risk screen completed every 72 hours

Patients with a score of 5 or less are evaluated to determine the need for placement on a specialty bed.
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The Braden Risk Assessment Scale has 6 categories that are used to assess patients for

risk of pressure ulcer development

Incorrect scoringan result innsufficient intervention$o prevent skin breakdown

In this module, patient examples are used to demonstrate proper scoring using the Braden

Risk Assessment Scale

gensory Perceptioy,

Ability to respond meaningfully to pressurelateddiscomfort
Keep in mind the following patient conditions for this category
i Sedation
i Altered mental status
T Neuropathy
i Diabetes
No Impairment - 4 points
I Responds to verbal commands
T No sensory deficit that limits ability to feel or voice pain or discomfort
Examples
Patient is awake and alert, able to feel pain or discomfort. Can voice need for
pain medication or repositioning
Slightly limited - 3 points
I Responds to verbal commands
i Cannot always communicate discomfort or need to be turned
I Has some sensory impment limiting ability to feel pain or discomfort in 1 or 2
extremities
Examples
Brain injury or Stroke patient
Diabetic or vascular insufficiency with peripheral neuropathy
Very Limited- 2 points
I Responds only to verbal stimuli
T Camot communicate discomfort except by moaning or restlessness
T Sensory impairment limiting ability to feel pain or discomfort over half of the
body
Examples
Brain injury; Alcohol withdrawal; Paraplegic
Completely Limited- 1 point
T Unresponsie (does not moan, flinch, or grasp) to painful stimuli due to
diminished LOC or sedation
T Limited ability to feel pain over most of the body surface
Examples
Sedated/Obtunded/Comatose/Quadraplegic
Hepatic Encephalopathy




A Degree to which skin is exposed to moisture
A Keep in mind the following patient conditions for this category
T Number of underpads used
T Excess linen changes
T SCDs
T Splints
Rarely Moist - 4 points
T Skin is usually dry
T Linen changes at routine intervals (248 rours)
Examples
Continent patient
No draining wounds
Afebrile / Not diaphoretic
Occasionally moist i3 points
T Skin occasionally moist
T Linen change every 12 hours
Examples
Incontinent once or twicegp day
Very moist - 2 points
I Skin is often, but not always, moist
i Linen changes at least every 8 hours
Examples
Incontinent 3 times per day
Patients with diarrhea needing cleaning
Obese patient with skin folds ocoasally moist
Constantly moist i 1 point
T Skin is moist almost constantly by perspiration, urine, etc
i Dampness detected every time patient is moved or turned
Examples
Diaphoretic patients from fever, alcohol withdrawal, brain injury
Frequet incontinence
Large draining wounds
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A Degree of physical activity
A Keep in mind the following patient conditions for this categ
T Orders not to turn
T Medically unstable when turned
T Bed rest order
i Paralytics in the ICU

Walks frequently T4 points
T Walks outside room at least twice/day
T Walks inside room at least once every 2 hours while awake
Examples
No restriction to activity & patient is out of bed as needed

Walks occasionally i 3 points
i Walks occasiorlly during day for short distance, with or without assistance
T Spends majority of each shift in bed or chair
Examples
Postop patients on 1st or 2nd day
PT required to assist with walking patient
Orthopedic injury wih toe touch weight bearing

Chairfast i 2 points
i Ability to walk severely limited or nonexistent
I Cannot bear own weight
i Must be assisted into chair or wheelchair
Examples
OOB to chair with Max Assistance; Brain Injury/Stroke pati@nthopedic
injuries with no weight bearing

Bedfast i 1 point
i Confined to bed
Examples
Patients in Traction
ICU patients with no order to sit in chair
Unstable patients
Immediate posbp, angio, or cardiac cath paits




A Ability to change and control body position

A Keep in mind the following patient conditions for this category
i Patients in restraints

T ICU patients on paralytics

I Sedated patients

No limitations i 4 points
i Makes major and frequent changegasition without assistance
Examples
Able to turn self side to side
Able to get out of bed by self

Slightly limited i 3 points
T Makes frequent though slight changes in body or extremity position
independently
Examples
May require some assistance with turning
Some Stroke patients
Patient with lower or upper extremity fractures

Very limited i 2 points
T Makes occasional slight changes in body or extremity position
T Unable to make frequent significant changes independently
Examples
Brain Injury/Stroke patient
Upper or lower extremity fractures with limited movement  due to pain; Morbid
obese patients who require multiple personnel to reposition; 2 point restraint

Completely immobile i 1 point
T Does not make even slight changes in body or extremity position without
assistance
Examples
Brain Injury
Sedated/Obtunded/Comatose patient
4 point restraints
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Usual food intakeattern
(Assess patient for dietary intake within last week)
Keep in mind the following patient conditions for this category
T Enteral or parenteral feedings
I Nausea/Vomiting
i NPO
:
|
|

Patients with cancer
Patients with frequent@hol intake or drug addiction
Severe COPD

Excellent i 4 points
I Eats most of every meal

Never refuses meal
Usually eats a total of 4 or more servings of meat/dairy products
Occasionally eats between meals
Does not require supplements
Examples

Active adult admitted to the hospital after a MVA

Adequate i 3 points

i Eats over half of most meals

T Eats total of 4 servings of protein each day

T Occasionally refuses meals but will take supplement

T Is on tube feeding or TPN that meets most tiatral needs

Examples
Able to tolerate tube feedings without high residuals and is progressing to goal
rate

Probably inadequate i 2 points
T Rarely eats complete meal or half of any food offered
T Eats total of 3 servings of protein peryda
T Occasionally will take a dietary supplement
T Receives less than optimal amount of liquid diet or tube feeding
Examples
Tube feedings held on occasion for high residuals
Cancer patient receiving chemotherapy

Very poor i 1 point
T Never eats complete meal or less than 1/3 of meal
T Eats 2 servings or less of protein per day
T Takes fluids poorly
T Does not take liquid supplements
T NPO and/or maintained on clear liquids or IVsimore than 5 days
Examples
Extendedleus, not yet on TPN
Patient has had persistent nausea/vomiting over several days



VIVIVISTIHTIT I TS COTIT

B;adens @@@{gn@m ane Sheg .

A Frictioni occurs when skin is moved against surfaces
A Sheaii occurs when skin and adjacent bones slide across one another (deep tissue injury)
A Keepin mind the following patient conditions for this category

T Obese; Restless/agitated; Total care/dependent patient

Friction and Shear

No apparent problem i 3 points
T Moves in bed or chair independently and is able to sit up completely during move
T Maintairs good position in bed or chair at all times
Examples
Needs no assistance to get out of bed or chair

Potential problem i 2 points
T Moves feeble or requires minimal assistance
i During move skin probably slide against shedtgjr; restraints, or other devices
i Maintains relatively good positions in chair or bed most of the time but
occasionally slides down
Examples
Needs assistance when moving, even with overhead trapeze
Obese patients

Problem i 1 point
T Requires moderate to maximum assistance in moving or repositioning
T Complete lifting without sliding against sheets is impossible
T Frequently slides down in bed or chair
i Spasticity, contractions or agitation leads to almost constant friction
Examples
Requires 2 or more people to reposition
Constantly agitated and moving in bed
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Classification of wounds

o Stage I- nonblanching erythema or redness that remains visible for more than 30
minutes

o Stage IlT partial thickress; loss of the epidermal skin layer, possible loss of dermis but
not through the dermis

o Stage Il T full thickness; loss through dermis and into the hypodermis but not through
the hypodermis

o Stage IVT tissue loss through the hypodermis

0 Suspected Deep Bsue Injury- Deep tissue injury may be characterized by a purple or
maroon localized area of discolored intact skin or a bfdled blister due to damage of
underlying soft tissue from pressure and/or shear. Presentation may be preceded by tissue
thatis painful, firm, mushy, boggy, and warmer or cooler as compared to adjacent tissue.

0 UnstageableFull-thickness tissue loss in which the base of the ulcer is covered by
slough (yellow, tan, gray, green or brown) and/or eschar (tan, brown or black) in th
wound bed may render a wound unstagedldenot stage if wound is covered with dry
thick black eschar

Never reverse stage a decubitus wound!

Progression of decubitis ulcer
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Reduce or eliminate causative factors

Pressure (Turn and Reposition Frequently)
Shear and kation
Moisture
Inadequate blood flow
Measures to promote blood flow
e Monitor hydration status
e Monitor lab values and vital signs
e Decrease use of caffeine and nic
e Avoid cold, keep patient warm
e Elevate legs
e Monitor medication compliance
u Provide Systemic Support

A Cardiovascular and pulmonary support
e Assess vital signs
e Assess peripheral circulation
e Manage edema

A Nutritional support

A Maintain optimal blood glucose levels

A Treat infection
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9\ood Administration

MRMC follows standardized guidelines for the administration of blood and blood
products in accordance with laboratory and infection control practices. Licensed Nursing
Personnel are responsible for the administration and monitoring of patients receiving
blood/blood products, [i.e., blood transfusion/administration of packed cells; blood
products- fresh frozen plasma, platelets, cryoprecipitate].

PROCEDURE:
PRE-TRANSFUSION:

. Ver i fy phys.ifortyperaddsrossmatti€order to transfuse.

. Veri fy that AConsent to Administer Blood/ Bl c
Consent for Administration for Rhogam and albumin is not required.

lll. Educate the patient of the intended transfusion therapy or blood product to be
given the approximate length of time, and desired outcome of transfusion or blood
product. Explain patient education sheet and emphasize to the patient/family to
notify the nurse of any of the following symptoms of a reaction as listed below:

Chills

Abdominal/Low back pain

Rash/itching

Fever (Increase in baseline temperature of more than 2 degrees.)

Rapid heart rate

Nausea/vomiting

Difficulty breathing

Flushing

Chest pain

Hematuria

Rise or drop in systolic blood pressure from baseline greater than 30 mm Hg

Tachycardia (greater than 40/min. rise from baseline)

Hemoglobinuria (dark urine)

Chest pain
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glood Administratiop

IV. Ascertain patent IV access with Normal Saline only. (Maintain KVO rate or
physiciands orders).
Adults -- 18-20 gauge needle preferred
Pediatrics i 22-25 gauge
Central Line Catheters may be used

V. Obtain and review baseline vital signs within an hour of transfusion
(unexpected abnormalities notify physician before proceeding to next step.)

VI. Collect equipment needed.
e Blood/solution set with standard blood filter (must use blood set to administer
whole blood, packed red blood cells, and fresh frozen plasma) IV pump if
needed. Use of a special IV set for cryo/platelet is needed.

VII. Retrieve Blood/Blood Products from Lab Blood Bank. (Use patient ID sticker)
¢ A RN must sign out blood/blood products from the Laboratory blood bank and
verify all information on the blood/product bag. The Medical Technologist will
verify the information on the Blood Bank Issue Card. Signatures of both on the
Blood Bank issue card indicate all of the information is correct.
*Exception a LPN may obtain RhoGam or Albumin from the blood bank.
e NOTE: If there is any discrepancy in numbers or patient identification at any

point, immediately interrupt the process, obtain clarification and correct the
issue before proceeding

e NOTE: Blood Bank products should be returned to the LAB within 20 minutes of
signing them out if the product is not going to be utilized.

TRANSFUSION of BLOOD/BLOOD PRODUCTS

VIII. Verify Right Patient/Right Unit at bedside (RN and LPN or Paramedic) check
specifically and sign blood issue sheet.

1. Ask the patient to state his’lher name/DOB and check against
pati ent 0 sandadload ssueadrd. (All patients receiving
blood products will have a red blood armband).

2. Compare red blood armband on patient against blood bag with R
number and medical records number.

3. ARO number, group and type, expirat:i
against issue sheet)

I X. Start transfusion slowly 75 cc/ hr (peds r
1. RN must stay at bedside for 15 minutes (v/s g 5 minutes X 3)
2. Compatible with NS only T Never transfer blood in same line with other
medication.
3. If no signs/symptoms of reaction (refer to section Ill), then increase infusion
rate.

4. Transfusion must be completed within 4 hours of signing out from Lab
5. Vital Signs taken g 1 hour until completed
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X. Post Transfusion:

1. Return Blood Bag and tubing in Biohazard Bag to Lab to designated area.
2. Obtain post-transfusion vital signs 45 minutes to 1 hour and 15 minutes and
document.

e NOTE: If there is any discrepancy in numbers or patient identification at
any point, immediately interrupt the process, obtain clarification and
correct the issue before proceeding.

**During an emergency situation and upon order of the physician, blood
may be infused in less than one hour, i.e. Emergency Room, Critical Care
Unit, Surgical Services, or Labor and Delivery upon direction of
physician.

*Emergency Blood Issue Request must be signed by the physician prior to
infusion of the least incompatible blood or when time will not permit for
compatibility studies to be performed. The signed Emergency Blood
|l ssue Request must be on the patientdés cha

**Exceptions to documentation are as follows: Rapid Infusion or uncross-
matched blood

XI. SUSPECTED TRANSFUSION REACTION

In the event a suspected reaction occurs (refer to signs/symptoms in Section Ill) during
the transfusion, do the following:

e Stop Blood i Keep IV line open

Provide emergency patient care as needed

Notify Lab [DO NOT RESUME TRANSFUSION UNLESS ADVISED BY LAB]
Verify patient ID with bag and document

Contact physician

Complete Suspected Transfusion Reaction Form

Notify Nursing Supervisor/Department Director

If directed to discontinue transfusion, return Blood bag with tubing with
completed Suspected Transfusion Reaction Form to Lab.

Note: If a post-transfusion reaction occurs, follow steps as described

above. Physician and Lab need to be in agreement about continuing
infusion.

XIll. Other Blood Products:
Fresh Frozen, Platelets, and Cryo
e Baseline and post-infusion vital signs

e Complete sections in Blood Issue Sheet as asterisk notes (admission and
verified volume given)

*Exception: Document RhoGam and Albumin dose on Medication Administration
Record (MAR) treat as medication.







