
 

NATIONAL GUIDELINES ON 
INFECTION PREVENTION AND 

CONTROL 

 

 

 

 

 

 

 

 

                                            Ministry of Health and Wellness        

 

 

 

 

 

 

  

  REPUBLIC OF MAURITIUS 

MAY 2025 



1 
 

Table of Contents 

Approval Form ........................................................................................................................................ 9 

Updates ................................................................................................................................................. 10 

VERSION 2 ......................................................................................................................................... 10 

AUTHORS AND REVIEWERS OF VERSION 1 ....................................................................................... 11 

VERSION HISTORY ............................................................................................................................. 12 

DISCLAIMER....................................................................................................................................... 13 

Chapter 1: Basic Principles of Infection Prevention and Control .......................................................... 16 

1.1 INTRODUCTION ........................................................................................................................... 16 

1.2 BACKGROUND AND SITUATION ANALYSIS .................................................................................. 16 

1.3 PURPOSE AND SCOPE ................................................................................................................. 18 

1.4 METHODOLOGY .......................................................................................................................... 19 

1.5 GENERAL POLICY STATEMENTS .................................................................................................. 20 

Chapter 2: Healthcare-Associated Infections ....................................................................................... 21 

2.1 INTRODUCTION ........................................................................................................................... 21 

2.2 DEFINITION OF HAI ..................................................................................................................... 21 

2.3 THE CHAIN OF TRANSMISSION ................................................................................................... 21 

2.4 MAJOR TYPES OF HAI .................................................................................................................. 22 

2.5 THE CHAIN OF DISEASE TRANSMISSION ..................................................................................... 23 

2.6 STRATEGIES TO PREVENT INFECTIONS ....................................................................................... 24 

Chapter 3: Infection Prevention and Control Program ......................................................................... 29 

3.1 NATIONAL AND REGIONAL STRUCTURE OF THE IPC PROGRAM................................................. 29 

3.2 RESPONSIBILITIES AND AUTHORITIES ......................................................................................... 31 

3.3 IPC MANUAL ................................................................................................................................ 34 

3.4 CAPACITY BUILDING PROGRAMMES .......................................................................................... 34 

3.5 RISK ASSESSMENT AND MANAGEMENT ..................................................................................... 36 

3.6 INCIDENT REPORTING ................................................................................................................. 37 

3.7 PLANNING, MONITORING AUDITING AND FEEDBACK ................................................................ 38 

3.7 IMPLEMENTATION AND RESEARCH STRATEGIES ........................................................................ 39 

Chapter 4: Standard Precautions .......................................................................................................... 43 

4.1 INTRODUCTION ........................................................................................................................... 43 

4.2 HAND HYGIENE ........................................................................................................................... 43 

4.3 RESPIRATORY HYGIENE ............................................................................................................... 48 

4.4 PERSONAL PROTECTIVE EQUIPMEMT ......................................................................................... 49 

4.5 INJECTION SAFETY AND SHARP MANAGEMENT ......................................................................... 56 



2 
 

4.6 SAFE HANDLING OF PATIENTS CARE EQUIPMENT ...................................................................... 59 

4.7 TRANSMISSION-BASED PRECAUTIONS ....................................................................................... 63 

4.8 HANDLING OF LINEN ................................................................................................................... 68 

Chapter 5: Environmental Cleaning and Control .................................................................................. 70 

5.1 INTRODUCTION ........................................................................................................................... 70 

5.2 ENVIRONMENTAL TRANSMISSION OF HAI ................................................................................. 70 

5.3 ENVIRONMENTAL CLEANING SERVICE AREA .............................................................................. 73 

5.5 AIR AND VENTILATION ................................................................................................................ 74 

5.6 CLEANING AND DISINFECTION .................................................................................................... 75 

Chapter 6: Biomedical Waste Management ......................................................................................... 85 

6.1 INTRODUCTION ........................................................................................................................... 85 

6.2 SEGREGATION OF WASTE ........................................................................................................... 85 

6.3 WASTE QUANTIFICATION............................................................................................................ 86 

6.4 RISKS ASSOCIATED WITH POOR WASTE DISPOSAL ..................................................................... 88 

6.5 GUIDING PRINCIPLES................................................................................................................... 89 

6.6 ASSIGNMENT OF RESPONSIBILITIES ............................................................................................ 90 

6.7 WASTE MANAGEMENT HIERARCHY ............................................................................................ 90 

6.8 WASTE REDUCTION ..................................................................................................................... 91 

6.9 WASTE PROCESS FLOW ............................................................................................................... 92 

6.10 WASTE STORAGE ....................................................................................................................... 92 

6.11 MODERN WASTE DISPOSAL TECHNIQUES ................................................................................ 93 

Chapter 7: Sterilization ......................................................................................................................... 95 

7.1 INTRODUCTION ........................................................................................................................... 95 

7.2 THE ROLE OF STERILIZATION IN IPC ............................................................................................ 95 

7.3 LIFE CYCLE OF DECONTAMINATION ............................................................................................ 95 

7.4 VALIDATION OF THE STERILIZATION PROCESS BY STEAM .......................................................... 96 

7.5 LAYOUT OF THE SSD .................................................................................................................... 97 

7.6 VENTILATION IN THE SSD ............................................................................................................ 99 

7.7 WATER QUALITY FOR STERILIZATION ......................................................................................... 99 

7.8 PHYSICAL PARAMETERS INSIDE THE SSD .................................................................................. 100 

7.9 PERSONAL PROTECTIVE EQUIPMENT ....................................................................................... 100 

7.10 CLEANING ................................................................................................................................ 101 

7.11 INSPECTION, ASSEMBLY AND PACKAGING ............................................................................. 102 

7.12 HIGH-LEVEL DISINFECTION OR STERILIZATION OF ENDOSCOPES ........................................... 103 

7.13 TYPES OF STEAM STERILIZERS ................................................................................................. 104 

7.14 LOGBOOK FOR STERILIZATION ................................................................................................ 104 



3 
 

7.15 CHEMICAL INDICATORS .......................................................................................................... 104 

7.16 OTHER TYPES OF STERILIZATION............................................................................................. 105 

7.17 STERILIZATION INSIDE THE DENTAL CLINIC ............................................................................ 107 

7.18 PRIONS .................................................................................................................................... 108 

Chapter 8: IPC in the Operation Theater ............................................................................................ 113 

8.1 INTRODUCTION ......................................................................................................................... 113 

8.2 OPERATING ROOM ENVIRONMENT AND DESIGN .................................................................... 113 

8.3 ASEPTIC PROTOCOLS ................................................................................................................. 113 

8.4 SURGICAL ATTIRE ...................................................................................................................... 113 

8.5 THE STERILE FIELD ..................................................................................................................... 114 

8.6 CLEANING AND DISINFECTION .................................................................................................. 115 

8.7 INFRASTRUCTURE OF OTS ......................................................................................................... 115 

8.8 INTERNATIONAL PROTOCOLS FOR OT OPERATION .................................................................. 116 

8.9 OT PARAMETERS ....................................................................................................................... 117 

Chapter 9: IPC in the Adult and Pediatric Intensive Care Units .......................................................... 119 

9.1 INTRODUCTION ......................................................................................................................... 119 

9.2 GENERAL PRINCIPLES ................................................................................................................ 119 

9.3 SPECIFIC IPC STRATEGIES .......................................................................................................... 119 

Chapter 10: IPC in Maternal Units ...................................................................................................... 122 

10.1 INTRODUCTION ....................................................................................................................... 122 

10.2 WHO RECOMMENDATIONS .................................................................................................... 122 

10.3 PREVENTION OF MATERNAL AND NEONATAL INFECTIONS DURING VAGINAL DELIVERY ..... 123 

10.4 PREVENTION OF INFECTION DURING CAESAREAN SECTION .................................................. 124 

10.5 POSTPARTUM CARE OF THE MOTHER .................................................................................... 124 

10.6 RATIONALE FOR EVIDENCE-BASED RECOMMENDATIONS ..................................................... 125 

10.7 MONITORING AND EVALUATION ............................................................................................ 127 

Chapter 11: IPC in Hemodialysis Units ................................................................................................ 128 

11.1 INTRODUCTION ....................................................................................................................... 128 

11.2 BASIC MEASURES TO REDUCE RISK OF INFECTION IN HEMODIALYSIS PATIENTS .................. 128 

11.3 IPC FOR PATIENTS WITH BLOOD-BORNE INFECTIONS ............................................................ 128 

11.4 DIALYSIS WATER ...................................................................................................................... 128 

11.5 DETAILED IPC MEASURES FROM INTERNATIONAL ORGANIZATIONS ..................................... 129 

11.6 LOCAL PRACTICES TO REDUCE INFECTIONS ACQUIRED DURING DIALYSIS ............................ 130 

Chapter 12: IPC in Dentistry ................................................................................................................ 131 

12.1 INTRODUCTION ....................................................................................................................... 131 

12.2 STANDARD PRECAUTIONS ...................................................................................................... 131 



4 
 

12.3 RECOMMENDATIONS OF US CDC ........................................................................................... 132 

12.4 ADDITIONAL INTERNATIONAL RECOMMENDATIONS TO PROTECT STAFF AND PATIENTS .... 135 

12.5 STERILIZATION DURING DENTISTRY ........................................................................................ 136 

Chapter 13: IPC in Oncology ............................................................................................................... 138 

13.1 INTRODUCTION ....................................................................................................................... 138 

13.2 STANDARD PRECAUTIONS ...................................................................................................... 138 

13.3 INTERNATIONAL RECOMMENDATIONS .................................................................................. 139 

13.4 ATTIRE DURING CHEMOTHERAPY ADMINISTRATION ............................................................. 140 

Chapter 14: Biosafety in the Clinical Laboratory ................................................................................ 143 

14.1 INTRODUCTION ....................................................................................................................... 143 

14.2 BASIC PRECAUTIONS ............................................................................................................... 143 

14.3 BIOSAFETY LEVELS ................................................................................................................... 144 

14.4 WHO RECOMMENDATIONS .................................................................................................... 145 

14.5 RISK ASSESSMENT ................................................................................................................... 146 

14.6 RISK REDUCTION STRATEGIES ................................................................................................. 147 

14.7 SAFETY DURING TECHNICAL PROCEDURES ............................................................................. 149 

14.8 FACILITY DESIGN ..................................................................................................................... 150 

14.9 SPECIMEN RECEIPT AND STORAGE ......................................................................................... 151 

14.10 SPECIFIC LABORATORY ITEMS ............................................................................................... 154 

14.11 WASTE MANAGEMENT ......................................................................................................... 154 

14.12 BIOSECURITY AND BIOTERRORISM ....................................................................................... 155 

Chapter 15: Screening, Triage and Notification of Contagious Diseases ............................................ 158 

15.1 INTRODUCTION ....................................................................................................................... 158 

15.2 SCREENING FOR CONTAGIOUS DISEASES ............................................................................... 158 

15.3 TRIAGE OF PATIENTS WITH CONTAGIOUS DISEASES .............................................................. 158 

15.4 NOTIFICATION AND REPORTING OF CONTAGIOUS DISEASES ................................................ 159 

15.5 STEPS TO FOLLOW IN THE EMERGENCY DEPARTMENT .......................................................... 160 

15.6 WHO RECOMMENDATIONS .................................................................................................... 160 

15.7 TRANSMISSION-BASED PRECAUTIONS ................................................................................... 161 

15.8 TRIAGE TOOLS ......................................................................................................................... 162 

Chapter 16: IPC in the Neonatal ICU ................................................................................................... 165 

16.1 INTRODUCTION ....................................................................................................................... 165 

16.2 NEONATAL SEPSIS ................................................................................................................... 165 

16.3 INFECTION CONTROL STEP I: PREVENT ENTRY OF MICROBES INTO THE NICU ...................... 166 

16.4 INFECTION CONTROL STEP II: PREVENT PROLIFERATION OF MICROBES IN THE NICU .......... 172 



5 
 

16.5 INFECTION CONTROL STEP III: BREASTMILK / BREASTFEEDING AND CORRECT PREPARATION 

OF FORMULA MILK (WHEN INDICATED) ......................................................................................... 174 

16.6 INFECTION CONTROL STEP IV: PREVENTING INFECTION SPREAD FROM PROLIFERATION SITES 

TO BABY AND FROM ONE BABY TO OTHER .................................................................................... 178 

16.7 INFECTION CONTROL STEP V: PREVENT ENTRY OF MICROBES INTO THE INFANT ................. 179 

16.8 INFECTION CONTROL STEP VI: DECREASING SUSCEPTIBILITY OF THE BABY TO INFECTIONS. 180 

16.9 VENTILATOR ASSOCIATED PNEUMONIA ................................................................................. 181 

16.10 CENTRAL LINES ASSOCIATED BLOODSTREAM INFECTIONS (CLABSI) .................................... 183 

16.11 PATIENT ISOLATION PRECAUTIONS ...................................................................................... 187 

16.12 BUNDLE OF CARE FOR THE PREVENTION OF NEONATAL SEPSIS .......................................... 188 

Chapter 17: Food Safety and Clean Water in Healthcare Facilities .................................................... 192 

17.1 IMPORTANCE OF SAFE WATER AND FOOD ............................................................................. 192 

17.2 HOSPITAL KITCHENS ................................................................................................................ 192 

17.3 FOOD STORAGE ....................................................................................................................... 193 

17.4 OUTSIDE FOOD ........................................................................................................................ 193 

17.5 FOOD HANDLING PRACTICE .................................................................................................... 194 

17.6 WARD KITCHENS ..................................................................................................................... 195 

17.7 PATIENT MEAL SERVICE .......................................................................................................... 195 

мтΦу ²IhΩ{ р Y9¸{ ¢h Chh5 {!C9¢¸ ............................................................................................. 195 

17.9 WATER, SANITATION, AND HYGIENE ...................................................................................... 196 

17.10 LEGIONELLOSIS ..................................................................................................................... 198 

Chapter 18: IPC in Other Areas of the Healthcare Facility .................................................................. 200 

18.1 IPC IN THE OUTPATIENT .......................................................................................................... 200 

18.2 IPC IN EMERGENCY DEPARTMENT .......................................................................................... 200 

18.3 IPC IN THE RADIOLOGY DEPARTMENT .................................................................................... 200 

18.4 IPC FOR IMMUNOCOMPROMISED PATIENTS ......................................................................... 202 

18.5 IPC DURING CONSTRUCTION: PREVENTION OF ASPERGILLUS INFECTIONS ........................... 203 

18.6 IPC IN THE PHARMACY AND DURING MEDICATION PREPARATION AND ADMINISTRATION . 204 

18.7 IPC IN THE ANESTHESIA UNIT ................................................................................................. 207 

18.8 IPC FOR THE HOSPITAL YARD .................................................................................................. 209 

18.9 NATIONAL CHECKLIST ON IPC IN SPECIAL AREAS ................................................................... 210 

18.10 IPC DURING PUBLIC HEALTH EMERGENCIES ......................................................................... 213 

18.11 IPC IN SCHOOLS AND OTHER CHILDCARE SETTINGS ............................................................. 215 

Chapter 19: Surveillance of Healthcare Associated Infections ........................................................... 221 

19.1 INTRODUCTION ....................................................................................................................... 221 

19.2 ESSENTIAL ELEMENTS OF SURVEILLANCE ............................................................................... 221 



6 
 

19.3 SURVEILLANCE METHODOLOGY ............................................................................................. 221 

19.4 NUMERATOR DATA COLLECTION ............................................................................................ 221 

19.5 DENOMINATOR DATA COLLECTION ........................................................................................ 222 

19.6 REPORT WRITING .................................................................................................................... 222 

19.7 OBJECTIVES OF HAI SURVEILLANCE ........................................................................................ 222 

19.8 KEY COMPONENTS OF HAI SURVEILLANCE ............................................................................. 223 

19.9 SURVEILLANCE OF MULTIDRUG-RESISTANT ORGANISMS (MDROS) IN HEALTHCARE FACILITIES

 225 

19.10 OUTBREAKS ........................................................................................................................... 225 

Chapter 20: Antimicrobial Stewardship .............................................................................................. 232 

20.1 BACKGROUND ......................................................................................................................... 232 

20.2 STATISTICS ............................................................................................................................... 232 

20.3 ANTIMICROBIAL DEVELOPMENT ............................................................................................ 233 

20.4 DEFINITION OF ANTIMICROBIAL STEWARDSHIP .................................................................... 233 

20.5 ANTIMICROBIAL STEWARDSHIP PROGRAMS .......................................................................... 233 

20.6 ANTIMICROBIAL STEWARDSHIP TEAMS ................................................................................. 234 

20.7 COMMUNICATION .................................................................................................................. 234 

20.8 LABORATORY WATCHDOG FUNCTION ................................................................................... 234 

20.9 RECOMMENDATIONS FOR PRESCRIBERS ................................................................................ 234 

Chapter 21: Occupational Safety and Employee Health ..................................................................... 236 

21.1 INTRODUCTION ....................................................................................................................... 236 

21.2 HAZARDS IN THE HEALTHCARE ENVIRONMENT ..................................................................... 236 

21.3 OCCUPATIONAL HEALTH PROGRAMME ................................................................................. 236 

21.4 ASSESSMENT OF RISKS FOR INFECTIONS AMONG HCW ......................................................... 238 

21.5 POST AND PRE-EXPOSURE MANAGEMENT ............................................................................ 240 

21.6 EXCLUSION PERIODS FOR HCW WITH ACUTE INFECTIONS .................................................... 240 

21.7 SPECIFIC CIRCUMSTANCES ...................................................................................................... 241 

Chapter 22: Management of Corpses ................................................................................................. 243 

22.1 INTRODUCTION ....................................................................................................................... 243 

22.2 STANDARD PRECAUTIONS ...................................................................................................... 243 

22.3 BIOHAZARD CATEGORIES ........................................................................................................ 243 

22.4 SPECIFIC SAFETY PRECAUTIONS .............................................................................................. 245 

22.5 DECISION FRAMEWORK .......................................................................................................... 246 

22.6 EXAMPLES ............................................................................................................................... 247 

22.7 CONTROVERSIES ..................................................................................................................... 247 

22.7 STEPS FOR SAFE BURIAL PRECAUTIONS AS ADAPTED FROM WHO RECOMMENDATIONS .... 248 



7 
 

Chapter 23: IPC for Specific Diseases .................................................................................................. 251 

23.1 CLASSIFICATION OF INFECTIONS............................................................................................. 251 

23.2 DISEASE SURVEILLANCE .......................................................................................................... 251 

23.3 CATEGORIES OF DISEASE FOR SURVEILLANCE ........................................................................ 252 

23.4 DECISION FRAMEWORK .......................................................................................................... 253 

23.5 HIGH-CONSEQUENCE INFECTIOUS DISEASES ......................................................................... 254 

23.6 IPC INFORMATION SHEET FOR SPECIFIC MICROORGANISMS ................................................ 255 

CHAPTER 24: Cholera .......................................................................................................................... 293 

24.1 INTRODUCTION ....................................................................................................................... 293 

24.2 THE ROLE OF INFECTION PREVENTION AND CONTROL IN CHOLERA MANAGEMENT ........... 293 

24.3 KEY PRINCIPLES ....................................................................................................................... 293 

Chapter 25: Marburg Virus Disease and Ebola Virus Disease ............................................................. 297 

25.1 BACKGROUND ......................................................................................................................... 297 

25.2 TRANSMISSION ROUTE ........................................................................................................... 297 

25.3 STANDARD PRECAUTIONS ...................................................................................................... 297 

25.4 ADDITIONAL PRECAUTIONS .................................................................................................... 298 

25.5 TRIAGE ..................................................................................................................................... 298 

25.6 ISOLATION ............................................................................................................................... 298 

25.7 PERSONAL PROTECTIVE EQUIPMENT ..................................................................................... 299 

25.8 CLEANING AND DISINFECTION ................................................................................................ 300 

25.9 WASTE MANAGEMENT ........................................................................................................... 301 

25.10 CONTACT TRACING ............................................................................................................... 301 

25.11 LINEN MANAGEMENT ........................................................................................................... 302 

25.12 STAFFING ............................................................................................................................... 302 

25.13 LABORATORY BIOSAFETY ...................................................................................................... 302 

25.14 PREGNANCY8, 9, 17 ................................................................................................................... 303 

25.15 DISPOSAL OF HUMAN REMAINS ........................................................................................... 303 

Chapter 26: Bundles of Care for Specific HAI ...................................................................................... 306 

26.1 INTRODUCTION ....................................................................................................................... 306 

26.2 HOSPITAL-ACQUIRED PNEUMONIA (HAP) .............................................................................. 306 

26.3 VENTILATOR-ASSOCIATED PNEUMONIA (VAP) ...................................................................... 307 

26.4 CATHETER-ASSOCIATED URINARY TRACT INFECTIONS ........................................................... 311 

26.5 CENTRAL LINE-ASSOCIATED BLOOD STREAM INFECTIONS ..................................................... 314 

26.6 SURGICAL SITE INFECTIONS .................................................................................................... 317 

26.7 BACTEREMIA ASSOCIATED WITH PRESSURE ULCERS (BAPU) ................................................. 320 

26.8 PERIPHERAL LINE-ASSOCIATED BLOOD STREAM INFECTIONS (PLABSI) ................................ 322 



8 
 

Annex A: Antibiogram for the Public Hospitals of Mauritius in 2022 ................................................. 328 

Annex B: Guidelines on cases that need isolation .............................................................................. 329 

Annex C: Cleaning Protocol for Specific Infectious Organisms ........................................................... 333 

Annex D: Cleaning Schedule ............................................................................................................... 335 

Annex E: Core Components of IPC ...................................................................................................... 336 

Annex F: Min. IPC Requirements for Mauritius .................................................................................. 337 

Annex G: Tasks and Responsibilities of IPC Committees and IPC Teams in Mauritius as Approved by 

MOHW ................................................................................................................................................ 338 

Annex H: Terms of Reference of Antimicrobial Stewardship Teams .................................................. 340 

!ƴƴŜȄ LΥ ²IhΩǎ {ǳǊƎƛŎŀƭ {ŀŦŜǘȅ /ƘŜŎƪƭƛǎǘ ........................................................................................... 342 

Annex J: List of Notifiable Diseases in Mauritius ................................................................................ 343 

Annex K: Posters on Donning and Doffing PPE ................................................................................... 345 

Annex L: Checklist for Donning and Doffing of PPE When in Coverall ................................................ 349 

Annex M: Legislation in Mauritius Relevant to IPC in Healthcare Facilities ....................................... 351 

1. THE PUBLIC HEALTH ACT 1925 ............................................................................................... 351 

2.  PUBLIC HEALTH (TESTING OF INFECTIOUS OR COMMUNICABLE DISEASES) REGULATIONS 

2024 351 

3. THE ENVIRONMENT PROTECTION ACT 1991 ......................................................................... 351 

4. THE FOOD ACT 2022............................................................................................................... 352 

5. THE OCCUPATIONAL SAFETY AND HEALTH ACT 2005 ........................................................... 353 

6. THE MEDICAL COUNCIL ACT 1999 .......................................................................................... 354 

Annex N: Schemes of Service Relevant to IPC in the Public Sector .................................................... 355 

Glossary ............................................................................................................................................... 357 

Bibliography  ...................................................................................................................................... 361 

 

  



9 
 

 

!ǇǇǊƻǾŀƭ CƻǊƳ 
 

 

 

Version: 2.0              Effective date: 08/05/25 

 

 

NATIONAL GUIDELINES ON INFECTION PREVENTION AND CONTROL FOR 

THE REPUBLIC OF MAURITIUS 

 NAME  SIGNATURE DATE 

AUTHROIZED 

BY 

Ag. Senior Chief 

Executive 

Mr. P. Mawah 
 

07/05/25 

 

Ag. Director General 

Health Services 

Dr. A. Dinassing 
 

25/04/25 

APPROVED 

BY 

National IPC Committee 

Dr. F. Khodabocus  
25/04/25 

PREPARED BY 
IPC Writing Committee 

Dr. D. C. Nuckchady  
17/03/25 

 

 

Date of next review: December 2030 

 

Identification number: MOHW_IPC_NIG_2025_v2  



10 
 

¦ǇŘŀǘŜǎ 
 

VERSION 2 

- Grammatical mistakes were corrected. 

- The following chapters were added and written by Dr. D. Nuckchady: 

o Biomedical waste management 

o Sterilization 

o IPC in the adult and pediatric intensive care units 

o IPC in oncology 

o Screening, triage and notification of contagious diseases 

o Food safety and clean water in healthcare facilities 

o IPC in other areas of the healthcare facilities 

o Management of corpses 

o IPC for specific diseases 

o Cholera 

o Marburg virus disease and Ebola virus disease 

- The following annexes were added by Dr. D. Nuckchady: 

o Cleaning schedule 

o Terms of reference of antimicrobial stewardship teams 

o List of notifiable diseases in Mauritius 

o Posters on donning and doffing PPE 

o Checklist for donning and doffing of PPE when in coverall 

o Legislation in Mauritius relevant to IPC in healthcare facilities 

o Schemes of service relevant to IPC in the public sector 

- The following guideline was merged with this one; brief clarifications were added to a few 

paragraphs by Dr. D. Nuckchady after discussion the nurses working in the neonatal ICUs: 
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o IPC in the Neonatal ICU 

- The following chapters or sections were expanded and significantly revised by Dr. D. 
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DISCLAIMER  

This document is intended to provide general guidance and best practices for infection prevention and 

control within healthcare and related settings. The guideline serves as a reference document and 

should not be considered as a substitute for professional judgment, clinical expertise, or applicable 

national laws and regulations. 

The recommendations outlined are based on the best available evidence at the time of publication and 

are subject to periodic review and updates as new evidence emerges. Healthcare professionals and 

institutions are encouraged to adapt the guidance according to their specific context, available 

resources, and local epidemiological conditions. 

Every effort has been made to ensure the accuracy and relevance of the information at the time of 

publication. Healthcare workers should continue to refer to national policies and standard operating 

procedures approved by the ministry in conjunction with this guideline in their application of IPC.  
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ACH ï Air Changes Per Hour 

AMR ï Antimicrobial Resistance  

AIIR ï Airborne Infection Isolation Room  

ASP ï Antimicrobial Stewardship Programs 

BAPU ï Bacteremia Associated with Pressure Ulcers 

BBV ï Blood-Borne Virus 

BSI ï Bloodstream Infections 

BSL ï Biosafety level   

CAUTI ï Catheter-Associated Urinary Tract Infections 

CDC ï Centers for Disease Control and Prevention 

CLABSI ï Central Line-Associated Blood Stream Infections  

CRAB ï Carbapenem-Resistant Acinetobacter Baumannii 

CRE ï Carbapenem-Resistant Enterobacteriaceae 

CRP ï Carbapenem-Resistant Pseudomonas Aeruginosa  

HAI ï Healthcare Associated Infection  

HAP ï Hospital-Acquired Pneumonia 

HBV ï Hepatitis B Virus 

HCW ï Healthcare Workers 

HEPA ï High Efficiency Particulate Air  

HD ï Hemodialysis 

HIV ï Human Immunodeficiency Virus 

ICC ï Infection Prevention and Control Committee 

ICP ï Infection Control Professional 

ICT ï Infection Control Team 

ICU ï Intensive Care Unit 

IPC ï Infection Prevention and Control 

LAF ï Laminar Flow 

MDRO ï Multi -Drug Resistant Organisms 

MOHW ï Ministry of Health and Wellness  

MRSA ï Methicillin Resistant Staphylococcus Aureus 
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NIC ï National Infection Prevention and Control Committee 

OPD ï Outpatient Department 

OT ï Operating Theater 

PLABSI ï Peripheral Line-Associated Blood Stream Infections 

PEP ï Post-Exposure Prophylaxis 

PPE ï Personal Protective Equipment  

RIC ï Regional Infection Prevention and Control Committee  

RHD ï Regional Health Director 

RASS ï Richmond Agitation Sedation Scale 

RTI ï Respiratory Tract Infections 

SSI ï Surgical Site Infections 

VAP ï Ventilator-Associated Pneumonia 

VRE ï Vancomycin-Resistant Enterococci 

WASH ï Water Sanitation and Hygiene 

WHO ï World Health Organization  
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/ƘŀǇǘŜǊ мΥ .ŀǎƛŎ tǊƛƴŎƛǇƭŜǎ ƻŦ LƴŦŜŎǘƛƻƴ 
tǊŜǾŜƴǘƛƻƴ ŀƴŘ /ƻƴǘǊƻƭ  

1.1 INTRODUCTION  

Infection prevention and control (IPC) is a practical, evidence-based approach that prevents patients 

and healthcare workers (HCW) from being harmed by avoidable and preventable infections. 

A good IPC programme reduces the risk of healthcare associated infections (HAI) for patients, 

visitors, and all staff by providing expert advice, specialist knowledge and support to the medical 

staff, nursing staff, healthcare professionals and other employees throughout the hospital.  

The emergence of new infectious diseases has made all countries around the world realize the 

necessity for increased awareness and attention to IPC. 

IPC addresses factors related to the spread of infections within the healthcare setting, whether among 

patients, from patients to staff, from staff to patients, or among staff. This includes preventive 

measures such as handwashing, cleaning, disinfecting, sterilizing, improved healthcare waste 

management and vaccination. Other aspects include the appropriate use and availability of personal 

protective equipment (PPE), surveillance, monitoring, and investigating and managing suspected 

outbreaks of infection. 

A subsidiary aspect of infection control involves preventing the spread of antimicrobial resistant 

organisms such as methicillin resistant Staphylococcus aureus. This in turn connects to the discipline 

of antimicrobial stewardship i.e., limiting the use of antimicrobials to necessary cases, as increased 

usage inevitably results in the selection and dissemination of resistant organisms. 

 

1.2 BACKGROUND AND SITUATION ANALYSIS  

Healthcare Associated Infection (HAIs) refer to infections that occur in patients as a result of 

treatment at a healthcare facility; the infection must not have been present at the time of arrival at the 

facility. To identify HAIs, a timeframe for onset of an infection must be defined to differentiate an 

HAI from an infection acquired in the community. The US Centers for Disease Control and 

Prevention (CDC), defines some common HAIs as infections that begin on or after day 3 of 

hospitalization (the day of hospital admission is day 1), on the day of discharge, or on the day after 

discharge (CDC, 2018; WHO, 2011). Understanding the incubation period of infections is important ï 

infections that have an incubation period of greater than 48 hours can be community-acquired and 

present more than 48 hours after admission.  

HAIs are one of the most frequent adverse events in health care delivery systems worldwide. They are 

a major cause of preventable diseases, deaths, and higher healthcare costs. Many HAIs are caused by 

microorganisms that are present on the patientôs body (resident flora) or from transient sources such 

as the HCWsô hands, contaminated equipment, or the environment. The spread of these organisms 

usually results from breaches in compliance with standard precautions, such as inadequate hand 

hygiene and environmental cleaning, lapses in disinfection and sterilization, and incorrect use of PPE, 

as well as inappropriately applied transmission-based precautions; namely contact, droplet, and 

airborne precautions. Such breaches result in the transmission of infections to and from patients 

(WHO, 2011). 

In 2021, the Ministry of Health and Wellness (MOHW) established the National IPC Committee and 

the IPC Writing Committee with the objectives of ensuring that standard operating procedures, 

guidelines and protocols on IPC are written and implemented so as to reduce the rate of HAI in the 

https://en.wikipedia.org/wiki/Infection
https://en.wikipedia.org/wiki/Preventive_healthcare
https://en.wikipedia.org/wiki/Preventive_healthcare
https://en.wikipedia.org/wiki/Hand_washing
https://en.wikipedia.org/wiki/Sterilization_(microbiology)
https://en.wikipedia.org/wiki/Methicillin-resistant_Staphylococcus_aureus
https://en.wikipedia.org/wiki/Antimicrobial_stewardship
https://en.wikipedia.org/w/index.php?title=Antimicrobial_medications&action=edit&redlink=1


17 
 

country. IPC teams were set up in the 5 regions of the country and training of HCW on IPC has been 

emphasized. 

Since the institution of an IPC programme nationally, the following progress has been noted: 

¶ The WHO IPC Assessment Framework (IPCAF) score improved from 28% in 2020 to 50% in 

2023. 

¶ The WHO IPC Assessment Tool 2 (IPCAT-2) score improved from 5% in 2020 to 61% in 

2023. 

¶ The WHO Minimum Requirements for IPC score (IPCAF-MR) improved from 7% in 2020 to 

62% in 2023. 

¶ The score on the WHO COVID-19 Scorecard improved from 25% in 2020 to 89% in 2023. 

However, significant weaknesses remain in IPC as highlighted in red in table 1 below which 

lists some of the national indicators on IPC. 

Serial 

No. 

Indicators Score 

(2022) 

Score 

(2023) 

Target 

(2023) 

IPC Programme 

2023-1 % score for each facility with respect to WHOôs requirements on IPC 

(IPCAF) 

63% 50%* 70% 

2023-2 National support and guidance (IPCAT-2) 54% 61% 60% 

2023-3 National IPC checklist 73% 63%* 80% 

2023-4 % of activities implemented to bridge the 200 gaps in IPC 24% 36% 30% 

2023-5 % implementation of the IPC NAP 2022-2023 35% 57% 80% 

2023-6 Functionality of Regional IPC Committees 72% 54%* 80% 

2023-7 Functionality of IPC teams NA 58% 60% 

Water, Sanitation and Hygiene 

2023-8 Compliance to hand hygiene NA 11% 30% 

2023-9 % score for availability of equipment in wards for hand hygiene (WHO 

Ward Infrastructure Survey) 

NA 54% 40% 

2023-10 No. of alcohol dispensers per bed  0.33 0.13* 0.35 

2023-11 % of handwashing stations with washing agents  63% 64% 75% 

2023-12 No. of handwashing stations for every 10 beds 1.2  0.9* 1 

2023-13 % of handwashing stations with paper towel 25% 14%* 35% 

2023-14 % of handwashing stations with elbow taps 39% 26%* 50% 

Isolation / Ventilation / Triage 

2023-15 % of isolation rooms in use that display appropriate signs 7% 12% 20% 

2023-16 % of patients that need isolation according to the national protocol that are 

actually isolated 

0% 40% 20% 

2023-17 % of isolation rooms with a doffing station 7% 12% 20% 
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2023-18 % of wards with ACH at recommended threshold NA 79% 25% 

Personal Protective Equipment 

2023-19 % of NICUs using crocks 20% 40% 30% 

2023-20 % of patient bays with boxes of gloves 7% 43% 15% 

Injection Safety 

2023-21 Proportion of locations where unhygienic pricking of saline pints have 

stopped 

100% 72%* 100% 

Occupational Health and Safety 

2023-22 Proportion of healthcare workers that are immunized against influenza  10% 9%* 20% 

2023-23 Proportion of healthcare workers that are immunized against COVID-19 

 

100%  100% 100% 

Environmental Cleanliness / Waste Sorting / Waste Disposal / Disinfection and Sterilization 

2023-35 % of medication refrigerators without food 80% 47%* 90% 

2023-36 % of terminally cleaned areas that appear clean to the naked eye 50% 49%* 60% 

2023-37 % of bins where waste is correctly segregated 53% 62% 60% 

2023-38 % of wards that are able to dilute Javel correctly 40% 46% 60% 

2023-39 % of wards that follow the sterilization protocol for dry heat sterilizers 

(temperature + duration) 

14%  64% 25% 

2023-40 Thoroughness of disinfection cleaning score NA NA 25% 

Table 1: Some of the national indicators on IPC. 

Based on data from 2021, the incidence rate of ventilator-associated pneumonia was 23 per 1,000 

ventilator-days, a value that is considerably higher than that in developed countries. Data collected in 

2022 showed that a remarkable 26% of central lines inserted for more than 48 hours got infected and 

this was associated with approximately a two times higher risk of death. Once again, this is 

significantly higher compared to the developed world.  

Readers who wish to have more details on the strengths and weaknesses of IPC in Mauritius are 

referred to the most recent National Action Plan on IPC in which a SWOT analysis was carried out. 

 

1.3 PURPOSE AND SCOPE 

The primary objective of these guidelines is to provide evidence and expert consensus-based 

recommendations on the core components of IPC programmes that are required to be in place at the 

national and facility level to prevent HAIs and to combat AMR through good IPC practices. They are 

intended to provide a feasible, effective and acceptable framework for the development and 

strengthening of IPC programmes. The recommendations will as far as possible be adapted to the 

local context based on information collected ahead of implementation and thus influenced by 

available resources and public health needs. 

Specific IPC knowledge and skills are required for staff working in specialist areas or roles (e.g., 

sterile services, operating theatres, hygiene services, hemodialysis, oncology departments and 

laboratories).   
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Teamwork, support from management teams, dress code, personal hygiene and staff acting within the 

limits of their competence and authority are components of a safe and effective workforce. 

The scope of the IPC programmes embraces all hospital departments and services dealing with the 

delivery and support of patient care. All employees in the hospitals are responsible to follow the 

infection control program to detect, prevent and control infections within the facility. 

This manual is aligned with the World Health Organization Core Component IPC programme 

recommendations and highlights the essentials for developing and improving IPC at health facility 

level in a systematic, stepwise manner for Mauritius. 

These guidelines are aimed at HCW at both public and private health facilities, non-governmental and 

other organizations rendering health care, including regional and national level IPC practitioners 

responsible for implementation and governance of IPC programme at health facilities. This manual 

will be used as a basis for the training of HCW. 

Understanding the modes of transmission of infectious organisms and knowing how and when to 

apply the basic principles of IPC is critical to the success of an infection control program. This 

responsibility applies to everybody working in and visiting a healthcare facility, including 

administrators, staff, patients and carers. IPC is integral to clinical care and often requires a range of 

strategies to be successful. 

It should not be considered as an additional set of practices but as part of standard of care. Involving 

patients and their carers is essential to succeed in preventing infections in clinical care. Patients need 

to be sufficiently informed to be able to participate in reducing the risk of transmission of infectious 

agents. 

By assisting HCW to improve the quality of the care they deliver, these guidelines aim to promote and 

facilitate the overall goal of IPC: the creation of safe healthcare environments through the 

implementation of evidence-based practices that minimize the risk of transmission of infectious 

agents. 

This national guideline is expected to help the healthcare facilities meet WHOôs IPC minimum 

requirements. This includes setting up functional IPC committees, training staff, carrying out 

surveillance of hospital-acquired infections, auditing what has been implemented, ensuring 

appropriate staffing level, and making sure there is a sufficient quantity of IPC supplies ï see Annex F 

for details. 

However, one should note that adherence to guidelines does not guarantee a successful outcome. 

Ultimately, HCW must make their own decisions about care on a case-by-case basis, using their 

clinical judgement, knowledge and expertise. 

 

1.4 METHODOLOGY  

¶ Version 1 of the National IPC Guidelines expired in January 2023. In March 2024, the IPC 

Writing Committee (IWC) decided that an update had to be carried out. 

¶ In May 2024, minor comments were received from members of the IWC for changes in the 

guidelines. 

¶ By August 2024, additional information was gathered by the IWC with respect to notifiable 

diseases. 

¶ From September till November 2024, the National IPC Focal Point (NIFP) updated, compiled 

and reorganized this guideline. 

¶ In December 2024, approval was sought from MOHW to seek comments from heads of 

departments; administration requested additional clarification on the updates made. 
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¶ In January 2025, clarifications were made, and views of consultants-in-charge were sought. 

¶ In February 2025, a reminder was forwarded to regional hospitals for views to be submitted. 

¶ In March 2025, views of the private sector were requested; the document was updated based 

on the comments received. Administrative approval was sought. 

 

1.5 GENERAL POLICY STATEMENTS  

HAIs are a significant threat to patient and HCWôs safety in Mauritius, and there is a need to improve 

health outcomes, prevent future outbreaks, and establish a culture of safety in healthcare facilities. 

MOHW has prioritized a series of actions to address the deficits in IPC across the entire health system 

with the aim of improving the safety of patients and healthcare workers. 

Patient and healthcare worker safety can be greatly enhanced through the implementation of simple 

measures such as improved hygiene conditions, appropriate management of potentially infectious 

patients including the use and availability of PPE, improved healthcare waste management and the 

safe use of injections, invasive devices, and blood transfusions. 

This national IPC guideline, containing recommended instructions and practices for patient and 

healthcare worker safety, is an important component of a comprehensive national IPC strategy to 

enhance patient and HCW safety. This manual does not stand alone: in conjunction with adequate 

training, surveillance, monitoring, audit, feedback and the provision of appropriate resources; 

multimodal strategies will be implemented to ensure the safety of HCW and patients alike. 

IPC features in a prominent manner in Mauritiusô Health Sector and Strategic Plan (HSSP) 2020-

2024.  

The mission of the Ministry of Health and Wellness is ñCaring for Peopleôs Health and Well-Being 

across the Lifespanò. In view of this mission, several strategic goals have been planned: 

¶ Improve service excellence for the provision of safe and compassionate care. 

¶ Build a robust and effective surveillance system. 
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/ƘŀǇǘŜǊ нΥ IŜŀƭǘƘŎŀǊŜ-!ǎǎƻŎƛŀǘŜŘ 
LƴŦŜŎǘƛƻƴǎ 

2.1 INTRODUCTION  

Healthcare-associated infection (HAI), also referred to as "nosocomial" or "hospital-acquired" 

infection, is an infection occurring in a patient or staff during the process of care in a hospital or other 

healthcare facility which was not present or incubating at the time of admission. HAI can affect 

patients in any type of settings where they receive care and can also appear after discharge. 

Furthermore, they include occupational infections among staff.1  

 

2.2 DEFINITION  OF HAI  

An infection is classified as an HAI if it is clinically evident after admission and was not incubating 

prior to admission. For most hospital-acquired definitions, for simplicity, this is taken to imply the 

presence of symptoms 48 hours or more after admission to the facility (on the third day or after 

admission to the health facility where the day of admission is day 1). 

To establish the origin of HAIs, ensure that the following are recorded: 

1. Adequate history of the patientôs previous HAI if any. 

2. Information regarding any transfer between facilities. 

3. Availability of the patientôs admission date. 

4. Evidence that no infection was present or incubating at the time of admission to the acute 

care setting or during the first two days after admission. 

5. Whether the infection is related to an intervention or procedure during admission. 

6. Whether symptoms appear within 48 hours or more after discharge or within thirty to 

ninety days after surgery, depending on the type of surgical intervention. 

a. It is important to keep in mind that some diseases can have long incubation 

periods and can be acquired in a healthcare facility long before it is detected. 48 

hours is taken to be the usual incubation time (time to symptoms) but is not 

always the cut point. 

7. With respect to device-associated infections e.g., involving the use of a ventilator, central 

line or an indwelling urinary catheter, the following additional criteria must be 

considered: 

a. The device was in place for more than two calendar days prior to the infection. 

b. If an HAI occurs on the day of discontinuation of the device, it must have already 

been in place for more than two calendar days. 

8. There should be enough evidence that the source of contamination (e.g., reservoir, 

contaminated fomite, other sick patients or staff with the same disease prior 

contamination) was present within the healthcare facility when the patient got infected. 

 

2.3 THE CHAIN OF TRANSMISSION  
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It is important to understand the mode of transmission of disease in a healthcare facility so that 

appropriate measures can be taken to control the spread of infection.  A variety of microorganisms ï 

including bacteria, viruses, fungi, parasites and prions ï can either colonize or cause infection, 

depending on the susceptibility of the host.  

The ability of a microorganism to invade, establish and multiply in the cells and tissues of a host and 

produce signs and symptoms of disease depends on several factors like the hostôs immune system, the 

inoculum of the microbe and its ports of entry or exit. The following figure illustrates the chain of 

infection. 

 

Figure 1: The chain of infection describes the various mechanisms by which microorganisms can lead to disease in a 

susceptible host. Source: www.physio-pedia.com 

 

2.4 MAJOR TYPES OF HAI  

The most common types of HAIs in hospitals and long-term care facilities are: 

1. Primary bloodstream infections (BSI), 

2. Catheter-associated urinary tract infections (CAUTI), 

3. Central line-associated bloodstream infections (CLABSI), 

4. Peripheral line-associated blood stream infections (PLABSI), 

5. Surgical site infections (SSI), 
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6. Ventilator-associated pneumonias (VAP), 

7. Hospital-acquired pneumonias (HAP), and 

8. Bacteremia associated with pressure ulcers (BAPU). 

However, any other infection acquired nosocomially can be considered an HAI e.g., gastroenteritis, 

cellulitis, meningitis, etc. 

Of note, HAI among newborns are defined as those that occur beyond 48 hours after birth and are 

caused by pathogens that are not maternally derived. 

 

2.5 THE CHAIN OF DISEASE  TRANSMISSION 

2.5.1 Contact transmission 

Contact is the most common mode of transmission, and usually involves transmission by touch (e.g., 

contact with fomites) or via contact with blood, body fluids or secretions. Contact may be direct or 

indirect. 

1. Direct transmission occurs when infectious agents are transferred from one person to another, 

e.g., a patientôs blood entering a HCWôs body through an unprotected cut in the skin. 

2. Indirect transmission involves the transfer of an infectious agent through a contaminated 

intermediate object (fomite) or person, e.g., a HCWôs hands transmitting infectious agents 

after touching an infected body site on one patient without performing hand hygiene before 

touching another patient, or a HCW coming into contact with fomites (e.g., bedding) or faeces 

and then with a patient. 

Examples of infectious agents transmitted by indirect contact include multi-drug resistant organisms 

such as methicillin-resistant Staphylococcus aureus (MRSA), carbapenem-resistant gram-negative 

bacteria, Clostridioides difficile, norovirus and Ebola virus. On the other hand, human 

immunodeficiency virus (HIV) and hepatitis B and C viruses are transmitted parenterally, sexually 

and / or vertically (i.e., from mother to child). 

 

2.5.2 Droplet transmission / direct deposition 

Direct deposition (which is now the preferred term instead of droplet transmission) represents cases 

when infectious respiratory particles are expelled into the air from an infectious person, and are then 

directly deposited on the exposed mouth, nose or eyes of another person nearby, then entering the 

human respiratory system and potentially causing infection. 

Direct deposition occurs when an infected person coughs, sneezes or talks, or during certain 

procedures. The droplet distribution range is limited by the force of expulsion and gravity and is 

usually less than 1 meter. Droplets can also be transmitted indirectly to mucosal surfaces (e.g., via 

hands). Examples of infectious agents that are transmitted via droplets include the influenza virus, 

Bordetella pertussis and meningococcus.  

Over the past few years, much evidence has accumulated to suggest that many respiratory pathogens 

like influenza and SARS-CoV-2 can be transmitted via the airborne route given the right 

environmental conditions. While some experts may advocate for the use of airborne precautions in all 

such circumstances, this is not considered cost-effective or practical, especially since the use of N95 / 

FFP2 respirators and negative pressure ventilation have not been shown to prevent infections in 

clinical studies. 

The Healthcare Infection Control Practices Advisory Committee (HICPAC of the USA) proposed 

ending the use of the term ódroplets precautionsô in 2023 and to use óroutine air precautionsô instead 
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(whereby óairborne precautionsô would be called óspecial air precautionsô). These terms have not yet 

caught on because of various controversies but they imply that all microbes that are transmitted by the 

droplets mechanism can also be airborne, and that the level of precautions to be taken by healthcare 

workers should depend on other factors like the lethality of the infection, whether the organism is a 

newly emerging one and the ventilation rate inside the building.  

 

2.5.3 Airborne transmission 

Airborne transmission or inhalation can occur at a short or long distance from the infectious person 

and distance depends on various factors (airflow, humidity, temperature, ventilation, etc). 

Airborne dissemination occurs via particles containing infectious agents that remain suspended in air 

over time and distance. Small-particle aerosols are created during breathing, talking, coughing or 

sneezing and secondarily by evaporation of larger droplets in conditions of low humidity. Certain 

procedures, particularly those that induce coughing, can promote airborne transmission. Evidence 

regarding which procedures generate contagious aerosols is being constantly updated ï readers are 

requested to review recent literature on this topic for the most updated information. Some authors 

include diagnostic sputum induction, bronchoscopy, airway suctioning, endotracheal intubation, 

positive pressure ventilation via facemask and high-frequency oscillatory ventilation, as aerosol-

generating procedures. 

Aerosols containing infectious agents can be dispersed over long distances by air currents (e.g., 

ventilation or air-conditioning systems) and inhaled by susceptible individuals who have not had any 

contact with the infectious person. Examples of infectious agents that are transmitted via the airborne 

route include measles virus, chickenpox (varicella) virus and Mycobacterium tuberculosis. 

 

2.5.4 Vector-borne transmission 

Vector-borne transmission refers to transmission of microorganisms by vectors such as mosquitoes 

and can be prevented by appropriate construction and maintenance of a healthcare facility, having 

closed or screened windows, and proper housekeeping. Examples of vector-borne diseases include 

malaria, dengue and chikungunya. 

Other routes of transmission can include sexual, congenital (vertical) transmission, foodborne / fecal-

oral and needlestick injuries (bloodborne). 

 

2.6 STRATEGIES TO PREVENT INFECTIONS  
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Figure 2: Taken from https://infectionsinsurgery.org: ñ7 strategies to prevent healthcare-associated infections. Global Alliance 

for Infections in Surgery.ò 

Several strategies can be used to reduce infections ï the following figure illustrates some of the 
approaches that are commonly used. 

 

2.6.1 Hand hygiene 

Proper hand hygiene is the most important, simplest, and least expensive means of reducing the 

prevalence of HAIs and the spread of antimicrobial resistance (AMR).  

Cleaning oneôs hands can prevent the spread of microorganisms, including those that are resistant to 

antibiotics and are becoming difficult, if not impossible, to treat.  

Despite acknowledgement of the critically important role of hand hygiene in reducing the 

transmission of pathogenic microorganisms, overall compliance with hand hygiene is less than 

optimal in many healthcare settings worldwide. In most healthcare institutions, adherence to 

recommended hand-washing practices remains unacceptably low. Poor hand hygiene compliance 

reflects a lack of awareness, incorrect attitudes, and inadequate behaviors towards IPC. 

 

2.6.2 Environmental hygiene 

Environmental hygiene is a fundamental principle of infection prevention in healthcare settings. 

Contaminated hospital surfaces play an important role in the transmission of micro-organisms, 

including Clostridioides difficile, and multidrug-resistant organisms such as MRSA and vancomycin-

resistant enterococci (VRE). Therefore, appropriate hygiene of surfaces and equipment which patients 
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and healthcare personnel touch is necessary to reduce exposure. Evidence supports the hypothesis that 

hospitals can act as an important reservoir of many nosocomial pathogens through contamination of 

surfaces, medical equipment and water system. The role of environmental hygiene is to reduce the 

number of infectious agents that may be present on surfaces and minimize the risk of transfer of 

micro-organisms from one person / object to another, thereby reducing the risk of cross-infection.  

 

2.6.3 Screening and cohorting of patients 

Early detection of multidrug-resistant organisms and other contagious pathogens is an important 

component of any infection control program. For instance, there is good evidence that active 

screening of preoperative patients for MRSA, with decolonization of carriers, results in reductions in 

postoperative infections caused by MRSA, at least for certain specific high-risk surgeries like cardiac 

surgeries. Furthermore, surveillance cultures via rectal swabs for carbapenem-resistant 

Enterobacteriaceae (CRE) have been advocated in a number of reports as part of an overall strategy 

to prevent its spread. 

Isolation or cohorting of colonized/infected patients is a cornerstone of IPC. Its purpose is to prevent 

the transmission of microorganisms from such patients to other patients, hospital visitors, and 

healthcare workers, who may subsequently transmit them to other patients or become infected or 

colonized themselves. Isolating a patient with highly resistant bacteria is beneficial in stopping 

patient-to-patient spread. Isolation measures should be an integral part of any IPC program; however, 

they are often not applied consistently and rigorously, because they are expensive and time-

consuming. 

 

2.6.4 Surveillance 

It is widely acknowledged that surveillance systems allow the evaluation of the local burden of HAIs 

and AMR and contribute to the early detection of HAIs including the identification of clusters and 

outbreaks. Surveillance systems for HAIs are an essential component of both national and facility IPC 

programs. National surveillance systems should be integral to a public health system.  

The steps required for implementing HAI surveillance are illustrated in figure 3. 

A standardized surveillance model for HAIs is essential to: 

1. Establish the baseline of HAIs in the hospital through either prevalence point surveys (PPS), 

through laboratory reports from hospitals, or through national surveillance systems to identify 

the most prevalent AMR patterns; 

2. Establish an early detection system for patterns of diseases among inpatients; 

3. Establish a data collection system at health facility level; 

4. Establish an early protocol of control at hospital level; 

5. Choosing an appropriate intervention or bundle of care to avoid infections; 

6. Implementing interventions through repeated quality improvement cycles of plan-do-study-

act (PDSA); and 

7. Monitoring the impact by measuring HAI rates and compliance to bundle interventions. 

The following figure illustrates the steps that can be followed in order to reduce the prevalence of 

HAI in a healthcare facility. 
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Figure 3: HAI surveillance, intervention and improvement cycle. From óRusso PL, Saguil E, Chakravarthy M et al. 

Improving surgical site infection prevention in Asia-Pacific through appropriate surveillance programs: Challenges and 

recommendation. Infect Dis Health. 2021 Aug;26(3):198-207.ô  

 

2.6.5 Anti microbial  stewardship 

Optimal infection control programs have been identified as important components of any 

comprehensive strategy for the control of AMR, primarily through limiting transmission of resistant 

organisms among patients. The successful containment of AMR in acute care facilities, however, also 

requires an appropriate antibiotic use. Antimicrobial stewardship programs (ASPs) can help reduce 

antibiotic exposure and minimize healthcare costs. Most antibiotic stewardship activities affect 

multiple organisms simultaneously and have as a primary goal the prevention of the emergence of 

antibiotic resistance. Additionally, ASPs can contribute to the prevention of surgical site infections via 

the optimized use of surgical antibiotic prophylaxis. 

 

2.6.6 Following guidelines 

Keeping abreast of the latest findings regarding the spread of infections and strategies for infection 

prevention is essential for a successful IPC program. 

While many infection control interventions focus on reducing the transmission of organisms, it is as 

important to identify measures to reduce the risk of infection. Both the World Health Organization 

and the Centers for Disease Control and Prevention have published guidelines for the prevention of 

HAIs. However, knowledge, attitude, and awareness of IPC measures are often inadequate, and a 

great gap exists between the best evidence and clinical practice with regards to HAI prevention. 

Despite evidence supporting the effectiveness of best practices, many clinicians fail to implement 

them, and evidence-based processes and practices that are known to reduce the incidence of HAIs 

tend to be underused in routine practice. 
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2.6.7 Patient safety 

Patient safety describes the lack of avoidable harm during the process of health care and the reduction 

of unnecessary harm associated with health care to an acceptable minimum. Improving patient safety 

in todayôs hospitals worldwide requires a systematic approach to combating HAIs and AMR. These 

infections developed during the course of health care treatment result in significant patient illnesses 

and deaths (morbidity and mortality), prolong the duration of hospital stays and necessitate additional 

diagnostic and therapeutic interventions, which generate added costs to those already incurred by the 

patientôs underlying disease. HAIs are considered an undesirable outcome, and as many are 

preventable, they are considered an indicator of the quality of patient care, an adverse event, and a 

patient safety issue. 

Through the adoption of WHOôs Global Patient Safety Action Plan 2021ï2030, Mauritius has agreed 

to reduce patient harm through 7 strategic objectives: the implementation of relevant policies, setting 

up high-reliability systems, assessing the safety of clinical processes, engaging patients and their 

relatives, training, risk management and active partnership.2 
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/ƘŀǇǘŜǊ оΥ LƴŦŜŎǘƛƻƴ tǊŜǾŜƴǘƛƻƴ ŀƴŘ 
/ƻƴǘǊƻƭ tǊƻƎǊŀƳ 

An appropriate, clear, and firm organizational structure is essential for the success of an IPC 

programme. Since each institution is unique, its specific needs must be considered when developing 

an IPC programme. Moreover, due to differing needs of each institution, the IPC programme may fall 

under the responsibility of different cadres.  

 

3.1 NATIONAL AND REGIONAL STRUCTURE OF THE IPC 

PROGRAM 

An IPC program includes activities, procedures and policies designed to reduce the spread of 

infections, usually within healthcare facilities. The primary goals of an IPC program are:  

1. To prevent a staff or susceptible patients from acquiring infections; and 

2. To limit the spread of antimicrobial resistant infections.  

It is important to have an established program in healthcare facilities since this is the place where the 

spread of microorganisms is more common and more disastrous. Most of these infections are 

preventable and IPC programs can help prevent these.  

An IPC program can include:  

1. A doctor and a nurse with responsibilities for IPC; 

2. A manual of dated critical IPC policies with valid citations of evidence for these policies; 

3. An educational program for staff; and 

4. A clear line of responsibility to senior management. 

Annex G lists the tasks and responsibilities of IPC committees and team in Mauritius as approved by 

Ministry of Health and Wellness (MOHW). 

 

3.1.1 National level 

MOHW has developed a national program to support all healthcare facilities in reducing the risk of 

hospital-acquired infections. It has designated a group of officials to form an expert National IPC 

Committee (NIC) which is chaired by the Director of Health Services responsible for public health. 

The following diagram gives an overview of the existing governance structure of the IPC program at 

MOHW. In the schema, IWC is the IPC Writing Committee which helps in the creation of posters, 

brochures, standard operating procedures, protocols and guidelines. Of note, antimicrobial 

stewardship (AMS) teams report to their respective Regional IPC Committees ï relevant items are 

taken up at the AMS technical working group and the One Health Committee on Antimicrobial 

Resistance. 
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3.1.2 Regional level 

At the regional level, the Regional Health Directors (RHD) of the five areas are responsible to ensure 

commitment of the respective regional hospitals and attached health institutions to the national IPC 

program and national IPC guidelines.  

 

3.1.3 Regional IPC Committee (RIC) 

The RIC provides a forum for multidisciplinary input, cooperation, and information sharing. The RIC 

members are usually selected by the RHD and may constitute of the: 

1. RHD; 

2. Medical Superintendent; 

3. Regional Public Health Superintendent; 

4. Regional Nursing Administrator; 

5. Regional Health Service Administrator; 

6. Specialist in infectious diseases, a microbiologist and/or an IPC expert; 

7. Specialists in various departments like internal medicine, general surgery, orthopedic 

surgery, occupational health, critical care specialist, etc.; 

8. IPC nursing officers; and 

9. Representatives of other departments (e.g., pharmacy, procurement, etc.). 
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3.2 RESPONSIBILITIES AND AUTHORITIES  

3.2.1 National IPC Committee (NIC) 

The NIC has the following tasks: 

1. To set a plan and relevant objectives in keeping with IPC; 

2. To develop and regularly update IPC guidelines and to review and approve IPC policies; 

3. To develop a system to monitor infection control and assess the effectiveness of measures 

applied; 

4. To coordinate continuous training and education in IPC; 

5. To ensure access to products essential to IPC; 

6. To review epidemiological surveillance data and identify areas for intervention; 

7. To coordinate outbreak investigations; and 

8. To communicate and cooperate with other committees. 

 

3.2.2 Regional IPC Committee (RIC) 

The RHDs are to ensure that appropriate arrangements are in place for effective IPC practices and to 

ensure that its Infection Control Team (ICT) is functional. 

The RIC is responsible for planning and implementation of all matters related to IPC. The RIC reports 

to the NIC. The RIC also acts as a liaison between different departments in order to provide effective 

care and services for IPC practices. 

The RIC holds regular meetings and notes of meetings are recorded. The role of the RHD is to 

provide leadership by supporting the RIC. 

Role of the RHD 

1. Establish a multidisciplinary RIC; 

2. Identify and direct resources to the IPC program to prevent and monitor infection rates; 

3. Ensure education and training of all staff on IPC; 

4. Periodically review the status of nosocomial infections and the effectiveness of the 

measures meant to prevent them; 

5. Review and implement policies approved by the NIC; 

6. Ensure the RIC has the authority to facilitate appropriate program function; and 

7. Expedite outbreak investigations. 

Role of the RIC 

1. Make regular plan of work and ensure adherence to ad hoc and routine IPC protocols; 

2. Support the ICT and direct resources to address problems identified; 

3. Ensure adequate availability and distribution of supplies for IPC; 

4. Promote monitoring and feedback regarding HAI; 
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5. Ensure staff training and education in IPC; and 

6. Carry out outbreak investigations in the healthcare setting. 

Role of doctors in the prevention of HAIs 

1. Provide patient care while minimizing the spread of infections and multi-drug resistant 

organisms; 

2. Follow appropriate hygiene and other preventive measures; 

3. Support the ICT; 

4. Isolate patients promptly whenever necessary; 

5. Implement IPC measures in a timely manner to keep patients safe; 

6. Rapidly detect HAIs; and 

7. Notify the ICT about HAIs. 

Role of the microbiologist 

1. Help in carrying out cultures and antimicrobial sensitivities; 

2. Help in the development of IPC guidelines; 

3. Ensure laboratory practices meet appropriate standards; 

4. Identify outbreaks and assist in their management; and 

5. Keep track of the epidemiology of hospital microorganisms. 

Role of the hospital pharmacist 

1. Obtain, store and distribute medicines and pharmacological preparations to combat 

infections; 

2. Maintain records of antibiotics distributed to different departments; 

3. Assist in antimicrobial stewardship; and 

4. Help in antimicrobial consumption surveillance. 

Role of the nursing administrator  

1. Participate in the RIC; 

2. Promote the practice of IPC during patient care; and 

3. Monitor adherence of nursing staff to IPC practices. 

Role of the charge nurse and ward managers 

1. Maintain hygiene and good nursing practice in the ward; 

2. Monitor aseptic techniques, hand hygiene, etc.; 

3. Initiate patient isolation whenever applicable; and 

4. Maintain adequate supply of ward equipment and supplies. 

Role of the infection control nurse 
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1. Participate in training of personnel; 

2. Surveillance of HAI; 

3. Participate in outbreak investigations; 

4. Support the writing of IPC documents; 

5. Liaise with the public health department and other departments whenever necessary; and 

6. Support the RIC. 

Refer to the national list of duties of IPC nurses for more information. 

Role of IPC doctors 

1. Interprets microbiological data to identify infection trends and outbreaks; 

2. Supports outbreak investigation and response; 

3. Collaborates with the microbiology lab to ensure timely identification of pathogens; and 

4. Guides and supervises the IPC nurses. 

Role of IPC Team Leader 

1. Oversees the functioning of the IPC team; 

2. Coordinates training and awareness campaigns; and 

3. Interfaces with hospital administration and clinical leadership. 

Role of the central sterilization service 

1. Establish protocols and activity checklists; 

2. Clean, decontaminate, and sterilize equipment and linen according to approved standard 

operating procedures; 

3. Report any discrepancies to the RIC; and 

4. Maintain appropriate records.  

Role of the laundry service 

1. Maintain appropriate supplies of clean linen; and 

2. Ensure appropriate flow of linen. 

Role of hospital attendants 

1. Implement the correct techniques of cleaning and disinfection; and 

2. Wear appropriate PPE whenever providing their services. 

Role of Antimicrobial Stewardship Team (AMS) Leader 

1. Oversees implementation of AMS policies and protocols by the AMS team; 

2. Coordinates multidisciplinary AMS team meetings; 

3. Reviews and advises on antimicrobial prescriptions, especially in complex or resistant 

cases; 
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4. Reports AMS performance indicators to leadership and stakeholders; and 

5. Ensures alignment of AMS activities with national AMR action plans. 

Role of AMS doctors 

1. Participates in antimicrobial rounds and case discussions; 

2. Collaborates with microbiologists and pharmacists to optimize therapy; 

3. Educates staff on antimicrobial resistance and appropriate use; and 

4. Monitors antibiotic prescribing patterns and resistance trends. 

 

3.2.3 IPC Team (ICT)  

The ICT reports directly to the RIC. The ICT should:  

1. Be responsible for day-to-day running of the IPC program; 

2. Be available for advice regarding IPC; 

3. Meet regularly to discuss relevant issues; 

4. Be involved in continuous education and training; 

5. Monitor and evaluate daily IPC practices; 

6. Identify problems in the implementation of IPC activities which need to be addressed to 

the RIC; 

7. Organize epidemiological surveillance of HAIs; 

8. Investigate outbreaks; 

9. Participate in audit activities; and 

10. Submit reports on IPC activities to the RIC. 

It is highlighted that treating teams (including both doctors and nurses) implement IPC practices while 

IPC teams guide, supervise, support and train HCW. 

 

3.3 IPC MANUAL  

It is important that the NIC follows the national infection control manual that contains the relevant 

recommendations regarding IPC practices. This manual should be reviewed and updated periodically. 

It should also be made available for consultation by healthcare workers. 

 

3.4 CAPACITY BUILDING PROGRAMMES  

3.4.1 Introduction  

Capacity building is defined as the process of developing and strengthening the skills, instincts, 

abilities, processes and resources that organizations and communities need to survive, adapt, and 

thrive in a fast-changing world1. Capacity building in IPC necessitates the enhancement of 

knowledge, the development of skills, and the empowerment of HCW. 

Healthcare-associated infections (HAIs) are responsible for a large number of infections often leading 

to death or legal suits worldwide2. Patients admitted in high-risks areas such as ICUs are more prone 
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to HAIs4. However, catheter associated urinary tract infections (CAUTI) as well as surgical site 

infections (SSI) are also leading infection risks in countries with limited resources2. 

In cases of public health outbreaks, healthcare workers are not only at risk but can also be involved in 

the chain of transmission. This is due to the lack of training as well as insufficient knowledge and 

practice of IPC. It is therefore critical to build the IPC capacity of HCWs during the COVID-19 

pandemic nationwide. It is equally vital to expand awareness of IPC practices and guidelines within 

the community level including disease control and self-protecting practices2. 

 

3.4.2 Strategies to be adopted 

The key strategies identified are to be implemented on four levels namely3:  

¶ Country; 

¶ District; 

¶ Facility; and  

¶ Community levels. 

The four key strategies proposed are3:  

¶ IPC capacity building training; 

¶ Mentorship; 

¶ Improved supply chain management; and 

¶ Enhanced engagement between health facilities and community. 

It is also primordial to establish an environment of trust by providing clear and true information to 

staff, patients and public. 

Furthermore, an IPC focal person should be responsible for the health facilitiesô IPC at national level 

and selected clinicians to form part of the committee at various facility levels to ensure proper 

coordination and review meeting on a selected duration. 

Training should revolve around the eight core components of IPC according to WHO2: 

¶ Core component 1 involves IPC programmes to ensure a safe and high-quality health 

service delivery. IPC programme with the aim of preventing HAIs and inhibiting AMR 

by the application of good practices of IPC on the healthcare facility level, whereas on 

national level, active IPC programmes with clearly defined goals are implemented for 

prevention of HAIs and inhibition of AMR through IPC good practices.  

¶ Core component 2 refers to IPC guidelines which recommend using evidence-based 

guidelines in the reduction of HAI and AMR through the education and training of HCWs 

and monitoring of adherence to guidelines.  

¶ Core component 3 refers to IPC education and training to be put in place for all healthcare 

workers by using team and task-based strategies to decrease the incidence of HAI and 

AMR while on the national level, support should be given for the education and training 

of HCWs. 

¶ Core component 4 is surveillance on facility level to monitor HAI in order to provide 

guidance on IPC interventions and detect outbreaks with timely feedback to stakeholders 

and HCWs through national networks. 

¶ Core component 5 is multimodal strategies implementation for application of IPC 
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activities to improve practices and minimize HAI and AMR and national IPC 

programmes should coordinate and facilitate the implementation of IPC activities on a 

national level. 

¶ Core component 6 is monitoring/audit of IPC practices and feedback which includes 

regular monitoring/audit and timely feedback of healthcare practices according to IPC to 

control and prevent HAIs and AMR within the health facility level and on national level, 

performance indicators should be used as key elements to assess extent to which IPC 

standards are being met. 

¶ Core component 7 concerns workload, staffing and bed occupancy related to healthcare 

facility level which should be appropriate to prevent preventing HAI and AMR. 

¶ Finally, core component 8 refers to the built environment, materials, and equipment for 

IPC at the health facility level. The environment in which the patient care activities are 

done must be hygienic and clean to prevent and control HAI and AMR, WASH 

infrastructure and services should be available as well as appropriate materials and 

equipment to perform hand hygiene. IPC supply chain management is an important aspect 

of this component and pertains to the prevention of shortage of materials needed to follow 

IPC practices by proper planning and distribution to needy areas of the country. 

The training programmes that are dispensed are often of three types: 

1. Diploma: 

a. This is conducted by the Mauritius Institute of Health with the collaboration of 

MOHW. The duration is 1 year and it is an intensive and comprehensive course.  

2. Short duration training programme (training of trainers): 

a. This is a training organized by MOHW and WHO and is of 1 week duration. It 

comprises of the most important components of IPC training. It aims to train 

personnel who will  act as trainers. 

3. Single day / half day training programme: 

a. It is usually conducted at regional level by personnel who have been trained at 

least in the short duration programme. It targets all staff working in the health 

care setups. 

b. The training materials have been prepared by the members of the NIC and RIC 

with the support of the WHO. The delivery of the material is conducted by the 

ICT of all the regional hospitals. All the staff who are in direct or indirect contact 

with the patients are targeted for training.  

Refer to Annex E for details about the core components of IPC. 

 

3.5 RISK ASSESSMENT AND MANAGEMENT  

Whenever HCWs work within a healthcare facility or patients get admitted to a hospital, there is a risk 

that they get colonized or infected with a variety of microorganisms. Risk assessment is a process 

whereby medical hazards are identified, evaluated, and ways are established to eliminate or control it.  

The following steps should be followed whenever the risk to HCWs or patients need to be evaluated 

(see the next figure): 

1. Identify factors (policies, environment, practices, and processes) that may be harmful to staff, 

patients and visitors; 
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2. Evaluate how likely the risk is and the seriousness of hazards; 

3. Decide the steps to take so as to prevent or control harm from happening; 

4. Assess the probability of an infection to occur and its consequences; 

5. Implement priority interventions to manage the risk; and 

6. Monitor and evaluate the results. 

Such an assessment is vital so that the risks of catching an infection can be eliminated, reduced, 

contained and managed appropriately. 

Figure 5: The steps that should be followed when doing a risk assessment. 

 

3.6 INCIDENT REPORTING  

A key component of strengthening IPC strategies is a robust incident reporting system that allows 

healthcare facilities to identify risks, analyze patterns, and implement corrective measures. 

The role of incident reporting includes: 

ω Early Detection of Infection Risks: Incident reporting helps in identifying infection risks in 

real-time, allowing for prompt intervention. Reporting near misses and actual infections 

provides valuable data to track infection trends and detect potential outbreaks early. 

ω Improving Compliance with IPC Protocols: Regular reporting ensures adherence to IPC 

guidelines by holding staff accountable for following standard procedures, such as hand 

hygiene, sterilization, and isolation protocols. Continuous monitoring reinforces a culture of 

compliance and safety. 

ω Enhancing Root Cause Analysis: A structured reporting system enables hospitals to conduct 

thorough root cause analyses of infection-related incidents. By understanding the underlying 

factors contributing to infectionsðsuch as breaches in aseptic techniques or equipment 

contaminationðhospitals can develop targeted corrective actions. 

ω Facilitating Continuous Training and Awareness: Data from incident reports serve as a 

valuable resource for training healthcare workers on IPC measures. Real-life case studies 

derived from reports enhance learning, ensuring staff remain informed about emerging risks 

and best practices. 

ω Strengthening Policy Development: Systematic reporting provides evidence-based insights 

that inform hospital policies and standard operating procedures. It supports decision-making 
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for resource allocation, infrastructure improvements, and the adoption of advanced infection 

control technologies. 

ω Enhancing Patient and Staff Safety: By addressing reported incidents proactively, hospitals 

can mitigate infection risks, safeguard patient health, and protect healthcare workers from 

occupational hazards, ultimately fostering a safer healthcare environment. 

Most facilities face challenges with incident reporting as follows: 

ω Underreporting Issues: Fear of blame or punitive action may discourage reporting. 

Encouraging a non-punitive culture and ensuring anonymity can improve reporting rates. 

ω Data Utilization: Merely collecting reports is insufficient; hospitals must analyze and act on 

the data to drive meaningful IPC improvements. 

ω Integration with Surveillance Systems: Incident reporting should be aligned with national and 

global surveillance frameworks to contribute to broader infection control efforts. 

 

3.7 PLANNING, MONITORING AUDITING AND FEEDBACK  

To improve practices and reduce HAI and AMR at the healthcare facility, WHO recommends the use 

of multimodal strategies. Regular monitoring and auditing of healthcare practices should be done, and 

timely feedback should be provided to all audited persons and relevant staff. 

Auditing practices and feedback are vital to achieve behavioral change, hence improving quality care 

and practices. Through monitoring, stakeholders are engaged, partnerships are created and working 

groups as well as networks are developed. Monitoring and feedback should be conducted in a blame-

free and non-punitive manner. IPC programmes should be evaluated to assess the extent to which the 

national IPC objectives are met. 

The following tools can be used for auditing and feedback (which is not exhaustive): national 

checklists as approved by the NIC, IPCAT, IPCAF, WASH-FIT and the WHO COVID-19 scorecard. 

More checklists are being developed and approved over the years. As an example, see annex I for the 

Surgical Safety Checklist. 

Of note, one of the requirements for meeting the minimum IPC standard (see Annex F) is the 

appropriate monitoring of IPC benchmarks ï this helps to give accountability to all stakeholders and 

allows the NIC and RIC to define and assign tasks to the IPC teams to ensure timely implementation 

of policies and activities related to IPC.  

The PDSA (Plan, Do, Study and Act) cycle is a useful strategy in management as illustrated in the 

diagram below. It increases the chance of successfully changing the culture and favorably introducing 

transformations. 
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Figure 6: Source - https://artpictures.club/autumn-2023.html 

 

3.7 IMPLEMENTATION AND RESEARCH STRATEGIES  

For the success of the IPC programme, research helps in the identification of gaps and promotes the 

implementation of newer, more effective strategies to reduce HAIs. 

Implementation strategies can be divided into four groups:5 

1. Planning e.g., performing a situational analysis; 

2. Educating e.g., training HCWs on IPC using demonstrations and group sessions; 

3. Restructuring e.g., revising the roles and responsibilities of HCWs whenever necessary; and 

4. Quality management e.g., using checklists, scorecards and other evaluation tools to assess the 

quality of care. 

As an example, to improve hand hygiene, the following strategies can be implemented:6 

¶ PLAN: Stakeholder buy-in of established intervention prior to roll-out with hospital 

leadership; ensuring procurement of alcohol hand rub both for HCWs and in the patient 

rooms in the health facility 

¶ EDUCATE: Nurses and physicians to be trained on hand hygiene; posters and educational 
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materials to be placed in facility wards 

¶ RESTRUCTURE: Provide HCWs with personal alcohol hand rub 

¶ QUALITY M ANAGEMENT: Pre-intervention hand hygiene quality assessment via 

observations; audit and feedback can be given to facility administrators on hand hygiene 

compliance among HCWs post-intervention. 

The next two figures illustrate some of the multimodal strategies that can be used in IPC and the 

components that should be included in all strategic plans on IPC. 

Figure 7: The implementation of multimodal strategies helps to ensure success of a 

national IPC programme. From WHO (course on IPC core components). 
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Figure 8: Certain components of a national IPC programme are vital to its success. From WHO. 

The World Health Organization (WHO) has developed multimodal strategies for Infection Prevention 

and Control (IPC) as part of its efforts to combat HAIs and antimicrobial resistance (AMR). These 

strategies are grounded in evidence-based interventions aimed at preventing infections, particularly in 

healthcare settings, where transmission risks are high. WHO's multimodal approach has been widely 

adopted and endorsed, as it emphasizes a comprehensive and sustainable method for improving IPC 

practices, reducing infections, and promoting patient safety. 

WHOôs multimodal strategy comprises five key elements that work together to bring about 

sustainable improvements in infection prevention: 

1. System Change (Build it) : This involves ensuring that the necessary infrastructure and 

supplies are available in healthcare settings to enable effective IPC practices. For example, 

healthcare facilities must have adequate access to clean water, hand hygiene facilities, 

personal protective equipment (PPE), and other necessary supplies. This component ensures 

that the basic conditions for infection prevention are met. 

2. Training and Education (Teach it): Healthcare workers and staff must be trained on 

appropriate IPC practices, such as proper hand hygiene, use of PPE, waste management, and 

safe injection practices. WHO emphasizes continuous education to maintain a culture of 

safety and ensure that healthcare workers remain up-to-date with the latest guidelines and 

recommendations. Training also extends to patients and their families, promoting awareness 

and involvement in IPC. 
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3. Monitoring and Feedback (Check it): Regular monitoring of IPC practices is crucial to 

identify gaps and areas for improvement. WHO encourages the use of simple tools, like 

checklists, to track compliance with IPC protocols. Feedback is essential for reinforcing 

positive behaviors and correcting deviations. This component ensures accountability and 

provides healthcare workers with a sense of ownership over infection control measures. 

4. Communication (Sell it): Communication and reminders are critical components of a 

multimodal strategy in Infection Prevention and Control (IPC). These elements help reinforce 

the principles of effective IPC practices, ensure adherence among healthcare workers, and 

foster a culture of safety and accountability within healthcare settings. In busy healthcare 

environments, where staff face competing priorities and high workloads, itôs easy for even 

well-trained individuals to overlook critical IPC measures. Reminders help mitigate this risk 

by providing constant prompts that reinforce essential practices. For example, posters, signs, 

and digital prompts reminding staff to perform hand hygiene before and after patient contact 

can help maintain high compliance rates. 

5. Workplace Culture (Live it) : The WHO multimodal strategy promotes a culture of safety 

within healthcare facilities. This involves fostering teamwork, communication, and leadership 

to create an environment where IPC practices are prioritized. Leadership engagement is 

critical in setting the tone for a strong IPC culture, as it ensures that infection control becomes 

an integral part of the organization's mission and everyday practices. 
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/ƘŀǇǘŜǊ пΥ {ǘŀƴŘŀǊŘ tǊŜŎŀǳǘƛƻƴǎ 
4.1 INTRODUCTION  

Standard precautions are the minimum infection prevention practices that apply to all patient care, 

regardless of suspected or confirmed infection status of the patient, in any setting where health care is 

delivered. These practices are designed to prevent the spread of infection and protect both health care 

personnel and patients. Standard precautions consist of: 

1. Hand hygiene; 

2. Rational use of personal protective equipment (PPE); 

3. Respiratory hygiene and cough etiquette; 

4. Safe handling of patient care equipment; 

5. Injection safety and sharp management; 

6. Environmental cleaning and disinfection; 

7. Safe handling of linen; and 

8. Healthcare waste management. 

 

4.2 HAND HYGIENE  

4.2.1 Introduction  

Hand hygiene is the primary measure proven to be effective in preventing HAI and the spread of 

antimicrobial resistance. 

Failure to perform appropriate hand hygiene is considered the leading cause of HAI and the spread of 

multi-resistant organisms and has been recognized as a significant contributor to outbreaks. 

Hand hygiene comprises of the following: 

1. Routine handwashing following the correct steps for the right duration; 

2. Using alcohol hand rub or chlorinated water (at 0.05% concentration); and 

3. Performing a surgical scrub. 

 

4.2.2 Routine handwashing 

This is the conventional method of hand hygiene whereby washing of the hands is performed using 

soap and running water. It physically removes microorganisms that get transferred to the hands while 

handling blood, body fluids, excretions and other contaminated items during daily work. Thorough 

hand washing with adequate quantities of water and soap removes more than 90% of the transient, 

i.e., superficial flora including most contaminants. It is most appropriate when the hands are soiled. 

Chlorinated water at a concentration of 0.05% may be used in case an antiseptic is required. The next 

2 figures illustrate the times and steps for handwashing. 
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Figure 10: Steps in handwashing. Duration of the procedure is 40 to 60 seconds. Source: WHO. 

Figure 9: Times when handwashing is important. Source: US CDC. 
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4.2.3 Alcohol hand rub 

This is a simple and fast procedure, requiring only 20 to 30 seconds, using 60% to 90% concentration 

of ethanol, isopropanol or n-propanol. It kills or inhibits the growth of most microorganisms but does 

not remove them. Therefore, hands which have been contaminated following exposure to soil, blood, 

and body fluids must be washed before application of an alcohol-based hand rub. See the poster for 

the steps to hand rub. 

 

4.2.4 Surgical hand scrub 

Use of a surgical hand scrub before the start of any surgical procedure helps to prevent the growth of 

microorganisms for some time. It also helps to reduce the risk of infection in cases when damage to 

gloves occurs. The figure below displays the steps that should be followed. 

Figure 7: Steps for alcohol hand rub. The procedure should take 20 to 30 seconds. From WHO. 
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Figure 8: Source ï from WHO. 
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4.2.5 Indications for hand hygiene 

Hand hygiene is always indicated in the following scenarios: 

1. Before and after touching the patient; 

2. When the hands are visibly dirty or visibly soiled with blood or other body fluids; 

3. After using the toilet; 

4. Before preparing food for patients; 

5. After handling waste; 

6. Before putting on and after taking off PPE; 

7. Before handling an invasive device for patient care (regardless of whether or not gloves 

are used); 

8. Before handling medication for patients; 

9. If moving from a contaminated body site to another body site during care of the same 

patient; 

10. After contact with surfaces and objects in the immediate vicinity of the patient e.g., 

medical equipment, patient bed and patient charts; and 

11. After removing sterile or non-sterile gloves. 

The following figure illustrates the 5 moments of hand hygiene. 

 

4.2.6 Important points to remember  

1. If you do not have an elbow tap, close the tap with a piece of tissue paper.  Liquid soap is 

better than bar / tablet soap. If  you use tablet soap, make sure it is placed correctly so that 

water can flow freely. 

2. Sharing of towel to dry the hands is strictly not recommended. Try to bring your own hand 

towel daily if  disposable paper towel is not available in your health premises. Air drying is also 

not acceptable since studies suggest it can cause aerosolized microorganisms to spread in the 

Figure 9: The 5 moments of hand hygiene. From WHO. 
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environment. 

3. Provide HCWs with efficacious hand hygiene products that have low irritating potential. 

HCWs having dry skin should use emollients or moisturizers after the use of alcohol. 

4. Ensure that liquid soap dispensers are accessible at points-of-care. Of note, a point-of-care is 

defined as the place where three elements come together - the patient, the HCW, and care or 

treatment involving contact with the patient or his / her surroundings (within the patient 

zone); point-of-care products should be accessible without having to leave the patient zone 

(ideally within armôs reach of the HCW or within 2 meters). 

5. Ensure that the liquid soap dispensers function adequately and reliably and deliver an 

appropriate volume of the product. 

6. Do not dilute the product in liquid soap dispensers. 

7. The use of gloves does not replace the need for hand hygiene by either hand rubbing or 

hand washing. 

8. Do not wear artificial fingernails or extenders when having direct contact with patients. 

9. Keep natural nails short (tips should be less than 0.5cm long or approximately ¼ inch). 

10. Do not wear jewelry on fingers, hands and wrists. 

 

4.3 RESPIRATORY HYGIENE  

4.3.1 Introduction  

Respiratory tract infections (RTI) are usually spread by inhaling droplets of the respiratory secretions 

released from an infected personôs cough or sneeze, or from touching surfaces contaminated when 

they coughed or sneezed, e.g., used tissues, tables or door handles.  

Respiratory and cough hygiene can help to reduce the risk of spreading respiratory infections, thus 

protecting those in contact with the infected person. 

Staff should adopt good respiratory and cough hygiene practices themselves while promoting same to 

service users. 

Moreover, physical distancing can significantly help in reducing the transmission of microbes via 

droplets: HCWs and patients who are coughing or sneezing should remain at least 1 to 2 meters away 

from other persons. 

 

4.3.2 Respiratory and cough hygiene 

To reduce the risk of spreading RTIs when coughing, sneezing, wiping or blowing the nose, staff and 

service users should: 

1. Have access to and use disposable tissues; 

2. Dispose of used tissues into a waste bin or bag immediately after use; and 

3. Practice hand hygiene. 

 

4.3.3 Important points to remember 

1. Avoid the use of cloth handkerchiefs. 
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Figure 10: Examples of personal protective equipment. 

2. Do not touch the eyes, nose and mouth until hands have been cleaned after contact with 

respiratory secretions. 

3. Do not contaminate surfaces and pockets with used tissues. 

4. If no disposable tissue is available, cough or sneeze into your elbow or upper arm, not your 

hand/s or into the air. 

5. Bins must be covered after you have thrown away used tissues. 

6. Wear masks when suffering from a respiratory illness so as not to expose others e.g., in the 

workplace. 

7. Request for sick leaves and stay at home when going through the highly contagious period of 

a respiratory illness. 

 

4.4 PERSONAL PROTECTIVE  EQUIPMEMT  

4.4.1 Introduction  

Personal Protective Equipment (PPE) acts as a barrier for protection from patientsô blood and body 

fluids and protects the staff from microorganisms contaminating the patient. All PPE supplied to staff 

must undergo quality control and must fulfil the standard and specifications as guided by the WHO, 

the US CDC, Mauritius Standard Bureau or other well-recognized international / national 

organizations. For details on the use of PPE in the context of COVID-19, consult the document 

entitled ñStandard operating procedure on the rational use of PPE in the context of the COVID-19 

outbreakò. 

 

4.4.2 Types of PPE 

See the figure below for the types of PPE that are commonly used in the hospital environment. 
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Head cover / hood 

Its purpose is to protect the hair and scalp from possible contamination. 

It should be worn when anticipating sprays or aerial exposure to pathogens or when the hair can act as 

a source of infection e.g., during surgeries or sterilization of equipment. 

Face protection 

Its purpose is to prevent the transmission of germs to the eyes, nose and mouth. See the next figure for 

the examples of masks. 

Use face protection during activities likely to generate splashes and sprays of body fluids (for 

example, during aspiration, surgery, labor and cleaning of some instruments) or when caring for a 

patient with a new or persistent cough. 

An N95 mask is different from a surgical / medical mask: the former is used to protect oneself against 

airborne germs while the latter protects against droplets. A fit test must be used to ensure that the N95 

mask is correctly adjusted to oneôs face. 

General principles 

1. The mask must not be too big or too small. Mask of different sizes must be made available 

for staff. 

2. Do not keep adjusting the mask. 

3. Your nose must not be exposed. 

4. Do not remove the mask to talk. 

5. Do not keep switching sides. 

6. Mask must be changed if it gets dirty, wet or damaged, or if healthcare staff touches the inside 

of it. 

7. In periods of shortage, face masks may be used for an extended period of time. 

Figure 11: Examples of PPE that protects the face. 
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How to put on a face mask 

1. Clean the hands with soap and water or hand sanitizer before touching the mask. 

2. Make sure there are no obvious tears or holes on either side of the mask. 

3. Determine which side of the mask is the top. 

4. Determine which side of the mask is the front. 

5. Put the mask over your nose and mouth and secure it under your chin. 

6. Fit the mask snugly against the sides of your face, slipping the loops over your ears or tying 

the strings behind your head. 

7. If you have to continually adjust your mask, it obviously doesnôt fit properly and is thus not 

protecting you adequately. Then you might need to find a different mask type/size. 

8. Make sure you can breathe easily. 

How to put on a respirator 

1. Position the respirator in your hands with the nose piece at your fingertips. 

2. Cup the respirator in your hand allowing the headbands to hang below your hand. Hold the 

respirator under your chin with the nosepiece up. 

3. The top strap (on single or double strap respirators) goes over and rests at the top back of your 

head. The bottom strap is positioned around the neck and below the ears. Do not crisscross 

straps. 

4. Place your fingertips from both hands at the top of the metal nose clip (if present). Slide 

fingertips down both sides of the metal strip to mold the nose area to the shape of your nose. 

5. Check the seal: Place both hands over the respirator, take a quick breath in to check whether 

the respirator seals tightly to the face. If you feel leakage, there is not a proper seal. 

Reuse and extended use of N95 mask / respirators 

1. Supplies of N95 respirators can become depleted during an influenza pandemic or widespread 

outbreaks of other infectious respiratory illnesses. Extended use or limited reuse has been 

recommended as an option for conserving respirators during previous respiratory pathogen 

outbreaks and pandemics. 

2. Reuse refers to the practice of using the same N95 respirator for multiple encounters with 

patients but removing it (ódoffingô) after each encounter. The respirator is stored in between 

encounters to be put on again (ódonnedô) prior to the next encounter with a patient. 

3. Extended use refers to the practice of wearing the same N95 respirator for repeated close 

contact encounters with several patients, without removing the respirator between patient 

encounters. 

Measures to reduce contact transmission after donning in case of extended use of mask 

1. Discard N95 respirators following use during aerosol-generating procedures. 

2. Discard N95 respirators contaminated with blood, respiratory or nasal secretions, or other 

bodily fluids from patients. 

3. Discard N95 respirators following close contact with, or exit from, the care area of any 

patient co-infected with an infectious disease requiring contact precautions. 

4. Consider use of a cleanable face shield to reduce surface contamination. 
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5. Perform hand hygiene with soap and water or an alcohol-based hand sanitizer before and 

after touching or adjusting the respirator (if necessary for comfort or to maintain fit). 

6. Discard any respirator that is obviously damaged or becomes hard to breathe through. 

7. To minimize potential cross-contamination, store respirators so that they do not touch 

each other and the person using the respirator is clearly identified. Storage containers 

should be disposed of or cleaned regularly. 

8. Avoid touching the inside of the respirator. If  inadvertent contact is made with the inside of 

the respirator, discard the respirator and perform hand hygiene as described above. 

Aprons 

Aprons should be worn over gowns when they are likely to be exposed to a large amount of body 

fluids. 

Gowns 

Gowns are put on to protect the skin and to avoid getting oneôs clothes dirty. They are used when 

exposure to splashes or body fluids are likely or when the patient is on contact precautions. 

Gloves 

The correct indications for the use of gloves are: 

1. Before a sterile procedure; 

2. When contact with blood or other body fluids is anticipated, including contact with a 

damaged mucous membrane or skin, regardless of the need to create or maintain sterile 

conditions; and 

3. In case of contact with the patient (and his immediate environment) when applying contact 

precautions. 

Gloves should be removed: 

1. As soon as the gloves are damaged or defective (or if their non-integrity is suspected); 

2. As soon as contact with blood, body fluid, damaged skin or mucous membrane ends; 

3. As soon as contact with a patient, or their immediate environment, or a contaminated body 

site ends; and 

4. When there is an indication for hand hygiene. 

Of note, the use of gloves does not replace hand hygiene. Avoid adjusting oneôs PPE and picking up 

items like cellphones, etc. when wearing gloves. Gloves should be disposable; do not reuse them. 

Employers must provide healthcare workers having latex allergy with vinyl, nitrile, or polymer 

gloves. 

Indications of when to use sterile gloves and when to use non-sterile gloves are different ï see the 

figure below for details. 
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Figure 12: The glove pyramid explains the indications for using disposable and sterile gloves. From WHO. 

Boots / shoe covers 

Wear boots or shoe covers when there is a risk that the patient's blood, body fluids or secretions will  

splash, spill or leak on your feet / shoes. 

Studies do not support the use of shoe covers before entering intensive care unit (ICU) or the 

operating theater ï they do not reduce the risk of acquiring HAI. 

The figure below illustrates the difference between overshoes and boots. 

Figure 13: Examples of shoe covers (left) and boots (right). 
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4.4.3 Posters for donning and doffing PPE 

 

 

Figure 14: Steps in donning PPE. Source: US CDC. 
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Figure 15: Steps in doffing PPE. Source: US CDC. 



56 
 

4.5 INJECTION  SAFETY AND SHARP MANAGEMENT  

4.5.1 What are sharp objects? 

Any instrument that has edges that can cut through or wound the human skin during handling is 

considered a sharp object (see figure below for examples). 

 

4.5.2 What is injection safety? 

This is a set of practices that aim to prevent the transmission of pathogens like hepatitis B virus and 

hepatitis C virus, HIV and Ebola virus during sharps-related accidents. 

 

4.5.3 Steps to injection safety 

¶ A clean and organized workspace is necessary to prevent contamination and ensure the safe 

preparation of the injection. 

¶ Always practice hand hygiene before preparing an injection. 

¶ Always use a sterile, new and well-sealed packaged syringe and needle.  

¶ Use a single-dose sterile vial of medication and diluent whenever possible. If you use a 

multidose vial, take more precautions to avoid contamination. 

¶ Disinfect the skin before injection. 

¶ Collect sharp objects and place them in an appropriate sharp-resistant box. 

¶ Ensure the appropriate management of wastes. 

¶ Do not aspirate fluid from saline pints multiple times since this increases the risk of 

introducing microbes into the bag of fluid. 

 

4.5.4 Good basic practices for  sharp safety 

¶ Wear gloves when carrying out intravenous injections. 

¶ Use instruments rather than your hands to pick up needles and scalpels. 

¶ Avoid passing sharp instruments from hand to hand: use a recipient or tray. 

Figure 16: Examples of sharp objects. 
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¶ Once used on a patient, needles and syringes are contaminated and should not be reused. 

¶ Never administer an injectable medication using a drip or syringe already used for another 

patient, even if you change the needle. 

¶ Never pierce an ampule or vial with an already used syringe or needle. 

¶ Never use the same single-use ampoule of medication for more than one patient. 

 

4.5.5 How to use a multidose vial? 

¶ Never use a single-dose vial for multiple purposes. 

¶ Use a multidose vial only when so labelled by the manufacturer. 

¶ If possible, conserve a patientôs multidose vial by storing it with his / her name on the vial. 

¶ Mark on the vial the date of first use after opening. 

¶ Clean the vial septum with an antiseptic, at each use. 

¶ Use a new syringe and new needle each time the septum is pierced. 

 

4.5.6 When to dispose a multidose vial? 

Dispose of the vial if the sterility or content thereof is compromised, if the expiry date has passed and 

if it was not properly stored after opening. 

 

4.5.7 How to handle sharps 

The following figure illustrates the practices that should be discouraged when dealing with sharps. 

 

 

4.5.8 How to dispose of sharps 

Figure 17: Practices that should be discouraged whenever handling sharp objects. 
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A sharps container must never be filled to more than three quarters of its capacity. This type of waste 

can be disposed of in an incinerator or via other ways like an autoclave-shredder . See the next 2 

figures for details. 

Sharps disposal containers should be: 

¶ made of a heavy-duty plastic (other material may be accepted if it can be shown that sharps 

will not penetrate the material during routine use); 

¶ able to close with a tight-fitting, puncture-resistant lid, without sharps being able to come out; 

¶ upright and stable during use; 

¶ leak-resistant; and 

¶ properly labeled to warn of hazardous waste inside the container. 

Figure 22: Always dispose of sharp objects in the correct manner. 

Figure 23: Do not overfill any sharps container. 
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4.5.9 Needlestick injuries 

Injuries from needles used in medical procedures are sometimes called needlestick or sharps injuries. 

If you pierce or puncture your skin with a used needle, follow the following advice immediately: 

1. Encourage the wound to bleed, ideally by holding it under running water. 

2. Wash the wound using running water and plenty of soap. 

3. Do not scrub the wound while you're washing it. 

4. Do not suck the wound. 

5. Dry the wound and cover it with a waterproof plaster or dressing. 

6. Contact your superior so that arrangement can be made for you to be seen at the earliest 

possible by a doctor at the accident and emergency department of your regional hospital. 

You may need to contact the AIDS Unit for post-exposure prophylaxis for HIV. 

7. Both you and the patient may need to be tested for HIV, hepatitis B and / or hepatitis C 

virus. 

8. Post- exposure prophylaxis (PEP) will  be initiated by the treating doctor if necessary. 

9. PEP must always be started as soon as possible after the injury. 

 

4.6 SAFE HANDLING  OF PATIENTS CARE EQUIPMENT  

4.6.1 Types of instruments 

1. Critical; 

2. Semi critical; and 

3. Non-critical. 

 

4.6.2 Spaulding classification 

The Spaulding classification of an item determines the type of decontamination method that should be 

used for disinfection purposes. 

CATEGORY DEFINITION DECONTAMINATION 
METHOD 

EXAMPLES OF COMMON 
ITEMS / EQUIPMENT 

 
High Risk 
 
(Critical) 

Medical devices 
that penetrate 
sterile tissue or 
the vascular 
system 

Sterilization 
 
Moist (Autoclave) or dry 
heat, if stable to heat 
 
Chemical, if sensitive to 
heat. 
 
Heat sensitive items can 
also be treated with low 
temperature steam. 

Surgical instruments, 
implants, prostheses and 
devices, urinary 
catheters, cardiac 
catheters, implants, 
needles and syringes, 
dressings, sutures, 
delivery kits, dental 
instruments, rigid 
bronchoscopes, 
cystoscopy 
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CATEGORY DEFINITION DECONTAMINATION 
METHOD 

EXAMPLES OF 
COMMON ITEMS / 

EQUIPMENT 
 

Intermediate  
Risk 
 
(Semi-critical) 

Medical devices 
in contact with 
mucous 
membranes or 
non-intact skin 
 

High-level disinfection by 
heat or chemicals (under 
controlled conditions with 
minimal toxicity to 
humans) 

Respiratory therapy 
and anaesthesia 
equipment, flexible 
endoscopes, vaginal 
speculums, reusable 
bedpans and urinals. 
Equipment, etc.  
Bedpans, urine 
bottles, patient 
bowls. 
 

 
 
 
 
 
 
 
 
Low Risk 
 
(Non-critical) 

Items in contact 
with intact skin 

Low-level disinfection, i.e 
must be cleaned and 
disinfected using towels or 
cloths soaked in 
disinfectant 
 

Blood pressure 
cuffs, stethoscopes, 
ECG electrodes, etc. 

 

 

 

 

 

Figure 24: The Spaulding classification of instruments describes the decontamination method that should be used for each 

category of medical equipment. 

 

wƛƎƛŘ ŜƴŘƻǎŎƻǇŜǎ 

Flexible endoscopes 
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4.6.3 Examples of disinfectants that may be utilized 

-!.5&!#452%23ȭ RECOMMENDATIONS FOR PRODUCT, CONCENTRATION AND 
EXPOSURE TIME MUST BE FOLLOWED 

 

Level of Processing / 
Reprocessing 

Classification 
of 

Equipment 
Device 

 

Examples of 
Equipment / Devices 

Products**  

Cleaning 
Physical removal of soil, dust or 
foreign material. Chemical, 
thermal or mechanical aids may 
be used. Cleaning usually 
involves soap and water, 
detergents or enzymatic 
cleaners. Thorough cleaning is 
required before disinfection or 
sterilization may take place. 

All reusable 
equipment / 
devices 

¶ All reusable equipment / 
devices 

¶ Oxygen tanks and 
cylinders 

**concentration and contact 
time are dependent on 
ÍÁÎÕÆÁÃÔÕÒÅÒȭÓ ÉÎÓÔÒÕÃÔÉÏÎÓ 

¶ Quatemary ammonium 
compounds (QUATs) 

¶ Enzymatic cleaners 

¶ Soap and water 

¶ Detergents 

¶ 0.5% Accelerated hydrogen 
peroxide 

 

Low-level Disinfection 
 
Level of disinfection required 
when processing noncritical 
equipment / devices or some 
environmental surfaces. Low-
level disinfectants kill most 
vegetative bacteria and some 
fungi as well as enveloped 
(lipid) viruses. Low-level 
disinfectants do not kill 
mycobacteria or bacterial 
spores. 
 

Non-critical 
equipment / 
devices 

Environmental surfaces 
touched by staff during 
procedures involving 
parenteral or mucous 
membrane contact (e.g. 
dental lamps, dialysis 
machines) 

¶ Bedpans, urinals, 
commodes 

¶ Stethoscopes 

¶ Blood pressure cuffs 

¶ Oximeters 

¶ Glucose meters 

¶ Electronic thermometers 

¶ Hydrotherapy tanks 

¶ Client / patient / resident 
lift slings 

¶ ECG machines / leads / 
cups etc. 

¶ Sonography / ultrasound 
equipment / probes that 
only contact intact skin 

¶ Bladder scanners 

¶ Baby scales 

¶ Cardiopulmonary 
training mannequins 

¶ Environmental surfaces 
(e.g. IV poles, 
wheelchairs, beds, call 
bells) 

¶ Fingernail care 
equipment that is single-
client /patient/ resident 
use 

**concentration and contact 
time are dependent on 
ÍÁÎÕÆÁÃÔÕÒÅÒȭÓ ÉÎÓÔÒÕÃÔÉÏÎÓ 

¶ 3% Hydrogen peroxide (10 
minutes) 

¶ 60-95% Alcohol (10 minutes) 

¶ Hypochlorite (1000 ppm) 

¶ 0.5% Accelerated Hydrogen 
peroxide  

¶ Quatemary ammonium 
compounds (QUATs) (10 
minutes) 

¶ Lodophors 

¶ Phenolics ** (should not be 
used in nurseries) 
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-!.5&!#452%23ȭ 2%#/--%.$!4)/.3 &/2 02/$5#4ȟ #/.#%.42!4)/. !.$ 
EXPOSURE TIME MUST BE FOLLOWED 

 

Level of Processing / 
Reprocessing 

Classification 
of 

Equipment 
Device 

 

Examples of 
Equipment / Devices 

Products**  

High-Level Disinfection 
The level of disinfection 
required when processing semi-
critical equipment/devices  
High-level disinfection 
processes destroy vegetative 
bacteria, mycobacteria, fungi 
and enveloped (lipid) and non-
enveloped (non-lipid) viruses, 
but not necessarily bacterial 
spores. 

Semicritical 
equipment / 
devices 

¶ Flexible endoscopes that 
do not enter sterile cavities 
or tissues. 

¶ Laryngoscopes 

¶ Bronchoscopes, 
cystoscopes (sterilization is 
preferred) 

¶ Respiratory therapy 
equipment 

¶ Nebulizer cups 

¶ Anaesthesia equipment 

¶ Endotrachial tubes 

¶ Specula (nasal, anal, 
vaginal ɀ disposable 
equipment is strongly 
recommended) 

¶ Tonometer foot plate 

¶ Ear syringe nozzles 

¶ Sonography (ultrasound) 
equipment / probes that 
come into contact with 
mucous membranes or 
non-intact skin (e.g 
transrectal probes) 

¶ Pessary and diaphragm 
fitting rings 

¶ Cervical caps 

¶ Breast pump accessories 

¶ Glass thermometers 

¶ CPR face masks 

¶ Alligator forceps 

¶ Cryosurgery tips 

¶ Ear cleaning equipment, 
ear curettes, otoscope tips 

¶ Fingernail care equipment 
used on multiple clients / 
patients / resident 
 

**concentration and contact 
time are dependent on 
ÍÁÎÕÆÁÃÔÕÒÅÒȭÓ ÉÎÓÔÒÕÃÔÉÏÎÓ 

¶ 2% Glutareldehyde (20 
minutes at 200C) 

¶ 6% Hydrogen peroxide 
(30 Minutes) 

¶ 0.55% 
Orthophthalaldehyde 
(OPA) (10 minutes at 
200C) 

¶ Pasteurization (30 
minutes at 710C) 

¶ 7% Accelerated Hydrogen 
Peroxide (20 Minutes) 

¶ 0.2% Peracetic acid (30 ɀ 
45 minutes)  
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-!.5&!#452%23ȭ 2%#/--%.$!4)/.3 &/2 02/$5#4ȟ #/.#%.42!4)/. !.$ 
EXPOSURE TIME MUST BE FOLLOWED 

 

Level of Processing / 
Reprocessing 

Classification 
of 

Equipment 
Device 

 

Examples of 
Equipment / Devices 

Products**  

Sterilization 
The level of reprocessing 
required when processing 
critical equipment / devices. 
Sterilization results in the 
destruction of all forms of 
microbacterial life including 
bacteria, viruses, spores and 
fungi. 

Critical 
equipment / 
devices 

¶ Surgical instruments 

¶ Foot care equipment 

¶ Implantable equipment / 
devices 

¶ Endoscopes that enter 
sterile cavities and spaces 
(e.g. arthroscopes, 
laparoscopes) 

¶ Bronchoscopes, 
cystoscopes (sterilization 
preferred) 

¶ Biopsy forceps, brushes 
and biopsy equipment 
associated with 
endoscopy (disposable 
equipment is strongly 
recommended) 

¶ Colposcopy equipment 

¶ Electrocautery tips 

¶ Endocervical curettes 

¶ Fish hook cutters 

¶ Transfer forceps 

¶ Eye equipment, including 
soft contact lenses 

¶ Dental equipment 
including high speed 
dental hand pieces 

**concentration and contact 
time are dependent on 
ÍÁÎÕÆÁÃÔÕÒÅÒȭÓ ÉÎÓÔÒÕÃÔÉÏÎÓ 

¶ Steam autoclave 

¶ 100% Ethylene oxide 

¶ Dry heat 

¶ Hydrogen peroxide gas 
plasma (75 Minutes at 
500C) 

¶ 2.5 ɀ 3.5% Glutaraldehyde 
(10 hours at 200C) 

¶ 0.2% Peracetic Acid (12 
Minutes at 50 - 560C) 

¶ 6-25% Hydrogen peroxide 
liquid (6 hours) 

¶ 7% Accelerated hydrogen 
peroxide (6 hours at 
200C) 
 

Table 2: This table describes the concentration and type of products that can be used to clean items within each Spaulding 

category. From ñSimcoe Muskoka District Health Unit. Quick and Dirty of Cleaning and Disinfection Designated Officer 

Training. 17 January 2013.ò 

 

4.7 TRANSMISSION-BASED PRECAUTIONS 

Transmission-based precautions are the second tier of basic infection control and are to be used in 

addition to standard precautions for patients who may be infected  or colonized with certain infectious 

agents for which additional precautions are needed to prevent infection transmission. 

Transmission-based precautions are required in patients known or suspected to be infected with 

highly transmissible or epidemiologically important pathogens, in which standard precautions may be 

insufficient to prevent transmission. 

The three main categories of transmission-based precautions in the hospital setting are contact 

precautions, droplet precautions (or direct deposition) and airborne precautions. Annex B describes in 

more detail the types of precautions that should be taken when patients are infected with different 

types of organisms. 

While it is preferable to separate patients with contagious illnesses in different rooms, when isolation 

https://www.cdc.gov/infectioncontrol/basics/standard-precautions.html
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rooms are lacking, it is possible to cohort patients infected with the same disease in a single ward. 

Signages illustrating the type of transmission-based precaution that should be taken before entering an 

isolation ward or an isolation room, must always be clearly visible for all to see. 

Visiting patients who are on transmission-based precautions should be restricted. If visitors are 

allowed to be within 2 meters of these patients, they should perform hand hygiene and wear PPE like 

HCW. 

Components of transmission-based precautions are: 

1. Special accommodations or isolation (i.e. single room, space between beds, separate toilet, 

cohorted bays, specialized ventilation, etc. ï the correct amenities should be present i.e., hand 

sanitizer, a handwashing station with paper towel, liquid soap and non-touch taps for soiled 

hands, yellow pedal-operated bins, and donning and doffing stations); 

2. Signage (i.e., posters on types of precautions to take before entering the room, on donning, on 

doffing and on hand hygiene); 

3. Types of PPE to wear; 

4. Dedicated equipment (if available or else careful cleaning of equipment in between patients) 

and additional cleaning; 

5. Limit transport if possible or make patient wear necessary PPE if he / she will be transported; 

6. Communication (i.e., to the patient, to the patientôs relatives or visitors and to the destination 

when patients are being transported so that appropriate precautions can be taken). 

 

4.7.1 Airborne  transmission precautions 

These apply to situations in which pathogens can be transmitted by the airborne route, that is, by 

staying in the air for prolonged periods of time (e.g., tuberculosis, measles, smallpox and 

chickenpox). 

What are airborne precautions? 

Restrict susceptible healthcare personnel from entering the room of patients who are under airborne 

precautions. HCW should wear a fit tested and approved N95 / FFP2 or higher-level respirator. 

If available, patients can be placed in an airborne infection isolation room (AIIR) with a negative 

pressure ventilation and a minimum of 12 air changes per hour. 

Limit transport and movement of patients. However, patients can be moved outside of the room for 

medically necessary purposes. If transport or movement outside an AIIR is necessary, instruct patients 

to wear a surgical mask, if possible, and observe respiratory hygiene with cough etiquette. 

Immunize susceptible persons as soon as possible following unprotected contact with vaccine-

preventable infections like measles. 

Some international organizations require that light splash precautions be followed for all airborne 

precautions. In line with many other international institutions, this is not needed in Mauritius i.e., 

splash precautions should be followed only in accordance with standard precautions. For example, 

aerosol precautions (which are followed during aerosol generating procedures) include both airborne 

precautions as well as splash precautions.  

 

4.7.2 Droplet transmission / direct deposition precautions 

These apply to situations in which pathogens can be transmitted by large particles that donôt stay in 
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the air for too long (e.g., mumps, rubella and influenza). 

What are droplet precautions? 

Isolate the patient and instruct him / her to follow respiratory hygiene with cough etiquette. Don mask 

upon entry into the patient room or patient space. 

Limit transport and movement of patients. However, patients can be moved outside of the room for 

medically necessary purposes. If transport or movement outside of the room is necessary, instruct the 

patient to wear a mask. 

Some international organizations require that light splash precautions be followed for all droplet 

precautions. In line with many other international institutions, this is not needed in Mauritius i.e., 

splash precautions should be followed only in accordance with standard precautions, in other words, 

based on the risk assessment. 

 

4.7.3 Contact transmission precautions 

These apply to situations in which pathogens can be transmitted by direct or indirect contact (e.g., 

methicillin-resistant Staphylococcus aureus and certain carbapenem resistant organisms). 

What are contact precautions? 

Isolate the patient. Wear a gown and gloves for all interactions that may involve contact with the 

patient or the patientôs environment. Donning PPE upon room entry and properly discarding before 

exiting the patient room is done to contain pathogens. 

Limit transport and movement of patients. However, patients can be moved outside of the room for 

medically necessary purposes. When transport or movement is necessary, cover or contain the 

infected or colonized areas of the patientôs body. Remove and dispose of contaminated PPE and 

perform hand hygiene prior to transporting patients on contact precautions. Don clean PPE to handle 

the patient at the transport location. 

Use disposable or dedicated patient-care equipment (e.g., blood pressure cuffs). If common use of 

equipment for multiple patients is unavoidable, clean and disinfect such equipment before use on 

another patient. 

Prioritize cleaning and disinfection of the rooms of patients. Ensure that rooms are frequently cleaned 

and disinfected as per set guidelines and protocols focusing on frequently touched surfaces and 

equipment in the immediate vicinity of the patient. 

Contact precautions can be divided into several types: 

1. Simple, elementary or basic contact precautions: one pair of gloves + gowns +/- apron (+ use 

of alcohol sanitizers as needed). This is used for most of the infections that are transmitted by 

contact. 

2. Contact Plus precautions: one pair of gloves + gowns +/- apron (+ use of soap and water as 

needed). This is used for spore-producing organisms which are not destroyed with alcohol 

e.g., Clostridium difficile infections. 

3. Enteric precautions: one pair of gloves + gowns + dedicated toilets +/- apron (+ use of 

alcohol sanitizers as needed). If dedicated toilets are not available, dedicated commodes can 

be used. These types of precautions are used for organisms transmitted via the fecal-oral 

route e.g., cholera. 

4. Enhanced or maximum contact precautions: two pairs of gloves + bonnet / cap / hood + 

coverall / Hazmat suit + boots / overshoes + impermeable apron (+ use of alcohol sanitizer as 

needed). This is used for HCIDs e.g., Ebola. No part of the skin should be left exposed. 

https://www.sciencedirect.com/topics/medicine-and-dentistry/rubella
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5. Light splash precautions: one pair of gloves + impermeable gown or apron + face shield or 

goggles + covered shoes or crocs. This is used when minor exposure to bodily fluids is 

expected. 

6. Heavy splash precautions: one pair of heavy-duty gloves (elbow-length is preferred) + gown 

+ impermeable apron + face shield or goggles + caps + boots. This is used when extensive 

exposure to bodily fluids is anticipated. 

7. Hair protection: Cap / bonnet. This is used to prevent hair from contaminating certain areas 

e.g., during surgery, preparing food in the kitchen or when preparing specific medications. It 

can also be used when in close contact with patients infected with lice.  

Given the discomfort and excessive heat, staff should not use maximum contact precautions for more 

than one or two hours at a time while basic contact precautions can be used for a maximum of 4 hours 

at a time. A minimum of 30 minutesô break should be allowed before reusing contact precautions. 

A few international organizations do not consider the wearing of gowns and gloves to be a minimum 

requirement for contact precautions, i.e., gowns should be worn only if the staffôs clothes or skin will 

be in touch with either the patientôs surroundings or with the patient while gloves should be worn only 

when contact with bodily fluids is expected.  

However, in Mauritius, as per recommendations of multiple other international institutions, if a 

patient is under contact precautions, then at the very least, gowns and gloves should always be worn 

as soon as the healthcare worker steps into the patientôs surroundings which is traditionally defined as 

being one meter around the patient.   

 

4.7.4 Isolation facilities 

Isolation is defined as the separation of a person suspected or confirmed of having a contagious illness 

from other people. 

Source isolation is the physical separation of one patient from another in order to prevent the spread 

of infection. Protective isolation, sometimes referred to as reverse barrier nursing, is the physical 

separation of a patient at high risk from common microorganisms carried by others. The aim of 

protective isolation is to prevent the transmission of infection to an immunocompromised patient. 

Isolation areas should preferably be single rooms with attached bathrooms and toilets. A PPE station 

should be present outside of the isolation rooms to facilitate the donning and doffing of PPE. Donning 

and doffing areas should be well separated from each other and should be equipped with a sanitizer or 

a handwashing basin and a bin. 

Whenever possible, zoning with clearly demarcated areas and unidirectional flow of traffic should be 

practiced. A proper signage at the door of the isolation room should be displayed ï this poster must 

accurately guide the people entering the room as to which PPE they should wear and what precautions 

must be taken when seeing the patient. The sign must be removed when the room is unoccupied.  

Patientsô charts and notes must be kept outside of the isolation room/area. 

See the national SOP and guidelines on isolation for more details. It is noted that patients who are 

under droplet precautions do not have to be in a separate room ï they can be placed 2m away from 

other patients and be asked to wear a mask. Patients under contact precautions can also be placed 2m 

from other patients. Patients under mosquito precautions are placed under bed nets and donôt need a 

separate room either. However, separate rooms can be used if available. On the other hand, a separate 

room is necessary for patients under airborne precautions (which include HCIDs). 

It is emphasized that contagious patients including patients colonized or infected with multi-drug 

resistant organisms should be isolated as soon as possible, typically within one hour after the treating 

team or the ward has been informed and definitely within 24 hours. Contingency plans should be in 
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place and implemented whenever space is not available. 

To facilitate the isolation process, it is the treating teamôs duty to inform the destination of the 

contagiousness of the patient whenever he / she is being transferred. This is particularly important 

when the patient is being transferred from a private healthcare facility to a public one (or vice versa) 

or when the patient is being moved from one regional hospital to another. 

 

4.7.5 Optimization of workflow  

Having dedicated nurses for isolated patients is often not possible due to constraints in human 

resources. Hence, proper management of staff resource is important to minimize the risk of cross-

infections without compromising workflow. 

¶ Clearly demarcate "clean" and "contaminated" areas to reduce cross-contamination. Staff who 

are on the contaminated side can request for help from others who are on the clean side 

without the need to move from one side to the other. 

¶ Minimize entry by using remote monitoring (e.g., cameras or intercoms) when possible. 

¶ Group tasks (e.g., medication administration, wound care) to minimize the frequency of 

entering and exiting isolation rooms. 

¶ Work closely with infection control teams, cleaning staff, and other healthcare providers. 

¶ Hold daily or shift-based meetings to update the team on patient status and address concerns. 

¶ Use structured communication tools (e.g., SBAR: Situation, Background, Assessment, 

Recommendation) during shift changes. 

¶ Rotate nurses to avoid fatigue and ensure adequate rest periods. 

 

4.7.6. Choosing the right PPE 

A risk assessment should always be carried out to decide which PPE to wear ï this is based 

on the activity as well as the infection risk present. This is displayed in the following table. 

Procedure / area Precautions PPE 

Contact with uninfected patients, 

triage with social distancing, 

transporting patients in a vehicle 

but without contact with the patient 

Standard precautions As per risk assessment 

Infected patients: close interview, 

physical examination, routine care, 

transporting patient while in 

contact with the patient 

Transmission-based precautions Based on the mode of transmission 

of the disease 

Infected patients: manipulation of 

lab samples 

Transmission-based precautions 

and light-splash precautions 

Can include gowns and goggles / 

face shields 

Cleaning  Transmission-based precautions 

and light or heavy splash 

precautions depending on the level 

of cleaning 

Can include boots and heavy duty 

gloves 

Aerosol generating procedures Airborne precautions and light 

splash precautions 

Respirator (N95, FFP2, FFP3), 

fluid-resistant gowns, goggles / 

face shields, gloves 



  

 

68 
 

Table 3 

 

4.8 HANDLING OF LINEN  

All used linen should be handled with care to avoid dispersal of microorganisms into the environment 

and to avoid contact with staff clothing. The following principles apply for linen used for all patients 

(i.e., whether or not transmission-based precautions are required): 

1. Appropriate personal protective equipment must be worn during handling of soiled linen to 

prevent exposure of skin and mucous membrane to blood and body substances. 

2. Used linen should be óbaggedô at the location of use into an appropriate laundry receptacle. 

3. Used linen must not be rinsed in patient-care areas or washed in domestic washing machines. 

However, solid debris on soiled linen should be removed at the point-of-care through 

scraping into the sluice / commode / toilet prior to sending to the laundry department or else 

stains will be left on the linen. 

4. Linen soiled with body substances should be placed into leak-proof laundry bags for safe 

transport. 

5. Hand hygiene must be performed following the handling of used linen. 

6. Clean linen must be stored in a clean and dry place that prevents contamination by aerosols, 

dust, moisture and vermin, and is separate from used linen. 

7. Never move or carry soiled linen against the body. Always place it in the designated 

container to prevent spread onto the staffôs clothing or gowns. 

8. Carefully roll up soiled linen to prevent contamination of the air, surfaces, staff, and/or 

residents. Do not shake linen! Moving or shaking linens can aerosolize pathogens causing 

spread to others or contamination of the environment. 

9. Separate carts must be used for transporting clean from contaminated linen. If this is not 

possible, the contaminated linen cart should be thoroughly cleaned and disinfected per 

facility protocol before being used to move clean linens. Regardless, clean linens and 

contaminated linens should never be transported or stored at the same time on a single cart. 

10. Clean patientôs laundry should not be stored in the laundry room with dirty or soiled linens 

and when transporting residentôs clean laundry, it should be done to prevent contamination 

such as use of covers or in a container (e.g. bag, box, or drawer). 
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/ƘŀǇǘŜǊ рΥ 9ƴǾƛǊƻƴƳŜƴǘŀƭ /ƭŜŀƴƛƴƎ ŀƴŘ 
/ƻƴǘǊƻƭ 

5.1 INTRODUCTION  

The correct implementation and control of environmental cleaning procedures in healthcare settings is 

crucial in mitigating the transmission of HAIs. Of every 100 hospitalized patients at any given time, 7 

in developed and 10 in developing countries will acquire at least one health care-associated infection 

(Danasekaran et al., 2014). Environmental cleaning is important among all cadres working in health 

care settings and being conversant with protocols pertaining to environmental cleaning should be one 

of the key components of medical and paramedical education and training. 

Several factors help in the determination of environmental cleaning procedures in terms of frequency, 

method, and process: the probability of contamination, the susceptibility of patients to infections and 

the potential for exposure to pathogens. 

The following table describes the hospital-acquired infections rate in different countries. 

 High-Income Countries Low- And Middle -Income Countries 

Leading cause of infection Urinary tract infection Surgical site infection:  

¶ Affects up to one-third of 

operated patients 

¶ 9 times higher than in 

developed countries. 

ICU-acquired infection 30% of patients in intensive 

care units (ICU) are affected 

by at least one health care-

associated infection (Vincent, 

2003) 

At least 2Ƅ3 fold higher than in high-

income countries 

Health care-associated infection 

in newborns 

In USA, 1.7 million annually, 

causing approximately 99,000 

deaths and severe morbidity 

(Thomas A.Hooven, 2014) 

Infection rates three to 20 times higher 

than in high-income countries. 

Table 4 

5.2 ENVIRONMENTAL TRANSMISSION OF HAI  

One major way that infections can spread is via contact with fomites, especially high-touch surfaces 

(i.e., areas that are frequently touched like doorknobs, taps, table surfaces, etc.). Transmission may 

also occur via medical devices such as blood pressure cuffs as well as items that have prolonged 

patient contact (e.g., mattress / pillow covers or curtains). It has also been documented that some 

healthcare-associated pathogens can survive on environmental surfaces for months. 

An effective environmental cleaning program should include: 

¶ Organization/administration; 

¶ Staffing and training;  
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¶ Infrastructure and supplies; 

¶ Policies and procedures; and 

¶ Monitoring, feedback and audit. 

The following figure illustrates the role of environmental surfaces, role of environmental cleaning, 

and hand hygiene in breaking the chain of transmission of HAIs. 

 

Figure 25: Contact transmission pathway. From US CDC. 

Of note, normal viable counts in the hospital environment can vary depending on the 

international standard used and may not correlate with ongoing outbreaks or nosocomial 

infections. Routine environmental sampling is not recommended except under special 

circumstances. Expected ranges are provided in the table below. 

 
Environment Sampling Technique 

(Microbiological 
Parameter) 

Benchmark Guidance Value*  Microbiological 
Indicator**  

Hospitals Dipslide (ACC 30°C/48h) ӅНΞЮΡН9[ÖоĦůЕ Staphylococcus aureus, 
MRSA; MSSA 

Contact plates (ACC 
37°C/48h) 

ӅНΞЮΡН9[ÖоĦůЕ Staphylococcus aureus, 
MRSA; Clostridium 
difficile, Salmonella, 
Aspergillus, VRE 

ACC < 5 CFU/cm² 
 

ATP-bioluminescence < 100 RLU Staphylococcus aureus, 
MRSA 

ATP-bioluminescence < 250 RLU 
 

Contact plates (TBC) [ƖŸůНӅНΡН9[ÖоƓũċƣĲН(operating 
room and other critical areas) 
ƣŸНӅНΡΜН9[ÖоƓũċƣĲНыf9Ö and 
neonatology) 

Staphylococcus aureus, 
Aspergillus spp., 
Pseudomonas spp., 
Enterobacteria 

Contact plates (TBC 37°C) - Low risk (office)аНӅНΡН9[ÖоĦůЕН 
- Medium risk (waiting room, 
lifts, counselling area)аНӅНΞН
CFU/cm²  
- High risk and very high risk 
(ICU, OT, neonatology, 
emergency unit)аНӅНΜЮΞН
CFU/cm² 

Aspergillus fumigatus 

Swabs (ACC 37°C/48h) < 2.5 CFU/cm² MRSA 
Swabs (ACC 48h) < 2.5 CFU/cm² S. aureus, E. coli, P. 

aeruginosa, A. baumannii 



  

 

72 
 

Ambulances Swabs (TBC 37°C/48h) ӅНΡН9[ÖоĦůЕ 
 

Surgery Practices Contact plates (TBC 
37°C/72h; Total Fungal 
Count TFC 28°C/72h) 

0 CFU/cm² (acceptable)  
1-5 CFU/cm² (doubtful)  
> 5 CFU/cm² (not acceptable) 

Enterobacteria, P. 
aeruginosa 

Dental Practices Contact plates (TBC 
36°C/48h) 

ӅНΜЮΣΠН9[ÖоĦůЕНыċĦĦĲƓƣċĤũĲьН 
1.48 CFU/cm² (alert) 

 

Swabs (TBC 36°C/48h) ӅН1 CFU/cm² 
 

Pharmaceutical 
Clean Rooms 

RODAC plates (TBC 30т
35°C/48h, then 20т
25°C/72h) 

Class A1: < 1 CFU/plate (walls 
and benches) 
9ũċƚƚН7ΝНċŰĬН7ΞаНӅНΡН9[ÖоƓũċƣĲН
(walls) and < 10 CFU/plate 
(benches)  

Staphylococcus spp., 
Micrococcus spp., 
Bacillus spp., Candida 
spp. 

 
Class C: < 25 CFU/plate (walls) 
and < 50 CFU/plate (floor) 

 

 
Class D1 and D2: < 50 
CFU/plate (floor and walls) 

 

Swabs Class A2: < 1 CFU/swab 
 

Contact plates Surfaces: < 1 CFU/plate 
(sterility level A) to < 50 
CFU/plate (level D)  

 

 
Gloves: < 1 CFU/glove (zone A) 
to < 5 CFU/glove (zone B) 

 

Pharmaceuticals Contact plates (TBC 
37°C/24h, then RT/48h) 

From < 0.2 CFU/cm² (clean 
rooms) to < 5 CFU/cm² 
(offices, stairs, etc.) 

Staphylococcus spp., 
Micrococcus spp., 
Bacillus spp., Candida 
spp. 

Food Preparation 
Areas (Surfaces 
and Tools) 

Contact plates (25.8cm2 
and 20т25°C/48h) 

< 150 CFU/plate Pseudomonas 
fluorescens, E. coli, S. 
aureus  

Contact plates (TBC) ӅНΝΜН9[ÖоĦůЕНыċŉƣĲƖН
sanitization) 
Ñ79НӅНΝΜН9[ÖоĦůЕ 

Total coliforms Ӆ 1 
CFU/cm2; absence of 
Salmonella and Listeria 
monocytogenes  

Contact plates (TBC 
30°C/48h; TFC 25°C/120h) 

0-2 CFU/plate (very good)  Coliforms, S. aureus 

  
3-9 CFU/plate (good)  

 
  

10-29 CFU/plate (satisfactory) 
 

 
Swabs (TBC) 0-8 CFU/100 cm² (very good) Coliforms, S. aureus 

  
12-36 CFU/100 cm² (good)  

 
  

37-116 CFU/100 cm² 
(satisfactory) 

 

Catering Contact plates (TBC) ӅНΠН9[ÖоĦůЕ Total microorganisms, 
coliforms, S. aureus, E. 
coli, Salmonella spp., 
Listeria monocytogenes 

Restaurants ATP-bioluminescence 50 RLU Escherichia coli  
Swabs (TBC 30°C/24т48h) 80 CFU/cm² 

 

Butcheries and 
Supermarkets 

Contact plates (TBC) ӅНΠН9[ÖоĦůЕ ÑŸƣċũНĦŸũŔŉŸƖůƚНӅНΝН
CFU/cm²; E. coli 

Area 
Microbiologically 
Checked (Cooked 
Dishes) 

Contact plates (TBC 
37°C/24h and room 
temp./48h) 

Area 1: < 5 CFU/cm²  
Area 2: < 2 CFU/cm² 
Area 3: < 0.2 CFU/cm² 
Area 4: < 0.2 CFU/cm² 

Coliforms and E. coli 
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Table 5: TBC ï total bacterial count; ACC ï aerobic colony count; RLU ï relative light units. Taken from: Giovinazzo R , 

Caradonna L, Giaquinta G, Mameli M, Mansi A, Marena G, Mastromartino T, Sarto D and Tomao P - Benchmark 

Guidance Values for Microbiological Monitoring on Surfaces: a Literature Overview - Biomedicine & Prevention issues 

(2017) - vol. 4 - CBRNe safety. Special issue (PART 2) - (135) - DOI:10.19252/000000087. * For total counts unless 

otherwise specified. ** These organisms should be absent or <1 CFU/cm2 unless otherwise specified. 

 

5.3 ENVIRONMENTAL CLEANING SERVICE AREA 

There should be a designated environmental cleaning service area within the facility for preparation, 

storage, and reprocessing of reusable cleaning equipment and supplies. This area should not be used 

for any other purposes. For multi-story facilities, it is best practice to have one of these areas on each 

floor.  

The designated environmental cleaning area should:  

¶ be well-ventilated and illuminated (lighting or window access);  

¶ be labelled with a biohazard sign on the door; 

¶ have an appropriate water supply (hot and cold water access, if feasible); 

¶ have a utility sink/floor drain for safe disposal of used solutions; 

¶ be designed so that, whenever possible, buckets can be emptied into the utility sink / floor 

drains without lifting them or creating splashes; 

¶ have a dedicated handwashing sink, used only for handwashing; 

¶ have appropriate PPE available; 

¶ have enough space to keep reprocessing (dirty areas) separate from storage areas for cleaned 

equipment; 

¶ be easily accessible in relation to the areas it serves (i.e., easily accessible throughout the 

facility); 

¶ be appropriately sized to the amount of materials, equipment, and chemicals stored in the 

room/area;  

¶ have posters serving as reminders for all environmental cleaning products, manufacturerôs 

instructions, and job aids for preparation of cleaning and disinfectant solutions; 

¶ never contain personal clothing or grooming supplies, food or beverages; 

¶ there should be a separate area for cleaning staff to store these items; 

¶ have safe chemical storage and access;   

¶ have locks fitted to all doors to restrict access only to cleaning staff; 

¶ be free from clutter; and 

¶ have washable surfaces (floors, walls, shelves). 

 

mailto:r.giovinazzo@inail.it
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5.4 ENVIRONMENTAL CLEANING AND WASH 

INFRASTRUCTURE 

All healthcare facilities must have adequate water supply and sanitation infrastructure (e.g., safe 

wastewater disposal) so that environmental cleaning can occur according to best practices. Access to 

basic water, sanitation, and hygiene (WASH) services in healthcare facilities is important to improve 

the ability of facilities to implement effective environmental cleaning programs. 

 

5.5 AIR AND VENTILATION  

The CDC has recommended a layered approach to mitigate transmission of airborne microorganisms 

like tuberculosis. One of the most emphasized components is proper ventilation. In under-resourced 

countries, this can be achieved by open windows and doors, when weather conditions allow, to 

increase outdoor air flow.  

In developed countries, isolation rooms equipped with negative pressure ventilation are used to pull 

any potential contaminants out of the area and exhaust them to the outside air. This prevents cross-

contamination from room to room. In addition, high efficiency particulate air (HEPA) filtration can be 

used to theoretically remove at least 99.97% of dust, pollen, mold, bacteria, and any airborne particles 

with a size of 0.3 microns. 

Engineers should pay attention to air changes per hour (ACH) while designing healthcare facilities. 

Area Recommended ACH 

Autopsy suite 12-20 

Bronchoscopy room or sputum induction room 12-20 

Operating theater Ó 20 (used to be Ó 15) 

Airborne infection isolation rooms  Ó 12 

General wards Ó 12 (used to be Ó 6) 

Table 6: The recommended air changes per hour in healthcare facilities. 

The use of air conditioners should be avoided in any area where airborne pathogens may be 

circulating; they are difficult to clean and will recirculate contaminated air in the room, thus 

increasing the chance of infecting anybody who is nearby. 

The term ólaminar flowô (LAF) implies blowing HEPA-filtered air in a unidirectional pattern at 100ï

400 ACH. It is controversial whether laminar flow actually reduces surgical site infections. LAF is 

advised during the industrial preparation of medications. LAF in biosafety cabinets is important to 

reduce exposure to germs. LAF in hospital pharmacies can be useful to reduce contamination during 

compounding of intravenous medications or to reduce exposure to cytotoxic chemical fumes. 

However, it is preferred that medications are prepared under industrial high-standard conditions where 

appropriate engineering controls are maintained instead of being prepared in the hospital setting. 

Occasionally, positive pressure ventilation is necessary in order to ensure airborne pathogens do not 

contaminate a vulnerable patient. It is used to protect highly immunosuppressed patients e.g., after 

bone marrow transplants. 

General indoor air quality parameters for healthcare facilities are provided in the following table. 

Parameter Normal range 

Air changes per hour Ó 12 
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Ventilation rate Ó 60 L/s/person 

Temperature 22-26 ºC 

Relative humidity Ò 70% 

Sulfur dioxide Ò 0.5 ppm or 1.3 mg/m3 over 8h 

Nitrogen dioxide Ò 100 ppb over 1h 

Hydrogen chloride Ò 1 ppm or 2 mg/m3 over 8h 

Hydrogen sulfide Ò 5 ppm or 7 mg/m3 over 8h 

Carbon dioxide Ò 1,000 ppm or 1,800 mg/m3 over 8h 

Carbon monoxide Ò 9 ppm or 10 mg/m3 over 8h 

Ozone Ò 0.2 ppm or 0.4 mg/m3 over 15 min 

Formaldehyde Ò 2 ppm or 2.5 mg/m3 over 15 min 

Total volatile organic compounds Ò 3 ppm 

Particulate matter 2.5 Ò 35 µg/m3 over 24h 

Particulate matter 10 Ò 150 µg/m3 over 24h 

Particulate matter 0.3, 0.5, 1.0 or 5.0 Ò 10 mg/m3 over 8h 

Total particular matter or suspended particulate 

matter 

Ò 150 µg/m3 

Air filtration Not relevant in most locations except for special 

places (e.g., use MERV 16 in the OT) 

Table 7: Taken from ñSurvey report for review the ventilation, HVAC systems and allied services at all haemodialysis units 

for the Ministry of Health and Wellnessò by AXIS Engineers Ltd (K. Sungker et al.), Dec 2024. Data was generated from 

standards of ANSI, ASHRAE, NAAQS, UK Workplace protocols and Singapore guidelines. Parameter values can vary by 

organization, by survey method and by year of publication. 

 

5.6 CLEANING AND DISINFECTION  

Cleaning is the removal of foreign material (e.g., soil, and organic material) from objects and is 

normally accomplished using water with detergents or enzymatic products. 

Disinfection is the reduction in the number of bacteria, viruses, or fungi to a low concentration.  To 

ensure proper and effective disinfection, it is important to first clean the surface and remove visible 

dirt, food particles and debris, and then rinse to remove any residue. Application of a disinfectant 

done using the correct dilution and contact time, according to the manufacturerôs instructions, and 

then rinsing with water completes the disinfection process. 

Chlorine is an effective and cheap disinfectant. However, it can bleach and erode certain surfaces and 

equipment. The recommended concentration for disinfection is 0.5% chlorine for the cleaning of 

spills, 0.1% for healthcare facilities in general and 0.05% for hand hygiene. Instead of sodium 

hypochlorite, for some non-flammable surfaces and equipment, 70-90% alcohol can be used for 

disinfection. 

The contact time for each disinfectant should be strictly respected. For instance, the wet contact time 

for chlorine is usually 10 to 20 minutes. Of note, chlorine solutions and certain other disinfectants are 

inactivated by the presence of organic matter (blood, other proteinaceous material and dirt), heavy 
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metal ions, low temperature, or ultraviolet irradiation ï under these conditions, the contact time can 

increase significantly.  

Sterilization which is the complete elimination of all microorganisms, may be required under certain 

circumstances ï see the section on Spaulding classification in chapter 4 for more details. 

For more details on the cleaning techniques that should be used, see the document entitled ñStandard 

operating procedures for the cleaning of healthcare facilities in the public health sectorò. 

A minimum of one toilet should be available for every 20 patients. The patient bathroom and the staff 

bathroom should preferably be separate in order to reduce the risk of cross-contamination. 

 

5.6.1 Steps to follow during cleaning 

1. Conduct a visual preliminary site assessment. 

2. Ensure that the patient status does not pose a challenge to safe cleaning. 

3. Ascertain that you have sufficient supplies of PPE, water and disinfectants before proceeding. 

4. Assess for any obstacles (e.g., clutter) or issues that could pose a challenge to safe cleaning. 

5. Report any damaged or broken furniture or surfaces to the supervisor/management. 

 

5.6.2 The 3-bucket cleaning system 

A 3-bucket system can be used when cleaning with disinfection is required e.g., for the surroundings 

of patients carrying infectious pathogens, in isolation rooms or in the flu clinics. When cleaning only 

is needed e.g., in cases where patients are not carrying transmissible pathogens, in most corridors and 

waiting areas, a 2-bucket system is sufficient. The steps that should be followed in the 3-bucket 

system are as follows (also, see the next figure): 

1. Wear appropriate PPE. 

2. Fill bucket 1 with water and with all-purpose cleaning solution (soap). 

3. Fill buckets 2 with clean water. 

4. Fill bucket 3 with sodium hypochlorite or another disinfectant at the correct concentration. 

5. Place the mop / cloth rag into bucket 1 and squeeze excess water off. 

6. Clean part of the floor or surface. 

7. Rinse the mop / cloth rag in bucket 2 and squeeze excess off. 

8. Place the mop / cloth rag in bucket 3 and squeeze excess off. 

9. Disinfect the floor or surface. 

10. Once you have rinsed your mop / cloth rag in the clean water in bucket 2, repeat steps 2-9 

until the room is completely cleaned. 

11. Once the room is cleaned, empty all buckets down the toilet / sluice, rinse the buckets with 

warm water, empty down the toilet / sluice and repeat steps 1-9 for all other rooms. 

https://www.sciencedirect.com/topics/earth-and-planetary-sciences/micro-organism
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Figure 26: How to implement the 3-bucket system. 

 

Rooms should be cleaned from the clean side to the dirty side ï see the attached figure. 

 

Figure 27: Example of a cleaning strategy for environmental surfaces, moving in a systemic manner around the patient care 

area. Source: WHO. 

 

5.6.3 The limitations of fumigation 

As per the CDC, WHO and the Healthcare Infection Control Practices Advisory Committee (USA, 

2003), fumigation, misting, spraying and fogging, especially with formaldehyde or hypochlorite 

solution, are usually not indicated to control outbreaks nor to kill multi-drug resistant organisms. It is 

not an effective cleaning method, is time-consuming and the fumes are often toxic (i.e., irritating to 

mucous membranes of the nose and eyes). Similarly, data on fogging with quaternary ammonium 

compounds are limited and suggests it is ineffective. 
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However, fogging with hydrogen peroxide, misting with ozone or irradiation with ultraviolet light 

may be used in certain specific situations to control some outbreaks ï seek expert advice before using 

these techniques. In all situations, proper cleaning is of paramount importance and efforts, especially 

in low- and middle-income countries should continue to focus on the right cleaning technique. 

 

5.6.4 Types of cleaning procedures 

Routine cleaning 

During routine cleaning, concentrate on the following areas: high-touch surfaces (e.g., light switches, 

bed rails, bed frames, moveable lamps, tray table, bedside table, handles, IV poles and blood pressure 

cuff), non-critical medical equipment, bathrooms and floor. Annexes C and D describes the 

recommended cleaning protocol in more detail. The usual PPE that should be worn during cleaning is 

heavy-duty gloves, waterproof apron and boots. Additional PPE may be required (e.g., mask and face 

shield) depending on the transmission-based precautions in place in the area being cleaned. 

Terminal or discharge cleaning 

If a patient room or bed becomes vacant (e.g., the patient is discharged, is transferred or dies), 

terminal/discharge cleaning is indicated. Perform routine cleaning and furthermore, concentrate on 

cleaning difficult to reach areas of the room, low-frequency touch surfaces, the bed, its headboard, 

disinfect sideboards, change the bed sheet, remove waste and linen, clean corners of the room, 

decontaminate drawers and do a thorough cleaning of the bathroom. If the patient had a contagious 

illness, curtains should be removed for cleaning. 

Deep cleaning 

Deep cleaning is indicated during otherwise unmanageable outbreaks of infections or whenever 

recommended by the Infection Prevention and Control Team. This is a rigorous cleaning using a 

manual process: vacate the area of all patients, remove as many furniture as possible, curtains should 

be taken off and cleaned; all disposable supplies must be discarded; floors should be steam cleaned 

(or scrubbed and destained); vents, radiators, fans and air conditioners are disinfected thoroughly; and 

all surfaces are chemically cleansed while mattresses are decontaminated. All clinical and non-clinical 

equipment, fixtures and fittings must be disinfected. 

Cleaning of spills 

Always use appropriate PPE when cleaning spills like blood or vomitus. Wipe the spill with a towel. 

Dispose of the towel in a bin for infectious waste (do not soak the towel in water since it is highly 

infectious). Clean the spill with soap and water. Disinfect the area with 0.5% chlorine and wait for a 

contact time of 10 minutes. Always remember to perform hand hygiene before and after cleaning 

procedures. 

Do not mop the area when organic material is still present since this will spread the microbes. Do not 

pour liquid disinfectant directly on organic material since this can lead to splash injury and to the 

spread of microbes when the liquid flows on the surface. 

Controversies exist with regards to the application of 0.5% to 1% hypochlorite to the absorbent towel 

when it is used to absorb organic material. Some articles suggest that such concentrations of 

hypochlorite are easily deactivated by blood and therefore, routine cleaning without disinfectants 

should be performed first (Bloomfield et al., 1989). However, absorbent granules containing up to 

60% chlorine (e.g., sodium dichloroisocyanurate) can be effective when available. Since the latter is 

not routinely utilized in the public facilities of Mauritius, when dealing with spills from patients 

infected with high-consequence infectious diseases, it is proposed that healthcare providers follow the 

steps below: 

¶ Perform hand hygiene 
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¶ Wear full PPE 

¶ The absorbent towel should be soaked in 1% hypochlorite 

¶ Leave the towel on the spill for 15 minutes 

¶ Dispose of the towel in a yellow bin 

¶ Clean the area with soap and water 

¶ Use another absorbent towel soaked in 1% hypochlorite to wipe the surface 

¶ Leave for a contact time of 15 minutes 

¶ Remove PPE ï throw away all PPE including thick gloves  

¶ Perform hand hygiene 

The use of spill kits can facilitate the above process and reduce missteps. 

 

5.6.5 Formula to make a diluted solution of chlorine 

Ϸ ὧὬὰέὶὭὲὩ Ὥὲ ὧέὲὧὩὲὸὶὥὸὩὨ ίέὰόὸὭέὲ

Ϸ ὧὬὰέὶὭὲὩ Ὥὲ ὨὩίὭὶὩὨ ίέὰόὸὭέὲ
ρ Ὕέὸὥὰ ὴὥὶὸί έὪ ύὥὸὩὶ Ὢέὶ ὩὥὧὬ ὴὥὶὸ έὪ ὧέὲὧὩὲὸὶὥὸὩ 

Grams / liter = [% dilute/% concentrate] x 1000. 

For example, to make a 0.5% dilute chlorine solution from a dry powder of 35% calcium hypochlorite 

= [0.5%/35%] x 1000 = 14.2 g. Hence, add 14.2 grams of dry powder to 1 liter of water or 142 grams 

to 10 liters of water. 

To make 0.5 % chlorine from 4% sodium hypochlorite solution: 

 

                                       4%    
                                                                            

                                                   0.5 %                                                     ρ          χ            

 

 

Therefore, for every part of concentrate, add 7 parts of water. Ratio of concentrate to water is 1:7. 

 

5.6.6 Cleaning frequency 

The following table provides information on the frequency of cleaning. Not all areas need to be 

disinfected. Abuse of disinfectants is a waste of resources that is often seen among staff with poor 

knowledge in IPC. See annex D for the national cleaning schedule which contains more details. 

Area Frequency Method Process 

Waiting/admission At least twice a day Clean floors and 

disinfect high-touch 

surfaces 

High-touch surfaces and 

floors 

Consultation At least twice a day Clean floors and 

disinfect high-touch 

High-touch surfaces and 

floors 
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surfaces 

Procedural (minor 

operative procedures e.g., 

draining abscesses, 

suturing wound) 

Before and after each 

procedure 

Clean and disinfect High-touch surfaces and 

floors with emphasis on 

the patient zone, 

procedure table 

All  Scheduled basis 

(weekly, monthly) and 

when visibly soiled 

Clean Weekly: High surfaces 

like walls, baseboard, 

corner, tops of 

cupboards, vents 

Monthly: windows, bed 

curtains, low-touch 

surfaces 

Annually: window 

curtains 

In-patient wards At least twice a day  Clean floors and 

disinfect high-touch 

surfaces 

High-touch surfaces and 

floors 

Spills Immediately, as soon as 

possible 

Clean and disinfect 

Do not use combined 

detergent-disinfectant 

product 

Use intermediate-level 

disinfectant 

Spill area 

Isolation wards / rooms At least three times a 

day 

Clean and disinfect 

 

High-touch and low-

touch surfaces 

Any surface (e.g., walls) 

that is visibly soiled with 

blood of body fluids 

Clean floors with neutral 

detergent and water 

Table 8: The recommended cleaning frequencies for different areas in a healthcare facility. 

The following table explains that disinfectants can be used during cleaning in areas where patients are 

placed under transmission-based precautions or whenever outbreaks are occurring in certain locations. 
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Table 9: When to clean vs clean and disinfect, in the hospital setting. Source: ñCleaning standard for South Australian 

Healthcare Facilities 2021. Government of South Australia. 2021.ò 

 

5.6.7 Disinfectants 

There are multiple different types of disinfectants that are available for use in Mauritius. Readers 

should refer to the national SOPs on this topic for further details. 

The steps to follow when choosing an appropriate disinfectant are: 

1. Use the national SOP on antimicrobial spectra to select which disinfectants have activity on 

the microbes likely to be present in the environment. 

2. Follow the Spaulding classification to select which disinfectants from the above set will have 

the activity required to decrease the concentration of microbes to below the expected 

threshold for the item being disinfected. The concentration of the disinfectant can also be 

picked using the national SOPs. See the national SOP on environmental cleaning for details. 

3. Select the most appropriate disinfectants from those in step 2 based on the type of surface 

being cleaned i.e., based on material compatibility. See the national SOP on environmental 

cleaning for additional details. 

Remember that some disinfectants can be toxic and corrosive. Exercise caution when using them. 

Moreover, do not store disinfectants in dirty bottles, do not dip equipment for prolonged periods of 

time in disinfectants and do not expose disinfectants to the air for a long duration of time. 

 

5.6.8 PPE required 
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The following table explains what PPE to wear during cleaning procedures. 

 
Type of cleaning task Required PPE for cleaning staff 

Routine cleaning (standard precautions) Face mask, disposable gloves 

Terminal cleaning (standard precautions) Face mask, reusable gloves 

Blood and body fluid spills and high contamination risk areas (e.g., 

cleaning bed of incontinent patient, labor and delivery wards) 

¶ Gown and/or plastic apron 

¶ Reusable rubber gloves 

¶ Face mask with face shield 

Droplet precautions (routine and terminal cleaning) ¶ Gown and/or plastic apron 

¶ Reusable rubber gloves 

¶ Face mask with face shield 

Contact precautions (routine and terminal cleaning) ¶ Gown and/or plastic apron 

¶ Reusable rubber gloves 

¶ Face mask with face shield 

Airborne precautions (routine and terminal cleaning) ¶ Respirator (N95 / FFP2), fit 

tested 

¶ Reusable rubber gloves 

Preparation of disinfectant product and solutions ¶ Chemical-resistant gloves  

¶ Gown and/or apron 

¶ Face mask with face shield 

Table 10: Recommended personal protective equipment for environmental cleaning tasks. 

 

5.6.9 Management of bed bugs 

When a patientôs bed is infested with bed bugs, the following steps should be followed: 

1. Change the patientôs clothes. 

2. Linen, curtains and clothes should be laundered in hot water at > 60°C. 

3. Vacuum clean the room. 

4. Steam clean the beds, sofas and chairs. 

5. Clean bedframes and furniture with 90% alcohol. 

6. After 10 days, repeat the vacuum cleaning and steam cleaning exercises. 

7. Inspect adjacent beds and rooms to ensure that other areas are not infested. 

Refer to the national SOP on management of bed bugs for more details. 

 

5.6.10 Important points to remember 
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With regards to cleaning procedures, best practices include: 

1. Using fresh cleaning cloths at the start of each cleaning session (e.g., routine daily cleaning in 

a general inpatient ward). In the public hospitals, cleaning cloths are sent to laundry prior to 

reuse in healthcare facilities. 

2. Change cleaning cloths when they are no longer saturated with solution, for a new, wetted 

cloth. Soiled cloths should be sent for reprocessing. 

3. For higher-risk areas, change cleaning cloths between each patient zone (i.e., use a new 

cleaning cloth for each patient bed). 

4. Ensure that there are enough cleaning cloths to complete the required cleaning session. 

5. Never double-dip cleaning cloths into portable containers (e.g., bottles, small buckets) used 

for storing environmental cleaning products (or solutions). 

6. Never shake mop heads and cleaning clothsðit disperses dust or droplets that could contain 

microorganisms. 

7. Never leave soiled mop heads and cleaning cloths soaking in buckets. 

8. Avoid using brooms to clean contaminated areas ï this can aerosolize particles. 

9. Use several buckets to clean a room as opposed to using a single bucket ï this prevents the 

disinfectant from getting contaminated. 

10. Chlorine solutions should be prepared fresh daily, as they are light sensitive. 

11. Always clean from outside the patient zone (the cleaner areas) toward the patient zone (the 

dirtier areas). 

12. Always proceed from the highest area to the lowest area. 

13. Change the water and mop frequently to avoid contamination e.g., clean the buckets in 

between each patient room. 

14. Cleaning material for isolation rooms must be stored and used only in isolation. The isolation 

area must always be cleaned/disinfected last. 

15. Mop buckets must be rinsed, dried, and stored upside-down to drain. 

16. Wall washing is not routinely recommended. 

17. Do not spray disinfectants ï this can aerosolize microbes. 

18. Bed spacing should be adequate to reduce the chances of transmitting microbes. In general 

wards beds should be at least 1 to 2 meters apart. 

19. Furniture in healthcare settings should be: 

a. Easy to clean, 

b. Easy to maintain and repair, 

c. Resistant to microbial growth, 

d. Nonporous, and 

e. Seamless. 

20. Products for environmental cleaning should: 

a. Be nontoxic, 
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b. Be easy to use, 

c. Have an acceptable odor, 

d. Be easily soluble in water, and 

e. Be economical/low cost. 

21. Some flooring does not tolerate hypochlorite solution ï use quaternary ammonium 

compounds or other disinfectants as recommended by the supplier. 
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/ƘŀǇǘŜǊ сΥ .ƛƻƳŜŘƛŎŀƭ ²ŀǎǘŜ 
aŀƴŀƎŜƳŜƴǘ 

6.1 INTRODUCTION  

The containment, handling and disposal of medical waste is important because its microbial load, 

hence its infectivity potential, is higher than residential waste. The triaging and categorization of 

medical waste is yet another mandatory step in biomedical waste management. Infectious waste 

should be incinerated while general waste can be disposed of through burial or landfilling. 

 

6.2 SEGREGATION OF WASTE 

The following two tables describe the different disposal methods. Note that bins for infectious waste 

must always be covered to reduce the risk of contamination. 

Type of biomedical waste Example Disposal method 

Sharps 1. Needle ï a very fine, slender, 

hollow piece of metal used 

blood withdrawal and 

administering drugs 

2. Syringe ï device which a 

needle is attached to inject 

medication into or withdraw 

fluid from the body. 

3. Lancet also called a 

ñfingerstickò ï principally used 

for blood glucose checking and 

monitoring 

4. Auto injector, including 

epinephrine pens ï syringe pre-

filled with fluid medication 

designed to be self-injected 

into the body. 

5. Infusion set  

6. Connection needle/set ï needle 

that connects to a tube used to 

transfer fluids in and out of the 

body. This is generally used for 

patients on home hemodialysis. 

Disposed of in sharps disposal 

container in the first instance. 

Further these sharp containers are 

discarded for incineration or 

treatment plant  

 

 

Infectious Waste 

 

Infectious waste is waste contaminated 

with blood and other bodily fluids (e.g., 

From discarded diagnostic samples), 

cultures and stocks of infectious agents 

from laboratory work (e.g., waste from 

Infectious waste is usually discarded 

in Mauritian health care settings in 

yellow bag 
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autopsies and infected animals from 

laboratories), or waste from patients 

with infections (e.g., swabs, bandages 

and disposable medical devices). 

OTHERS 

1. Radioactive 

Waste: Items used in 

lab research or therapy 

that are contaminated, 

including liquids, 

products, tubing and 

glassware. 

2. Chemical Waste: Lab 

reagents, contaminated 

items, film developer, 

cleaners and 

disinfectant 

3. Pharmaceutical 

Waste: Medication that 

is expired or 

contaminated 

4. Containers under 

pressure: Gas cartridges 

and cylinders 

This category of wastes is most 

prominent in specialized units e.g., 

oncology unit and New Cancer Center, 

laboratory settings and radiological 

departments 

These types are wastes are sorted 

and have specific disposal methods.  

General wastes 
General wastes remain the most 

generated of waste in health care 

facilities.  

General wastes are usually discarded 

in black plastic bags 

Table 11: Disposal methods for different types of healthcare waste. 

Color Type of waste 

Black  Domestic refuse and kitchen waste 

Yellow  Infectious / clinical waste 

Red Soiled linen 

White  Used linen 

Table 12: Example of color coding of bins for waste management. 

 

6.3 WASTE QUANTIFICATION  

Not all areas in a healthcare facility produce the same amount of waste. The following table mentions 

which parts of the hospital produce the most healthcare waste. 
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Facilities 

University hospital 

General hospital 

District hospital 

Emergency medical care services 

Health-care centres and dispensaries 

Obstetric and maternity clinics 

Outpatient clinics 

Dialysis centres 

Long-term health-care establishments and hospices 

Transfusion centres 

Military medical services 

Prison hospitals or clinics 

Medical and biomedical laboratories 

Biotechnology laboratories and institutions 

Medical research centres 

Mortuary and autopsy centres 

Animal research and testing 

Blood banks and blood collection services 

Nursing homes for the elderly 

Table 13: Major sources of healthcare waste as per WHO. This table is a guide only based on data in international hospitals 

ï no such data has been compiled for Mauritius.  

A paper trail is important during waste collection for the purpose of auditing and for data collection so 

that policy decisions can be data-driven. The following form is an example of a document used to 

collect useful information whenever waste is being removed from a facility.  
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Table 14: Example of a data collection form for healthcare waste. The form displayed is a guide only ï hospitals can 

develop their own data collection forms based on their needs. 

 

6.4 RISKS ASSOCIATED WITH POOR WASTE DISPOSAL 

Improper waste disposal or not wearing the right PPE when transporting waste can be 

associated with the transmission of microbes. The following table explains the infections that 

can be transmitted by healthcare waste since the latter can act as a potent fomite. 
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Table 15: Potential infections caused by exposure to health-care wastes, causative organisms and transmission vehicles. 

 

6.5 GUIDING PRINCIPLES  

Five principles are widely recognized as underlying the effective and controlled management of 

wastes. These principles have been used by many countries when developing their policies, legislation 

and guidance: 

1. The ñpolluter paysò principle implies that all producers of waste are legally and financially 
responsible for the safe and environmentally sound disposal of the waste they produce. This 

principle also attempts to assign liability to the party that causes damage. 

2. The ñprecautionaryò principle is a persuasive principle governing health and safety 
protection. It was defined and adopted under the Rio Declaration on Environment and 

Development (UNEP, 1972) as Principle 15: ñWhere there are threats of serious or 

irreversible damage to the environment, lack of full scientific certainty should not be used as 

a reason for postponing cost-effective measures to prevent environmental degradationò. 

3. The ñduty of careò principle stipulates that any person handling or managing hazardous 
substances or wastes or related equipment is ethically responsible for using the utmost care in 

that task. This principle is best achieved when all parties involved in the production, storage, 

transport, treatment and final disposal of hazardous wastes (including health-care waste) are 

appropriately registered or licensed to produce, receive and handle named categories of waste. 
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4. The ñproximityò principle recommends that treatment and disposal of hazardous waste take 
place at the closest possible location to its source to minimize the risks involved in its 

transport. Similarly, every community should be encouraged to recycle or dispose of the 

waste it produces, inside its own territorial limits, unless it is unsafe to do so. 

5. The ñprior informed consent principleò as embodied in various international treaties is 
designed to protect public health and the environment from hazardous waste. It requires that 

affected communities and other stakeholders be apprised of the hazards and risks, and that 

their consent be obtained. In the context of healthcare waste, the principle could apply to the 

transport of waste and the siting and operation of waste-treatment and disposal facilities. 

 

6.6 ASSIGNMENT OF RESPONSIBILITIES  

Effective management of health-care waste is one aspect of the continuous need to control infections. 

Healthcare waste management should be viewed as part of infection control, and a local waste-

management plan could be developed by infection-control staff where they are present. In the larger 

health-care facilities where large quantities of waste are generated, a separate waste-management 

group or committee may be formed instead. A typical waste-management committee in a large 

hospital may contain the following members: 

1. head of hospital (as chairperson) 

2. heads of hospital departments 

3. infection-control officer 

4. chief pharmacist 

5. radiation officer 

6. matron (or senior nursing officer) 

7. hospital manager 

8. hospital engineer 

9. financial controller 

10. waste-management officer (if one is designated) 

 

6.7 WASTE MANAGEMENT HIERARCHY  

Disposal of waste is the least effective and least environmentally friendly manner to reduce waste in 

our society. The best method is by preventing or reducing the production of waste. Recycling can be 

an important way that modern societies use to avoid the accumulation of solid waste.   
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Figure 28: The waste management hierarchy. 

 

6.8 WASTE REDUCTION 

The following table gives examples of what strategies hospitals can use to reduce the production of 

waste in their facilities.  

Category Measures 

Source Reduction 

Purchasing reductions: selecting supplies that are less wasteful where 

smaller quantities can be used, or that produce a less hazardous waste 

product. 

Use of physical rather than chemical cleaning methods (e.g., steam 

disinfection instead of chemical disinfection). 

Prevention of wastage of products (e.g., in nursing and cleaning activities). 

Management and Control 

Measures at Hospital 

Level 

Centralized purchasing of hazardous chemicals. 

Monitoring of chemical use within the health centre from delivery to 

disposal as hazardous wastes. 

Stock Management of 

Chemical and 

Pharmaceutical Products 

More frequent ordering of relatively small quantities rather than large 

amounts at one time, to reduce the quantities used (applicable in particular 

to unstable products). 

Use of the oldest batch of a product first. 

Use of all the contents of each container. 

Checking the expiry date of all products at the time of delivery, and 
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refusal to accept short-dated items from a supplier. 

Table 16: Examples of practices that encourage waste minimization 

 

6.9 WASTE PROCESS FLOW 

The process flow of waste including sorting typically follows several stages to ensure efficient waste 

management, separation of infectious materials, and proper disposal of other hazardous waste like 

radioactive and pharmaceutical products. The process can be broken down into the steps displayed in 

the diagram below. 

 

 
Figure 29 

 

6.10 WASTE STORAGE 

The waste shed is an important part of any healthcare facility that should be properly designed to 

prevent the spread of microbes and prevent contamination of healthcare workers. 

6.10.1 Requirements for sheds 

The following table mentions international requirements for waste storage areas.  
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Table 17: Recommendations for storage facilities for health-care waste 

 

6.10.2 Infectious waste storage 

Additional precautions should be taken when dealing with infectious waste. 

¶ The shed for infectious waste should be locked, covered and have a biohazard sign indicating 

the presence of contagious material. 

¶ Floors and walls should be sealed or tiled to allow easy disinfection.  

¶ Untreated infectious waste or waste with a high content of blood or other body fluids cannot 

be disposed of offsite ï all body fluids should be disposed of in the sluice first. 

¶ While sharps can be stored without problems, other infectious waste should be kept cool or 

refrigerated at a temperature preferably no higher than 3 °C to 8 °C if stored for more than a 

week. 

¶ Unless a refrigerated storage room is available, storage times for infectious waste (e.g. the 

time gap between generation and treatment) should not exceed the following periods: 

o Temperate climate: 

Á 72 hours in winter 

Á 48 hours in summer 

o Warm climate: 

Á 48 hours during the cool season 

Á 24 hours during the hot season. 

 

6.11 MODERN WASTE DISPOSAL TECHNIQUES 

Many health-care waste-treatment systems are commercially available today. The choice of 

technology depends on the characteristics of the waste of the health-care facility, the capabilities and 

requirements of the technology, environment and safety factors, and costs. Treatment technologies 
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employ thermal, chemical, irradiative, biological or mechanical processes. The common types of 

treatment technologies are: 

¶ Autoclaves, 

¶ integrated or hybrid steam-based treatment systems, 

¶ microwave treatment technologies, 

¶ dry-heat treatment technologies, 

¶ chemical treatment technologies, and 

¶ incinerators. 

These technologies could be supplemented by post-treatment shredders, grinders and compactors. For 

most technologies, except incinerators, validation testing is needed to ensure that a minimum level of 

disinfection can be achieved. 

Autoclaves come in a wide range of sizes and can be classified according to the method of air 

removal. Integrated steam-based treatment technologies incorporate various mechanical processes to 

improve treatment efficiency. 

Incinerators can range from small batch units to large complex treatment plants. Incinerators should 

have flue gas cleaning systems to minimize pollutant releases and meet national or international 

emission limits. Small-scale incineration is a transitional means of disposal for health-care waste. 

When investing in new technologies, priority consideration should be given to technologies that do 

not produce dioxins or furans. 

Regardless of the technology, the health-care facility should have an annual budget for periodic 

maintenance and repair. 

Healthcare facilities can work with municipal authorities and other stakeholders to gradually improve 

the disposal of waste in landfills. Among the desirable features of a landfill are: 

¶ restricted access to prevent scavenging, 

¶ daily soil cover to prevent odors, and regular compaction, 

¶ organized deposit of wastes in small work areas, 

¶ isolation of waste to prevent contamination of groundwater and surrounding areas, and 

¶ trained staff. 

 

References 
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/ƘŀǇǘŜǊ тΥ {ǘŜǊƛƭƛȊŀǘƛƻƴ 
7.1 INTRODUCTION  

Sterilization of medical devices is a cornerstone of patient safety and infection prevention in hospital 

settings. Medical devices used in patient care, such as surgical instruments, catheters, and endoscopes, 

can become vectors for harmful pathogens if not properly sterilized. Ensuring these devices are sterile 

reduces the risk of healthcare-associated infections (HAIs), protects patient health, and supports 

overall hospital hygiene standards. 

 

7.2 THE ROLE OF STERILIZATION IN IPC 

1. Prevention of Healthcare-Associated Infections (HAIs): HAIs are a significant concern in 

healthcare facilities, contributing to patient morbidity and mortality and increasing healthcare 

costs. Proper sterilization of medical devices removes bacteria, viruses, fungi, and spores that 

could otherwise enter a patientôs body during procedures, thus minimizing the risk of HAIs 

and improving patient outcomes. 

2. Protection of Vulnerable Patients: Patients undergoing invasive procedures or surgeries are 

particularly vulnerable to infections due to potential breaks in their bodyôs natural defenses. 

Sterile medical devices are crucial for protecting these patients, especially those with 

compromised immune systems, newborns, the elderly, and individuals in critical care, where 

even minor infections can have serious health consequences. 

3. Cost Reduction and Resource Optimization: HAIs can lead to prolonged hospital stays, 

increased use of antibiotics, and additional medical interventions, placing a substantial 

financial burden on healthcare facilities. By reducing infection rates through effective 

sterilization practices, hospitals can reduce costs associated with treating infections, free up 

resources, and improve efficiency in patient care delivery. 

4. Regulatory Compliance and Institutional Reputation: Adhering to sterilization protocols is 

essential for hospitals to meet health regulations and accreditation standards. Compliance 

with sterilization guidelines demonstrates a commitment to patient safety, protecting the 

hospitalôs reputation and building trust among patients and healthcare providers. 

 

7.3 LIFE CYCLE OF DECONTAMINATION  

The life cycle of decontamination illustrates the salient features of decontamination, each step being 

as important as the next ï see the next figure for details. 
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Figure 30 

 

7.4 VALIDATION OF THE STERILIZATION PROCESS BY 

STEAM 

It is vital that healthcare facilities ensure that sterilization has been properly carried out. This is done 

through the use of validation tests. 

 

7.4.1 Pre-vacuum autoclave 

¶ Calibrate the regulation and control elements 

¶ Carry out a cycle with the vacuum test. 

¶ Carry out a cycle with the Bowie-Dick test 

¶ Implement three thermometric tests in an empty chamber in order to obtain the temperature 

profile at all points of the chamber 

 

7.4.2 Displacement autoclave 

¶ Calibrate the regulation and control elements 

¶ Implement three thermometric tests in an empty chamber in order to obtain the temperature 

profile at all points of the chamber. 

 

7.4.3 Controls/test procedures and checks 
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Tests are conducted to determine if the sterility levels have been obtained, once the device has been 

sterilized. The following table gives examples of control tests. 

 

 
Table 18: Summary of control tests. PQ ï Performance Qualification protocols. Taken from the World Health Organization. 

 
Maintenance should be carried out every 6 months for limited preventive technical control of all 

critical machines and annually for extensive technical control followed by validation. 

It is not recommended that housekeeping staff be involved in cleaning medical devices unless they 

have been trained and certified and moved into the Sterilization and Supplies Department (SSD) 

staffing structure. 

Medical devices processed outside the SSD cannot be controlled and are considered unsafe unless 

these processes are under the supervision of highly-trained staff of a similar calibre to those in the 

SSD. 

 

7.5 LAYOUT OF THE SSD 

Ideally, SSDs should be divided into areas that are physically separated with a clear unidirectional 

workflow from dirty to clean. 

Basic criteria are: 

¶ Entrance and corridors (public areas) 

¶ Gowning points for staff to don PPE prior to entering work areas 

¶ Dirty area receiving of used medical devices (dirty area) 

¶ Inspection, assembly and packing [IAP] (clean) 

¶ Sterilization area (sterilizers) 



  

 

98 
 

¶ Sterile store (cooling and short-term storage) 

¶ Administration and staff rest and changing areas (essential to be away from work areas) 

¶ Storage for devices, chemicals and packaging stores (raw material and SSD products) 

A standard layout for the SSD is displayed below. 

 
Figure 31: An example of an SSD layout. Taken from the World Health Organization. 

In the dentistry area, due to constraints in physical space, the layout can be different as shown below. 

 

 
Figure 32: SSD layout inside the dentistry. Taken from World Health Organization. 
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7.6 VENTILATION IN THE SSD  

Air supplied to the SSD should be of medical quality. This means that the air will be free of bacteria, 

chemicals and large particles of dirt. 

The ISO 8573 air quality standards and ISO 12500 compressed air filter standards can help to select 

air treatment products. To achieve the recommended ISO 8573.1 Class 2 (classification for solid 

particulate removal), a 1.0 micron particulate filter is recommended. 

Mechanical or controlled ventilation is recommended for SSD areas as they are demarcated into dirty 

and clean areas and have different ventilation requirements in each of these sections. Turbulent air 

flow and the use of portable fans are not allowed in any area of the SSD because rapid, uncontrolled 

air circulation can spread contamination. Ventilation systems must be cleaned, tested and maintained 

according to the manufacturerôs instructions 

In general, it is recommended that there should be no less than a total of 20 air changes per hour when 

using controlled ventilation in the SSD. In the absence of mechanical ventilation, direct access to the 

outdoor air is found in some SSDs. In this case, a minimum of 10 to 20 air changes per hour for the 

dirty area and 12 to 20 air changes per hour for the clean area has been recommended. What is 

important is that the pressure in the washroom is negative to the Inspection, Assembly and Packaging 

room. 

The clean areas will be under positive pressure so that air flows away from clean surfaces towards the 

dirty area or the outside. 

 

7.7 WATER QUALITY FOR STERILIZATION  

Ideally, water used in the SSD should be soft, which means that the mineral and salt content is low 

and does not affect devices or processing equipment. Water can be softened by several methods:  

¶ Filtration selectively removes minerals and salts 

¶ Reverse osmosis (RO) is required to remove chlorides. 

Since the processing of water can be expensive, it is recommended that soft water be used only for the 

final rinse if that is all that is affordable. When the water is purified, special control of its quality and 

eventual contamination should be undertaken. A microbiological control of this water must be 

performed. Reservoirs of water should be cleaned every 2 months. 

Proper steam quality will prolong the life of reprocessed medical devices by reducing adverse effects 

that water impurities can have on device materials. Lime, rust, chlorine and salt can all be left as 

deposits on devices if demineralized water is not used. These compounds can lead to stress corrosion, 

pitting and discoloration of the device. Pitting, corrosion and precipitates must be avoided as their 

formation provides areas where organisms can readily accumulate and be protected from the killing 

effects of the steam process, i.e. increased risk of infection transmission due to inadequate 

sterilization. 

The following table displays the characteristics of water used for sterilization. 

Parameter Value 

Bacteria (cfu/mL) < 200 

Total organic carbon (mg/L) < 1.0 

Hardness (ppm CaCO ) < 1.0 

Resistivity (MɋĿcm) > 1.0 
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Total dissolved solids (mg/L CaCO ) < 0.4 

Chloride (mg/L) < 1.0 

Iron (mg/L) < 0.2 

Copper (mg/L) < 0.1 

Manganese (mg/L) < 0.1 

Colour and Turbidity Colorless, clear, no residues 

Table 19: Expected concentration of minerals in water used for sterilization. Taken 

from the World Health Organization. 

 

7.8 PHYSICAL PARAMETERS INSIDE THE SSD  

The relative humidity is recommended to be 40-50%. 

The expected temperature is as follows: 

¶ Decontamination area: 18-20°C 

¶ Clean areas: 18-23°C 

¶ Sterile storage: 15-25°C 

 

7.9 PERSONAL PROTECTIVE EQUIPMENT  

Staff inside the SSD should wear personal protective equipment (PPE) to protect themselves from 

getting infected. 

Examples of PPE to be worn are shown in the next table. 

 
Table 20: Indications for the use of PPE in the SSD 
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7.10 CLEANING  

Cleaning is the first and most essential step before any process of disinfection or sterilization can be 

carried out. One can clean without sterilizing, but one cannot sterilize without cleaning! 

Point-of-use preparation (i.e., rinsing or pre-washing) helps to prolong the life of surgical instruments 

as dried blood and saline can cause the decomposition of stainless steel and make surgical instruments 

much more difficult to clean. 

Contaminated items should be contained in dedicated, fully enclosed, leak-proof and puncture-proof 

containers prior to transport. Soiled instruments should be opened and kept moist  

¶ Spray with an enzymatic spray. 

¶ Cover with a moist towel with water (not saline) or foam, spray, or gel specifically intended 

for this purpose. 

¶ Do not transport in containers with water as water is a splash hazard. 

¶ Do not soak items in saline or chlorine since these can be corrosive. 

Only use appropriate detergents for instrument cleaning in the SSD. Detergents used for home 

cleaning or laundry use are not suitable for the cleaning of medical devices or instruments. 

The immersion method and brushing should be used to clean hollow medical devices. 

Chemical disinfection prior to cleaning is unnecessary, ineffective and of little value in the presence 

of organic matter.  

Mechanical cleaning equipment may be available and do provide controlled and uniformly reliable 

results if the equipment is well maintained. Equipment used for the mechanical cleaning of medical 

devices includes:  

¶ Ultrasonic cleaners 

¶ Automated washers or washer-disinfectors 

¶ Automated cart washers 

Sinnerôs cycle describes the components that are needed for proper cleaning. 
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Figure 33: Sinnerôs circle for cleaning. From https://www.delcourt.fr/blog/qu-est-ce-que-le-bionettoyage-n15 

 

7.11 INSPECTION, ASSEMBLY AND PACKAGING  

The inspection, assembly and packaging (IAP) of reused medical devices (RMDs) in the SSD is 

where medical devices are visually inspected and function-tested by trained staff. All medical devices 

should be inspected in a place designated and controlled to optimize the effect of the sterilization 

process and minimize contamination. Use a bright light with a magnifying or a magnification light. 

Devices may be packaged in any of the following sterile barrier systems (SBS): paper SBS, 

sterilization wrap or rigid reusable containers. 

Packaging materials should be stored at room temperature 18°C to 22°C and at a relative humidity of 

35% to 70%.  

Packaging materials should not be stored adjacent to external walls or other surfaces, which may be at 

a lower temperature or a higher temperature than the ambient temperature of the storeroom. 

Packaging materials should be stored on shelves 10 inch/28 cm above floor level. 

Packaging material should be rotated to ensure that it does not exceed its shelf life (ñfirst in, first 

outò). 

The use of double Paper-based sterile barrier systems (PSBS) is not recommended as a wrapping 

method as this increases the probability that the steam may not penetrate the packing material. 

Containers should be properly loaded in terms of density to avoid problems of moisture retention and 

increased drying times. After use, containers should be disassembled and cleaned by washing with 

detergent and water and dried before sterilization. 

The following is not recommended: 

¶ Metal (sterilization) drum trays with holes that can be opened and closed manually. These do 

not guarantee sterility of its contents. 
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¶ Recycled material packaging because these have lost their integrity and the bacterial barrier 

and do not allow adequate air removal or steam penetration. 

Adhesive tapes, such as sterilization indicator sealing tape, are commonly used to fasten wrappings 

and incorporate a chemical indicator. The chemical indicator is visible as diagonal stripes that darken 

or change in color during the sterilization process. Tape adhesive must be stable under the conditions 

occurring during sterilization and be permeable to the sterilizing agent. 

 

7.12 HIGH -LEVEL DISINFECTION OR STERILIZATION OF 

ENDOSCOPES 

Endoscopes require special techniques for disinfection before reuse since they are sensitive 

instruments. The following table explains the procedures that should be carried out. 

 

 
Table 21: Types of decontamination of endoscopes. Taken from World Health Organization. 

The general steps to be followed are shown in the next table. Follow the manufacturerôs instructions 

for specific details. 

  

 
Table 22: Stages of processing of flexible endoscopes 
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It is highlighted that long-term dipping of any medical equipment in disinfectants is not an appropriate 

form of sterilization or disinfection because it can corrode the equipment, partial dipping leaves 

certain areas contaminated, and some microbes can survive in disinfectants that are left open to the air 

for prolonged periods of time. 

 

7.13 TYPES OF STEAM STERILIZERS  

There are several types of steam sterilizers that utilize different methods to remove air from packages 

and the chamber, such as dynamic air removal (e.g. pre-vacuum) and steam-flush pressure-pulse 

sterilizers, or passive air removal (e.g. gravity). 

 

7.13.1 Pre-vacuum sterilizers  

Use a vacuum pump or water ejector to remove air from the chamber and packaged devices during the 

preconditioning phase and prior to sterilization. Such sterilizers operate at 132°C to 135°C. 

 

7.13.2 Steam-flush pressure-pulse  

Use a repeated sequence of a steam flush and pressure pulse to remove air from the chamber and 

packaged items. Such sterilizers operate at 121°C to 123°C, 132°C to 135°C, or 141°C to 144°C. 

 

7.13.3 Gravity sterilizers  

Gravity is used to displace the air from the sterilizer chamber and packaged devices. Such sterilizers 

operate at 121°C or higher. 

 

7.14 LOGBOOK FOR STERILIZATION  
 
For auditing and risk assessment purposes, it is important that a logbook is kept whenever a 

sterilization cycle is carried out. An example of a log is displayed below. 

 

 
Table 23 :Manual control of physical parameters 

 

7.15 CHEMICAL I NDICATORS 

Different types of indicators indicate which parts of the sterilization cycle have been completed. 

However, chemical indicators cannot definitely prove that sterility has been achieved. The next table 

explains the purposes of each type of chemical indicator. 
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Table 24: Types of chemical indicators 

 

7.16 OTHER TYPES OF STERILIZATION  

Flash sterilization methods should be avoided as the material is sterilized without packaging and the 

cycle eliminates drying. As a result, the possibility of recontamination of the material increases. 

Dry heat sterilization is inferior to steam sterilization and should be avoided if possible. The 

widespread use of tabletop sterilizers outside primary health or dental clinics is discouraged. Specific 

temperatures should be used for dry heat sterilizers. Consult the national SOPs on sterilization for 

details. 

The following two tables describe low heat sterilization processes. Such sterilization methods can be 

used to sterilize rubber tubing, catheters, polyethylene tubing, lensed instruments and hinged 

instruments. Always consult the manufacturerôs instructions before proceeding with chemical 

sterilization ï exact parameters for sterilization can vary depending on the product and equipment. 
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Table 25: Taken from ñShah SB, Bhargava AK. Recent advances in low temperature sterilization - Moving ahead from 

CidexÊ/ETO to OPA/Ozone: An update. Indian J Anaesth. 2017 Oct;61(10):855-857. doi: 10.4103/ija.IJA_281_17.ò 

 
Chemical Usual parameters for sterilization 

Ethylene oxide gas 1-6 hours processing time plus aeration time of 8-12 

hours at 50-60°C 

Hydrogen peroxide gas plasma Processing time between 45-72 minutes 
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Glutaraldehyde-based formulations (> 2%) 

Glutaraldehyde (1.12%) with 1.93% phenol/phenate 

10 h at 20ï25°C 

Hydrogen peroxide 7.5% (will corrode copper, zinc, 

and brass) 

6 h 

Peracetic acid (Ó 0.2%) 12 m at 50ï56°C 

Hydrogen peroxide (7.35%) with 0.23% peracetic acid 

Hydrogen peroxide 1% with peracetic acid 0.08% 

(Corrosive to metals) 

3ï8 h 

Table 26: Taken from ñhttps://www.cdc.gov/infection-control/hcp/disinfection-and-sterilization/methods.htmlò 

 

7.17 STERILIZATION INSIDE THE DENTAL CLINIC  

Dental procedures often involve contact with saliva, blood, and other bodily fluids, which can harbor 

harmful microorganisms, including bacteria, viruses, and fungi. Proper sterilization eliminates these 

pathogens, preventing cross-contamination.  

It helps prevent the spread of infectious diseases, such as hepatitis B, hepatitis C, HIV, and other 

bloodborne infections, among patients and healthcare workers. 

The following table provides general guidelines regarding procedures to be followed in the dental 

clinic setting with respect to disinfection and sterilization of equipment depending on the procedures 

being performed. 
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Table 27: Disinfection and sterilization in the dental clinic 

 

7.18 PRIONS 

7.18.1 Introduction 

Transmissible spongiform encephalopathies (TSEs), also known as prion diseases, are fatal 

degenerative brain diseases that occur in humans and certain animal species. They are characterized 

by microscopic vacuoles and the deposition of amyloid (prion) protein in the grey matter of the brain. 

TSEs are invariably fatal and there is no proven treatment or prophylaxis. 

Iatrogenic transmission of the CJD agent has been reported in more than 500 patients. Most have been 

linked to contaminated human growth hormone and dura mater grafts. A small number have been 

linked to corneal transplants, contaminated neurosurgical instruments and stereotactic EEG depth 

electrodes. 



  

 

109 
 

 

The most common form, sporadic Creutzfeldt-Jakob disease (CJD), has a worldwide death rate of 

about 1 case per million people each year, and typically affects people between 55 and 75 years of 

age. 

 

7.18.2 Risk during routine procedures 

Investigations like x-ray imaging procedures with TSE patients do not present a risk to healthcare 

workers, relatives, or the community. There is no reason to defer, deny, or in any way discourage the 

admission of a person with a TSE into any healthcare setting. 

Based on current knowledge, isolation of patients is not necessary; they can be nursed in the open 

ward using standard precautions. 

Contamination by body fluids (categorized as no detectable infectivity tissues) poses no greater 

hazard than for any other patient. No special precautions are required for feeding utensils, feeding 

tubes, suction tubes, bed linens, or items used in skin or bed sore care in the home environment. 

However, tissues from the brain, spinal cord and eye are highly infective. 

 

7.18.3 Protective measures during invasive procedures 

During surgery, minimize the number of personnel present, cover non-disposable equipment when not 

in use and incinerate all clothing used by staff. If lumbar punctures or bone marrow biopsies are to be 

done, wear protective clothing, minimize contact with body fluids and reduce to the maximum extent 

possible environmental contamination. Surgical instruments should be handled as per the table below. 

 
Table 28 

Those instruments used for invasive procedures on TSE patients (i.e. used on high or low infectivity 

tissues) should be securely contained in a robust, leak-proof container labelled ñBiohazardò. They 

should be transferred to the sterilization department as soon as possible. If a facility can safely 
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quarantine instruments until a diagnosis is confirmed, quarantine can be used to avoid needless 

destruction of instruments when suspect cases are later found not to have a TSE. 

 

7.18.4 Biosafety 

General protective measures in the laboratory are mentioned in the next table. 

 
Table 29 

 

7.18.5 Management of corpses 

After death, it is recommended that the deceased patient be placed in a sealed body bag prior to 

moving. Where the skull is open or there is CSF leakage, and where sutures do not completely control 

this leaking, the bag should be lined with materials to absorb any fluid, and the body should be moved 

in a sealed body bag. 

Minimize the number of personnel present during post-mortems ï use maximum protective clothing. 

Manual saws are recommended in order to avoid the creation of tissue particulates and aerosols and 

for ease of decontamination after use. If the body has undergone autopsy, care should be taken to limit 

contamination of the workplace by any leaking bodily fluids (especially from the cranium) when 

transferring the body from its transport bag to the mortuary table that has been covered with an 

impermeable sheet. The body should be placed on an impermeable sheet or body pouch so that suture 

site leakage can be contained, and perfusion drain sites should be similarly arranged to avoid surface 

contamination. All drainage fluids should be collected into a stainless steel container. Perfusion and 

autopsy incision sites should be closed with cyanoacrylates (super glue). The entire body should be 
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wiped down with bleach, and special care taken to ensure contact of bleach with perfusion sites and 

closed autopsy incisions. 

Embalming an autopsied or traumatized body is not encouraged. During funeral, contact with the 

body is possible if autopsy has not been performed and there is no trauma to the body. 

 

7.18.6 Decontamination of instruments and surfaces 

Destruction of heat-resistant surgical instruments that come in contact with high-infectivity tissues is 

the safest method. However, it may not be practical or cost effective. In that case, healthcare providers 

should follow sterilization methods for tools used on suspected or confirmed CJD patients. 

Instruments should not be allowed to air-dry during the surgical procedure. They should instead be 

kept moist by immersing them in water or disinfectant solution. 

Most disinfectants in use in healthcare facilities are ineffective against prions. Close attention should 

be given to the procedures utilized in the decontamination of surfaces and equipment that have come 

into contact with prion-infected tissues. 

Incineration 

1. Use for all disposable instruments, materials, and wastes. 

2. Preferred method for all instruments exposed to high infectivity tissues. 

 

Autoclave/chemical methods for heat-resistant instruments 

1. Immerse in sodium hydroxide (NaOH; 1N = 40g in 1L water; freshly prepared) and heat in a 

gravity displacement autoclave at 121°C for 30 min; clean; rinse in water and subject to 

routine sterilization. 

2. Immerse in NaOH or sodium hypochlorite (20,000 ppm å 5%) for 1 hr; transfer instruments 
to water; heat in a gravity displacement autoclave at 121°C for 1 hr; clean and subject to 

routine sterilization. 

3. Immerse in NaOH or sodium hypochlorite for 1 hr.; remove and rinse in water, then transfer 

to open pan and heat in a gravity displacement (121°C) or porous load (134°C) autoclave for 

1 hr.; clean and subject to routine sterilization. 

4. Immerse in NaOH and boil for 10 min at atmospheric pressure; clean, rinse in water and 

subject to routine sterilization. 

5. Immerse in sodium hypochlorite (preferred) or NaOH (alternative) at ambient temperature for 

1 hr; clean; rinse in water and subject to routine sterilization. 

6. Autoclave at 134°C for 18 minutes. 

Chemical methods for surfaces and heat sensitive instruments 

1. Flood with 2N NaOH or undiluted sodium hypochlorite; let stand for 1 hr.; mop up and rinse 

with water. 

Caution: This method may not get rid of all prions. 
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/ƘŀǇǘŜǊ уΥ Lt/ ƛƴ ǘƘŜ hǇŜǊŀǘƛƻƴ ¢ƘŜŀǘŜǊ 
8.1 INTRODUCTION  

Infection control in operating theaters is a critical component of surgical care. Surgical site infections 

(SSIs) are the most common hospital-acquired infections in under-developed countries and can result 

in significant patient morbidity and mortality. The majority of these infections occur during the 

surgical procedure when the wound is open, allowing microorganisms from both the patient's 

endogenous flora and the exogenous environment (operating staff, instruments, and air) to enter the 

sterile field. 

 

8.2 OPERATING ROOM ENVIRONMENT AND DESIGN  

The operating room environment plays a significant role in infection prevention: 

¶ Ventilation Systems: Maintaining a positive pressure airflow in the operating theater 

prevents external contaminants from entering. 

¶ Room Layout and Hygiene: The operating room should be free of clutter, and all surfaces in 

direct contact with the surgical team or patient must be cleaned and disinfected after each 

surgery. High-touch surfaces, such as door handles and anesthesia machines, require extra 

attention. 

¶ Sterilization of Instruments: All surgical instruments and equipment must be sterilized and 

properly handled to prevent contamination. Instruments should be opened and exposed only at 

the time of use. 

 

8.3 ASEPTIC PROTOCOLS 

Hand hygiene for surgical team members is of crucial importance. 

1. Nails should be kept short, and all jewelries, artificial nails or nail polish should be 

removed before surgical hand preparation. 

2. Hands should be washed, and debris should be removed from underneath fingernails using 

a nail cleaner, preferably under running water. 

3. Sinks should be designed to reduce the risk of splashes. 

4. Surgical hand antisepsis should be performed using either a suitable antimicrobial soap or 

alcohol-based hand rub before donning sterile gloves. 

5. A preoperative surgical hand scrub should be done for at least 5 minutes using an 

appropriate antiseptic scrub. Hands and forearms should be cleaned up to the elbows. 

6. After performing the surgical hand scrub, hands should be kept up and away from the 

body (elbows in flexed position) so that water runs from the tips of the fingers toward the 

elbows and not vice versa. 

 

8.4 SURGICAL ATTIRE  
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Microorganisms are constantly shed from the hair, skin and clothes of people. Microorganisms are 

also expelled through respiratory secretions while breathing, talking, and laughing. 

ñScrubsò refers to the sanitary clothing worn by the operating theater (OT) staff, usually comprising a 

short-sleeve, V-neck shirt and loose-fitting, drawstring pants. The design of scrubs minimizes places 

where contaminants can hide, and they are easy to launder. They should be changed after a likely 

contamination and should always be cleaned in a healthcare laundering facility. 

PPE to be worn during surgery include gloves, gowns, caps, mask and footwear. Eye protection, 

waterproof aprons may be utilized for some surgeries. They protect the patient from risk of infection 

from the hair, skin, clothes and respiratory secretions of the surgical team. The surgical attire also 

protects the surgical team from the risk of exposure to blood and tissues of the patient during 

operation.  

Healthcare workers (HCW) who have donned OT attire should not walk outside the OT with these 

clothes. They should doff properly before exiting the OT or else wear a gown or a lab coat on their 

scrubs. 

The following table summarizes the attire to be worn in the OT. 

Zone PPE 

Protective / transitional / zones 4 or 5 Scrub, cap and crocks 

For staff visiting the OT for short periods of time, they can 

wear a sterile gown or coverall over their clothes 

Clean / semi-restricted / zone 3 Scrub, cap and crocks 

Aseptic / ósterile zoneô / restricted / zone 2 Scrub, cap, crocks and surgical mask 

Staff who will move within 1 meter of the ósterile coreô have to 

wear sterile gowns also 

Ultra-clean / ósterile coreô / zone 1 Scrub, cap, crocks, surgical mask, sterile gloves and sterile 

gowns 

Face shields, goggles and beard covers can be worn based on 

risk assessment 

Dirty / disposal  Scrub, cap and crocks 

Table 30 

 

8.5 THE STERILE FIELD  

It is important to maintain a sterile field to prevent contamination of surgical incision. A sterile field is 

the area prepared around the surgical procedure site and where the sterile instruments and other items 

needed during the operation are placed. 

It is created by placing sterile towels or sterile drapes on the prepared procedure site on the patient 

and includes a stand nearby. 

Only sterile objects and persons in surgical attire (scrubbed team) are allowed within this field. Areas 

above the chest and below the waist of the scrubbed team are considered non-sterile. Items outside 

and below the draped area are considered non-sterile. The field is considered non-sterile if a non-

sterile object or non-scrubbed person comes within the sterile field. 

Maintenance of the sterile field: 

1. Place only sterile items within the sterile field. 
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2. Open, transfer and dispense items without contaminating them. 

3. The outer cover of sterile items is considered unsterile and should not be placed within the 

sterile field. 

4. The scrubbed team should not touch non-sterile objects. 

5. Non-sterile items or personnel should not enter the sterile field. 

6. Never touch a sterile item with bare hands. 

7. If a sterile barrier has been made wet, is cut or torn, it is considered non-sterile. 

8. If there is a doubt whether the sterile field has been breached, consider it non-sterile. 

Unnecessary movement of personnel should be minimized to reduce the risk of airborne 

contamination. 

 

8.6 CLEANING AND DISINFECTION  

A clean operating environment is essential to prevent surgical site infections. The OT is cleaned and 

disinfected to prevent microbial contamination. Exogenous sources of infection in the OT are people, 

anesthesia equipment, surfaces such as furniture, dust and some instruments. 

There should be no dust in the OT; dust settling on the sterile field can carry microorganisms 

particularly in operations of long duration. Dust may be acquired from the outside environment due to 

defective filtration of air. Lint-containing textiles can be a source of dust as also floor mops. Dust 

particles can be reduced by good laundry practices to reduce the formation of lint and using wet 

vacuum on the floor. 

Cleaning should be carried out in between procedures, at the end and start of the day and whenever 

there are spills or soiling. 

See chapter 5 for details on cleaning procedures. 

 

8.7 INFRASTRUCTURE OF OTS 

8.7.1 Location 

To ensure a clean and uncontaminated environment, the OT should be located away from patient care 

areas and patient traffic. 

 

8.7.2 Components of the OT 

The OT is a multifunctional area. For instance, there are areas for administrative functions, sluicing 

and waste disposal. The OT areas are distributed into zones depending upon the level of sterility and 

cleanliness required. 

 

8.7.3 Zones 

The features of the different zones in order of their cleanliness are: 

1. The normal, unrestricted or outer zone has a similar level of cleanliness as other patient care 

areas in the hospital. It is the zone where patients are received, and administrative functions 
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are carried out. Toilets are located in this zone. 

2. The protective or transitional zone is the restricted zone where entry is regulated. It is the 

transitional area between the outer zone and the clean area. Persons entering this zone have to 

change to protective clothing and footwear to prevent contamination of the surroundings. 

a. PPE to be worn are scrubs, caps and OT shoes. 

b. Overshoes are discouraged due to the risk of contaminating the hands while wearing 

them, because they are easily torn and because they easily fall off while walking. 

c. Visiting staff who are not wearing scrubs should wear coveralls or gowns. 

d. Some international guidelines (but not all) make masking mandatory in this area; 

however, it has been noticed that compliance with the wearing of masks is poor in 

this area of the OT in Mauritius.  

e. OT scrubs should not be worn outside the hospital. 

f. Staff who move out of the OT with their scrubs should wear a lab coat or a clean 

gown on their scrubs. 

g. OT shoes should be dedicated only to the OT and cleaned daily and when soiled.  

3. The clean area is where the pre-op, post-op and anesthesia rooms are located. PPE to be worn 

is as in the transitional zone. 

4. The aseptic zone includes the areas where the operation team and patients are doing surgery. 

The areas for packaging and sterilizing surgical instruments are also included in this zone. 

The different areas in this zone are physically separated from each other. 

a. PPE that needs to be worn are scrubs, caps, masks and OT shoes. 

5. The ultra-clean zone is the area where the patientôs tissues are exposed during surgery. 

a. PPE worn in this zone are caps, masks, OT shoes, sterile gowns and sterile gloves. 

b. Some international organizations make the wearing of beard covers and face shields / 

goggles mandatory in this zone. 

6. The disposal or dirty zone is an area where dirty equipment is rinsed or kept prior to sending 

to the sterilization department. There should be no movement of staff or equipment from this 

zone to cleaner zones of the OT. This zone is connected by a separate corridor (also called 

ñdirty corridorò) leading out of the OT. Modern OTs no longer have a dirty zone since all 

dirty equipment is sent directly to the sterilization department right after rinsing.  

 

8.8 INTERNATIONAL PROTOCOLS FOR OT OPERATION  

European guidelines propose following certain protocols in the OT to reduce the risk of surgical site 

infections:  

1. All patient, staff and visitor hand and body contact surfaces must be cleaned between each 

patient. 

2. Clean and disinfect any areas contaminated by blood and body fluids. 

3. Clean and disinfect clinical care equipment, including anesthetic machines, after each patient, 

and before the next patient arrives in the operating room. 

4. Keep the operating room tidy and devoid of clutter in accordance with local housekeeping 

practice. 
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5. Allow clean beds with fresh, clean linen to be brought into operating theatre complex directly 

from clinical areas. 

6. Place contagious patients to recover in a designated section of the recovery area. 

7. Encourage patients to shower/bathe before surgery for personal hygiene reasons. 

8. Instruct patients not to shave their surgical area in the days before surgery. Include this in any 

written patient information that is supplied to patients/carers in advance of surgery. 

9. Disinfect the skin area with either chlorhexidine-alcohol or povidone iodine ï wait for the 

appropriate contact time and for the solution to dry before incising. The contact time can vary 

depending on whether the skin is moist or dry and depending on the amount of hair present.  

10. For all surgical/operative procedures, lay up the instruments and prosthetic materials as close 

as possible to when they are needed. 

11. Minimize non-essential staff movement and hence door openings during surgical procedures 

to minimize bacterial air counts. 

12. Do not allow scrubbed staff to wear jewellery below the elbow. 

13. Do not allow scrubbed and unscrubbed staff to wear artificial or polished nails in the 

operating theatre. 

14. Ensure that all staff working in the operating room wear a head covering and a face mask in 

accordance with local policies. 

15. Change or cover operating theatre attire (e.g. with a single-use disposable gown) and change 

footwear if leaving the operating theatre complex with the intention of returning. 

 

8.9 OT PARAMETERS 

Expected parameters that should be maintained in an operating theater are displayed in the table 

below. 

Positive pressure +15±5 Pa 

Air changes per hour Ó 20 (up to 30) of which > 20% from outside air (old 

criteria was Ó 15) 

Humidity  40-60% 

Noise < 35 dB 

Temperature 18-26 °C 

HEPA filtration  Minimum Efficiency Reporting Value (MERV) 16 

(used to be MERV 14) 

Table 31: Values are as per ASHRAE, ISO and / or European standards. 

OTs have a maximum allowable concentration of particles in the air ï this is illustrated in the table 

below. Routine microbiological swabbing of OT surfaces is no longer internationally recommended in 

several countries for many years (except during specific circumstances e.g., whenever outbreaks 

occur). Monitoring of particle count at regular intervals has replaced this practice ï see the table 

below for details. 
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 Maximum concentration of particles / m3 allowable in air 

ISO classification Ó 0.1 Õm Ó 0.2 Õm Ó 0.3 Õm Ó 0.5 Õm Ó 1.0 Õm Ó 5.0 Õm 

Class ISO 5 100,000 23,700 10,200 3,520 832 29 

Class ISO 6 1,000,000 237,000 102,000 35,200 8,320 293 

Class ISO 7 Not 

specified 

Not 

specified 

Not 

specified 

352,000 83,200 2,930 

Class ISO 8 Not 

specified 

Not 

specified 

Not 

specified 

3,520,000 832,000 29,300 

Table 32: Particle concentration allowed in the OT as per ISO standards. Most OTs should meet ISO class 7. Transplant 

surgeries, orthopedic implants, and surgeries on burns patients should be done in OTs meeting ISO class 5. 

Whenever viable counts are done, the following standard may be consulted. 

 
ISO standard SI standard US standard Expected CFU/m3 of air Expected CFU/plate for 

surfaces 

5 M3.5 100 < 3 (USA) or < 10* (Japan 

and UK) 

< 3 (include floor and 

gloves); < 5 for clothing 

7 M5.5 10,000 < 20 (USA) or < 100 

(Japan) 

< 5 for environment; < 10 

for gloves; < 20 for clothing 

8 M6.5 100,000 < 100 (USA) or < 200 

(Japan) 

 

Table 33: CFU: Colony forming unit. * < 35 CFU/m3 if the theater is occupied and there is laminar flow or else < 180 

CFU/m3 if the theater is occupied without laminar flow. See: ñIPC Team, NHS, Lothian. Microbiological Air Sampling in 

Conventional Operating Theatres Standard Operating Procedure. 2017ò, ñVijitha Alva, K. and Thomas S. Kuruvilla. 2020. 

Evaluation of Microbial Contamination using various Air Sampling Techniques in Operation Theatres. 

Int.J.Curr.Microbiol.App.Sci. 9(01): 37-45. doi: https://doi.org/10.20546/ijcmas.2020.901.005ò and 

http://ftp.uspbpep.com/v29240/usp29nf24s0_c1116.html. 
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/ƘŀǇǘŜǊ фΥ Lt/ ƛƴ ǘƘŜ !Řǳƭǘ ŀƴŘ tŜŘƛŀǘǊƛŎ 
LƴǘŜƴǎƛǾŜ /ŀǊŜ ¦ƴƛǘǎ 

9.1 INTRODUCTION  

Patients in critical care settings are more susceptible to nosocomial infections. Overall, compared with 

the general hospital population, patients in ICUs have more chronic comorbid illnesses and more 

severe acute physiologic derangements. The widespread use of indwelling catheters and devices 

among ICU patients provides a portal of entry of organisms into vital body organs and sites. The use 

and maintenance of these catheters necessitate frequent contact with health care personnel, 

predisposing patients to colonization and infection with nosocomial pathogens. In addition, equipment 

associated with the proper maintenance of these devices might serve as reservoirs for pathogens and 

be related to horizontal patient-to-patient transmission of pathogens. 

The increasing prevalence of MDROs continues to pose a significant challenge. Comprehensive 

infection control measures, including antimicrobial stewardship and screening, are necessary but can 

be difficult to implement consistently. 

Intensive care units (ICUs) house patients that are particularly vulnerable and at five to ten times 

higher risk of acquiring HAI. With the patientsô immune system compromised due to the use of 

various invasive devices such as peripheral and central lines, urinary catheters and mechanical 

ventilators, they are particularly prone to device-related infections. Intrinsic factors such as 

immunosuppression and comorbidities compound their vulnerabilities. Patients in the ICU are also 

exposed to broad-spectrum antibiotics and are susceptible to multidrug-resistant organisms such as 

Acinetobacter spp. and Pseudomonas spp. 

 

9.2 GENERAL PRINCIPLES  

The goal of IPC in the ICU is to prevent patients from acquiring infections and thus reduce morbidity 

and mortality. 

The space in between beds should be adequate for easy access and should be preferably more than 2 

meters in order to reduce cross-contamination. Isolation cubicles should be readily available for 

patients that meet specific criteria for transmission-based precautions e.g., those infected or colonized 

with MDRO. 

Studies have not been able to demonstrate a significant reduction in the incidence of HAI with the use 

of specific ICU footwear. Hence, their use is generally discouraged. 

Due to the high prevalence of MDRO in the ICUs of Mauritius, special attention must be given to 

antimicrobial stewardship, to the proper isolation of patients colonized or infected with these 

organisms, to the cleaning techniques in use (especially of devices like ventilators) and to the correct 

use of transmission-based precautions. Whenever additional precautions are used, signages must be in 

place to communicate to in-coming staff the type of PPE that should be worn. 

It is preferable not to place patient charts close to patients in ICUs since these can be contaminated 

with multi-drug resistant organisms and can act as fomites. 

 

9.3 SPECIFIC IPC STRATEGIES 

9.3.1 Hand hygiene 
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The most cost-effective measure to prevent infections is hand hygiene. Alcohol-based hand rubs are 

more efficient than soap and water, except for visibly soiled hands or C. difficile infections where 

soap and water are recommended. 

Improving compliance with hand hygiene remains a challenge, with methods including direct 

observation, product usage monitoring, and electronic systems for real-time feedback. 

 

9.3.2 Isolation precautions 

Contact precautions are essential for managing MDROs, with strategies including wearing gowns and 

gloves. Controversies exist over universal screening for MDROs ï some international centers screen 

all patients admitted to their ICUs for certain organisms like MRSA or VRE. While no such 

recommendations currently exist in Mauritius, screening will start to be implemented in the country 

gradually ï follow national SOPs for further guidance. 

 

9.3.3 Environmental cleaning 

Regular cleaning of high-touch surfaces in patient environments is crucial. Monitoring and feedback 

systems for housekeepers have been shown to improve cleaning performance. Technologies like UV 

light and hydrogen peroxide vapor are emerging to enhance environmental disinfection but their 

utility is limited in the absence of proper cleaning. 

 

9.3.4 Antimicrobial bathing 

Chlorhexidine-based bathing has been adopted to reduce the colonization of MDROs and prevent 

bloodstream infections. 

 

9.3.5 New materials 

Advances like the use of antimicrobial surfaces (e.g., copper or silver-coated materials) in ICU rooms 

have been shown to reduce pathogen load. 

 

9.3.6 Tracking systems 

Video monitoring and sophisticated electronic systems for tracking compliance with hand hygiene 

and isolation protocols are being explored but raise concerns about privacy and cost. 

 

9.3.7 Checklists 

The use of checklists in the presence of team leadership and multidisciplinary rounds have been found 

to improve adherence to infection control measures. 

 

9.3.8 Glycemic and nutritional control  

Proper glycemic control has been shown to reduce the risk of infection in critically ill patients, 

particularly in those with diabetes. Early enteral feeding is preferred over parenteral nutrition as it 

reduces the risk of hospital-acquired infections. Patients with a low albumin or pre-albumin are 

known to have an increased risk of acquiring infections ï early referral to dieticians can help with 

disease prevention. 
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9.3.9 Bundles of care 

A bundle of care in IPC refers to a structured set of evidence-based practices aimed at improving 

patient outcomes by preventing HAIs. These bundles consist of 3 to 5 interventions that, when applied 

together consistently, have been proven to reduce the incidence of infections and improve the overall 

quality of care in settings like ICUs. The key principle behind a care bundle is that all the elements 

must be performed together to achieve the best results. 

 

9.3.10 Surveillance 
Regular surveillance of ICU patients, especially those at risk of MDRO colonization, plays a pivotal 

role in early detection and containment of infections. 

 

9.3.11 Attire  

While there is some data to show that lab coats and street clothes can be contaminated with microbes, 

there is no data to suggest that these microbes can be transmitted to patients and can cause infections. 

Therefore, any of the differing local policies can be followed with respect to the wearing of attire in 

the adult and pediatric ICUs. 

In the public healthcare facilities of Mauritius, staff are expected to wear lab coats or hospital scrubs. 

Of note, the routine wearing of overshoes is discouraged due to increasing data regarding its 

inefficacy and its detrimental effects; the Ministry of Health and Wellness of Mauritius has reviewed 

the literature on this topic and a report has been disseminated regarding the futility of overshoes in 

most instances. In addition, crocs are not mandatory inside adult or pediatric ICUs. However, it is 

noted that overshoes and closed shoes are still needed to protect oneself from splashes ï a risk 

assessment has to be undertaken by healthcare personnel. 

Emphasis should be placed on using alcohol handrub prior to entering the ICU and after leaving the 

ICU. The ñBare Below Elbowò principle can be followed as in the NICU. While this principle is 

controversial regarding its efficacy above and beyond the usual hand washing or hand rub, it can still 

help to remind all staff to take all necessary precautions to disinfect their hands before engaging in 

clinical activities. 
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/ƘŀǇǘŜǊ млΥ Lt/ ƛƴ aŀǘŜǊƴŀƭ ¦ƴƛǘǎ 
10.1 INTRODUCTION 

Bacterial infections around the time of childbirth are among the leading causes of maternal mortality 

worldwide and account for about one-tenth of the global burden of maternal death. Apart from death, 

women who experience peripartum infections are prone to severe morbidity and long-term disabilities 

such as chronic pelvic pain, fallopian tube blockage, and secondary infertility. Maternal infections 

before or during childbirth are associated with an estimated 1 million newborn deaths annually. 

Several factors have been associated with increased risk of maternal peripartum infections, including 

pre-existing maternal conditions (e.g., malnutrition, diabetes, obesity, severe anaemia, bacterial 

vaginosis) and spontaneous or provider-initiated conditions during labour and childbirth (e.g., 

prolonged rupture of membranes, multiple vaginal examinations, manual removal of the placenta, 

caesarean section). Strategies to reduce maternal peripartum infections and their complications have 

been largely directed at preventive measures where such risk factors exist. 

 

10.2 WHO RECOMMENDATIONS  

WHO recommendations prioritize evidence-based interventions for prevention and treatment of 

genital tract infections during labour, childbirth, and the puerperium. Globally, the most common 

intervention for preventing morbidity and mortality related to maternal peripartum infection is the use 

of antibiotics for prophylaxis and treatment. However, antibiotic misuse for obstetric conditions or 

procedures that are thought to carry risk of infection is common in clinical practice. Such 

inappropriate use of antibiotics among women giving birth has implications for global efforts to 

contain the emergence of antibiotic-resistant bacteria. 

The following diagram summarizes WHO recommendations to reduce maternal infections. 
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Figure 34: Taken from ñWHO Recommendations for Prevention and Treatment of Maternal Peripartum Infections. Sep 

2015ò. Follow the national antibiotic guidelines regarding treatment of endometritis ï first line treatment is 

amoxicillin/clavulanate in Mauritius while clindamycin with gentamicin can be used as 2nd line or in patients allergic to 

penicillin.  

 

10.3 PREVENTION OF MATERNAL AND NEONATAL 

INFECTIONS DURING VAGINAL DELIVERY  

Vaginal deliveries do not require sterile conditions in the OT but cleanliness is of utmost importance. 

Particular attention should be given to having clean hands, clean perineal area and clean umbilicus. 

Factors that increase the risk of infection during vaginal delivery include: 

1. Prolonged rupture of membranes (>24 hours); 

2. Trauma to the birth canal: lacerations of the vagina or perineum or urethral tear; 

3. Retained placenta, necessitating manual removal of placenta or placental fragments; 

4. Episiotomy; 

5. Mid-forceps delivery; and 

6. Multiple vaginal examinations. 
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Following these rules can reduce the risk of infection: 

1. Sterile gloves should be used for digital vaginal examination. 

2. Wash the perineal area with soap and clean water. 

3. Use downward and backward motion while cleaning so that fecal organisms are not 

introduced into the vagina. 

4. The anal area should be cleaned last and the wash towel discarded.  

5. Perineal / pubic hair should not be shaved; hair clipper should be used if required. Routine 

shaving is not recommended by WHO as shaving has been shown to increase the risk of 

infection after delivery. 

6. Always practice hand hygiene before and after delivery. Wash with antiseptic soap and water 

up to the elbows, adhering to the seven steps of hand hygiene. 

7. Use appropriate PPE during delivery: 

a. Sterile gloves should provide protection up to the elbow; normal length gloves can be 

augmented by sterile surgical sleeves that come up to the elbow.  

b. Sterile water-resistant gown or rubber / plastic apron can be used. 

c. The use of a mask (with eye shield if splashing is likely to occur) should be 

promoted. 

8. Instruments used during delivery should be sterile or high-level disinfected. 

9. The baby should be received in a clean towel. 

 

10.4 PREVENTION OF INFECTION DURING CAESAREAN 

SECTION 

Caesarean section should be performed using all the precautions and procedures as for surgical 

procedures. 

Procedures to prevent infection in patients undergoing caesarean section include: 

1. The abdomen should not be shaved prior to surgery. If required, hair clippers should be used 

instead. 

2. The surgeon and assistant should wear a face shield or mask and goggles, a plastic or rubber 

apron over the scrub-suit since splashing with blood and blood-tinged amniotic fluid is 

expected. 

3. If there has been prolonged rupture of membranes or the caesarean section is non-elective, 

then a single shot of an appropriate antibiotic is given as prophylaxis. 

4. The HCW receiving the infant should do hand hygiene and wear gloves. 

5. The baby should be placed in a clean towel. 

 

10.5 POSTPARTUM CARE OF THE MOTHER  

Gloves should be worn when handling perineal pads, touching vaginal discharge or touching the 

episiotomy. 



  

 

125 
 

If the mother is breastfeeding, she should be taught how to care for her breasts and nipples. 

If an indwelling urinary catheter is inserted, precautions to prevent urinary infection should be 

followed. Remove the catheter as soon as possible. 

 

10.6 RATIONALE FOR EVIDENCE -BASED 

RECOMMENDATIONS  

Heads of departments and IPC teams should ensure that evidence-based recommendations are 

followed rigorously to avoid cross-contamination. 

The following table gives the rationale for WHOôs IPC recommendations. 

Prevention of Maternal Peripartum Infections 

WHO Recommendation 2015 Rationale and Implementation Guidance 

I. Prevention of Peripartum Infections 

Recommendation 1: Routine perineal/pubic 

shaving prior to giving vaginal birth is not 

recommended. 

¶ No evidence to support a clinical benefit of routine perineal or pubic 
shaving before childbirth. The decision regarding perineal/pubic shaving should 

be left to the woman and not to her health care provider. 

Recommendation 2: Digital vaginal 

examination at intervals of four hours is 

recommended for routine assessment of 

active first stage of labour in low-risk women. 

¶ Multiple vaginal examinations are recognized contributors to infectious 

morbidities, especially in the presence of other risk factors for infection (e.g., 

prolonged rupture of membranes and long duration of labour). 

Recommendation 3: Routine vaginal 

cleansing with chlorhexidine during labour 

for the purpose of preventing infectious 

morbidities is not recommended. 

¶ No evidence supports a clinical benefit to routine vaginal cleansing 
with chlorhexidine during labour. 

¶ Women are likely to prefer minimal interference with the labour process, and 
some women may find the procedure invasive and discomforting. Health care 

providers and policymakers are likely to place a high value on saving health 

care costs. 

Recommendation 4: Routine vaginal 

cleansing with chlorhexidine during labour 

in women with group B Streptococcus 

(GBS) colonization is not recommended for 

prevention of early neonatal GBS infection. 

¶ No evidence supports routine vaginal cleansing with chlorhexidine during 

labour for preventing early onset GBS-related disease in preterm and term 
neonates. Routine vaginal cleansing with chlorhexidine appears to increase 

vaginal irritation. 

Recommendation 5: Intrapartum antibiotic 

administration to women with group B 

Streptococcus (GBS) colonization is 

recommended for prevention of early 

neonatal GBS infection. 

¶ This recommendation is based on clinical benefits for neonates (in reducing risk 
of early neonatal onset GBS infection) as there is insufficient evidence for the 

effect on maternal infectious morbidities. 

¶ Intrapartum antibiotic (ampicillin or penicillin G) should be administered to 
all women with documented GBS colonization. 

¶ In light of the challenges of implementing GBS screening for all pregnant 

women, particularly in low-resource settings, policymakers should develop local 
policy and guidance on screening for GBS colonization based on local 

prevalence of GBS colonization and burden of early neonatal GBS infection. 

Recommendation 6: Routine antibiotic 

prophylaxis during the second or third 

trimester for all women with the aim of 

reducing infectious morbidity is not 

recommended. 

¶ In light of the available evidence, potential benefits related to use of antibiotics 
during pregnancy to prevent infectious morbidities do not appear to 

outweigh potential harm, particularly for women without a high-risk 

pregnancy. 
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Recommendation 7: Routine antibiotic 

administration is not recommended for 

women in preterm labour with intact 

amniotic membranes. 

¶ Potential harm, including neonatal deaths and cerebral palsy, in association with 

the use of routine antibiotic prophylaxis outweigh the clinical benefits of 

antibiotics in terms of reducing maternal infectious morbidity. 

Recommendation 8: Antibiotic 

administration is recommended for women 

with preterm prelabour rupture of 

membranes. 

¶ To avoid inadvertent antibiotic administration to women with intact amniotic 
membranes, antibiotics should only be administered when a definite diagnosis 

of preterm premature rupture of membranes (PPROM) has been made. 

Recommendation 9: Routine antibiotic 

administration is not recommended for 

women with prelabour rupture of 

membranes at (or near) term. 

¶ ñRoutineò use implies administration of antibiotics in the absence of clinical 

signs of infection or any additional risk factors for infection. ñNear termò in this 

context refers to 36 weeks gestation and above. 

Recommendation 10: Routine antibiotic 

administration is not recommended for 

women with meconium-stained amniotic 

fluid. 

¶ Evidence is insufficient to support prophylactic antibiotics for women with 
meconium- stained amniotic fluid during labour in the absence of other 
indications. 

¶ Antibiotics should be administered when characteristics of the liquor 
suggest infection. 

¶ Personnel experienced in neonatal resuscitation should attend delivery of infants 
in whom thick meconium liquor is noted, as risk of meconium aspiration is 
higher. 

Recommendation 11: Routine antibiotic 

prophylaxis is recommended for women 

undergoing manual removal of the placenta. 

¶ Materials should be updated to promote good hygiene and aseptic technique to 

help reduce maternal peripartum infection associated with manual removal of 

the placenta. 

Recommendation 12: Routine antibiotic 

prophylaxis is not recommended for women 

undergoing operative vaginal birth. 

¶ Evidence suggests that antibiotic prophylaxis does not reduce the risk of 
maternal infections after operative vaginal birth. 

Recommendation 13: Routine antibiotic 

prophylaxis is recommended for women 

with a third- or fourth-degree perineal tear. 

¶ Available evidence is insufficient to determine clinical benefits of routine 

administration of prophylactic antibiotics in women with third- or fourth-

degree perineal tear postpartum. However, indirect evidence of a benefit 
exists for prophylactic antibiotics from potentially contaminated wounds 

(considering the bacterial flora in the rectum) in surgical practice, and it would 

be reasonable to use antibiotics to reduce the risk of infection. 

Recommendation 14: Routine antibiotic 

prophylaxis is not recommended for 

women with episiotomy. 

¶ There is a lack of evidence to determine the benefit or harm of routine 

administration of antibiotics to women who receive an episiotomy for 

vaginal birth. 

¶ Carefully performed episiotomies generally have a low rate of infection in 
settings where infection control measures are well-observed. 

Recommendation 15: Routine antibiotic 

prophylaxis is not recommended for 

women with uncomplicated vaginal birth. 

¶ ñUncomplicated vaginal birthò in this context connotes vaginal birth in the 
absence of any specific risk factor for or clinical signs of maternal peripartum 
infection. 

Recommendation 16: Vaginal cleansing with 

povidone-iodine immediately before 

caesarean section is recommended. 

¶ Vaginal preparation with povidone-iodine solution immediately prior to 
caesarean birth may reduce postoperative endometritis, particularly in women 

with ruptured membranes or those already in labour. 

Recommendation 17: The choice of an 

antiseptic agent and its method of application 

for skin preparation prior to caesarean section 

should be based primarily on the clinicianôs 

experience with that particular antiseptic agent 

and method of application, its cost, and local 

¶ Skin preparation is a vital part of the overall care that must be given to 
women undergoing surgery to prevent surgical site infections before 

caesarean section. However, there is no strong evidence to recommend the 

use of one specific antiseptic agent over another. 

¶ Key steps include the exclusion of maternal allergy to the skin preparation 
agent prior to surgery, as well as standard preoperative skin preparation 
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availability. technique that is appropriate for the intended skin incision. 

Recommendation 18: Routine antibiotic 

prophylaxis is recommended for women 

undergoing elective or emergency caesarean 

section. 

¶ High-quality evidence demonstrates the clinical benefits of prophylactic antibiotics 
administered prior to/or during caesarean section, with the greatest benefit 

incurred when antibiotics are administered prior to incision. 

Recommendation 18.1: For caesarean 

section, prophylactic antibiotics should be 

given prior to skin incision, rather than 

intraoperatively after umbilical cord 

clamping. 

¶ Maximal benefit can be expected when prophylactic antibiotics are 
administered between 30ï60 minutes before skin incision. 

¶ Evidence also supports the effectiveness of prophylactic antibiotics after umbilical 
cord clamping for the prevention of post-caesarean infectious morbidities. 

Therefore, antibiotics are still beneficial when used outside the suggested 

timeframe (i.e., 15ï60 minutes before incision) and should be applied when the 
available time to administer a prophylactic antibiotic might be limited (e.g., 

emergency caesarean section). 

Recommendation 18.2: For antibiotic 

prophylaxis for caesarean section, a single 

dose of first-generation cephalosporin or 

penicillin should be used in preference to 

other classes of antibiotics. 

¶ No evidence demonstrates that any class of antibiotic is better than the other for 

prophylaxis in women undergoing caesarean section. However, first-generation 

cephalosporins and penicillin have an advantage over other classes of antibiotics 

in terms of cost and wide availability in all settings. 

¶ Due to the high risk of necrotizing enterocolitis among preterm babies, the use 
of ñco-amoxiclavò for antibiotic prophylaxis should be avoided not only for 

caesarean delivery of preterm infants, but it might also be safer to avoid its use for 

caesarean delivery of term babies. 

Table 34: Interventions for Prevention and Treatment of Maternal Peripartum Infections: Rationale and Implementation 

Guidance 

 

10.7 MONITORING AND EVALUATION  

The monitoring team should use indicators to assess adherence. Examples of indicators that are 

proposed for use by WHO are given in the next table. 

Suggested Indicators  

 
 

 
Measures and indicators that  can be 
adapted at regional and  country levels 
to assess adherence to the guideline 
recommendations 

¶ Proportion of women undergoing caesarean section who receive antibiotic prophylaxis, 
calculated as the number of women who receive antibiotic prophylaxis for caesarean 
section divided by the total number of women undergoing caesarean section.  

¶ Proportion of women with PPROM who receive antibiotic prophylaxis, calculated as the 
number of women with PPROM who receive antibiotic prophylaxis divided by the total 
number of women with PPROM. 

¶ Incidence of surgical wound infection  among women undergoing caesarean section, 
calculated as the number of women with surgical wound infection after caesarean 
section divided by the total number of women undergoing caesarean section.  

Table 35: Measures to Monitor Adherence with Guidelines to Reduce Infection-related Morbidity 
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/ƘŀǇǘŜǊ ммΥ Lt/ ƛƴ IŜƳƻŘƛŀƭȅǎƛǎ ¦ƴƛǘǎ 
11.1 INTRODUCTION 

Infection is the most common cause of hospitalization and the second most common cause of 

mortality among hemodialysis (HD) patients, after cardiovascular disease. HD patients are exposed to 

different types of infection, which include bloodstream infections and localized infections at the 

vascular access sites, blood-borne infections (e.g., HBV, HCV and HIV) and airborne infections such 

as tuberculosis. Patients with chronic kidney disease are at increased risk of dying if they catch 

infections like SARS-CoV-2 and dialysis units must ensure that all precautions are taken to ensure 

that the transmission of microbes is minimized. 

 

11.2 BASIC MEASURES TO REDUCE RISK OF INFECTION 

IN HEMODIALYSIS  PATIENTS 

In the hemodialysis setting, contact transmission plays a major role in the transmission of blood-borne 

pathogens. Transmission occurs via hands of HCWs, contaminated with infected blood directly or 

indirectly from contaminated surfaces and equipment. 

Standard precautions are to be used routinely on all patients and include the use of gloves, disposable 

plastic aprons or gowns and masks (whenever needed) to prevent contact of HCWs with blood, 

secretions, excretions or contaminated items. 

Respiratory etiquette should be observed routinely. Patients identified with an airborne illness should 

be masked immediately and separated from other patients in a single room which is preferably under 

negative pressure. 

Details of standard and transmission-based precautions are given in Chapter 4. Patients and staff 

should be vaccinated against preventable illnesses. 

The patient and nurse must wear a mask when a catheter is connected or disconnected from the blood 

lines during dialysis. To avoid exposure to splashes, nurses are advised to wear goggles or face 

shields when conducting certain procedures. Refer to the national SOP on Central Venous Catheters 

for more details. 

 

11.3 IPC FOR PATIENTS WITH BLOOD -BORNE 

INFECTIONS  

Besides standard precautions, the following points should be kept in mind. 

1. HBsAg positive patients should undergo dialysis in a separate room using separate machines, 

equipment, instruments and supplies. 

2. Staff caring for Hepatitis B Virus (HBV) positive patients should be HBV immune. 

3. Care of patients with Hepatitis C Virus and HIV requires strict adherence to environmental 

IPC practices including equipment disinfection. 

 

11.4 DIALYSIS WATER  
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The HD patient is exposed to more than 100 liters of water during each session of dialysis. Therefore, 

water must be purified and filtered. Contaminants must be removed by deionization and reverse 

osmosis. 

Bacterial culture and endotoxin assay on dialysate and reverse osmosis water should be performed at 

least monthly and during outbreaks using standard quantitative methods. 

 

11.5 DETAILED IPC MEASURES FROM I NTERNATIONAL 

ORGANIZATIONS  

Australian guidelines recommend that: 

1. All patients be screened for hepatitis B virus and hepatitis C virus prior to commencement of 

dialysis or when transferring from another dialysis facility. The serological screening panel 

should include serology for hepatitis B (HBsAg, anti-HBc, anti-HBs), and hepatitis C (anti-

HCV) together with baseline liver function tests. 

2. Patients who are hepatitis B vaccinated with anti-HBs Ó10 mIU/mL can have anti-HBs titres 

rechecked annually. If their titre fall below this level, they can get a booster dose of the HBV 

vaccine ï check national protocols on immunization for details. 

3. Patients with anti-HBs titres <10 mIU/mL (e.g., who are vaccine non-responders) need to 

have their HBsAg checked every 6 months to see if they become infected. 

4. Patients who are seronegative for hepatitis C should have anti-HCV rechecked every 6 

months. 

5. All patients negative for hepatitis B receiving in-centre haemodialysis are rescreened for 

hepatitis B (HBsAg, anti-HBc and anti-HBs) if there has been a notification of a 

seroconversion of hepatitis B (HBsAg negative to positive) within the dialysis population. All 

patients who are non-immune should have repeated screening every 2 weeks for 3 months. 

6. All patients associated with a dialysis centre undergo rescreening for hepatitis C (anti-HCV, 

HCV RNA) if there has been a seroconversion of hepatitis C (anti-HCV negative to positive) 

within the dialysis population, thence repeat screening every 2 weeks for 3 months. 

7. Hepatitis B non-immune haemodialysis patients should receive a course of hepatitis B 

vaccination. 

8. HBsAg positive patients should be dialyzed in isolation or in an area separate to where 

patients who are HBsAg negative receive dialysis. 

9. HBsAg positive patients should use a dedicated dialysis machine, and single-use dialysers. 

When dialysers are to be reused, they should be decontaminated and disinfected. 

10. Reusable items should be disinfected between patient use. 

11. Medications and supplies should not be moved between patients. Multi-dose medications 

should be prepared in a central designated area, and then dispensed to individual patients. No 

drugs or materials from the dialysis station should be returned to the preparation area. 

12. If fluid is evident on the machine side of the filter then the machine should be taken out of 

service, the internal filter changed and the internal housing disinfected. 

13. After cannulation the table and dialysis screen are cleaned immediately, and the dialysis bay 

is cleaned after each haemodialysis session. 

14. Sterile gloves, apron/gown, face masks and goggles or face shield should be worn when 

inserting or manipulating central venous dialysis catheters using aseptic technique. See the 
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national SOP on Central Venous Catheters for details. 

15. Patients with occult HBV* (most commonly recognized by serologically undetectable 

HBsAg but positive for anti-HBc) should be routinely monitored for evidence of HBV 

reactivation using six monthly assessments of aminotransferases (ALT/AST), and six 

monthly assessments of anti-HBs titres and HBsAg. 

16. As an additional precaution, patients who do not consent to blood-borne virus surveillance 

should be dialysed in a separate area. 

17. Hepatitis A vaccination is recommended in non-immune patients with chronic hepatitis B and 

hepatitis C. 

18. Decolonization of MRSA should be considered for colonized chronic haemodialysis patients 

who have had MRSA related infections or who have central venous haemodialysis catheters 

as dialysis access. 

19. Staff working with dialysis patients should have HBV vaccination. 

20. Staff who are non-immune to hepatitis B, including vaccine non-responders, should not be 

assigned to the care of patients who are HBsAg positive. 

 

11.6 LOCAL PRACTICES TO REDUCE INFECTIONS 

ACQUIRED DURING DIALYSIS  

Mauritian guidelines also recommend that: 

1. All dialysis patients should be screened for HIV prior to starting dialysis. 

2. Dialysis patients who are HCV and / or HIV positive should preferably be dialyzed on a 

dedicated dialysis machine in an isolation area. 

3. Patients with chronic hepatitis C who have undergone hepatitis C treatment and achieved a 

test of cure (sustained virological response) should be managed the same as non-HCV 

infected patients in the dialysis setting. However, if their risk factors to acquire HCV persist, 

they can be retested via HCV PCR every 6 months. 

4. All patients who have active infections with an MDRO should be isolated during their 

dialysis sessions in order to protect other patients. 

a. Following infections with MRSA, decolonization should be undertaken followed by 

taking swabs of the nose and axilla / wound / groin to test for persistent colonization.  

b. Following infections with VRE or carbapenem resistant Enterobacteriaceae, rectal 

swabs should be taken after treatment. 

c. Patients should remain isolated as long as their screening tests remain positive. 

d. If positive, screening tests should be repeated every 4 weeks till negative. 
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/ƘŀǇǘŜǊ мнΥ Lt/ ƛƴ 5ŜƴǘƛǎǘǊȅ 
12.1 INTRODUCTION 

Infection prevention and control (IPC) in dentistry is crucial for several reasons: 

1. High risk of exposure: Dental procedures involve close contact with patients' oral cavities, 
which contain blood, saliva, and other bodily fluids. These can harbor pathogens such as 

bacteria, viruses, and fungi. Without proper IPC measures, dental professionals and patients 

are at risk of transmitting infections. 

2. Cross-contamination prevention: Tools and instruments used in dental procedures can become 

contaminated if not properly sterilized. Reusing contaminated equipment without adequate 

cleaning and sterilization can lead to the spread of infections, including serious diseases like 

hepatitis B, hepatitis C, HIV, and other bloodborne pathogens. 

3. Airborne transmission: Dental procedures often involve the use of ultrasonic scalers, high-

speed handpieces, and air-water syringes, which can create aerosols. These aerosols may 

contain infectious agents that can be inhaled by both the patient and dental staff, leading to 

respiratory infections or other airborne diseases, such as tuberculosis or COVID-19. 

4. Antimicrobial resistance (AMR): Infections caused by antibiotic-resistant bacteria are a 

growing concern. Poor IPC practices in dental clinics could contribute to the spread of 

resistant bacteria, both in healthcare settings and the community. By following stringent 

infection control measures, dental professionals help prevent the spread of AMR. 

5. Patient safety and confidence: Adherence to IPC protocols reassures patients that they are 
receiving care in a safe environment, reducing their anxiety about contracting infections 

during treatment. It also helps to build trust between dental professionals and their patients. 

6. Regulatory and ethical responsibilities: Dental professionals are bound by ethical obligations 
and regulatory requirements to protect patients from harm, including preventing infections. 

Following proper IPC measures ensures compliance with health and safety standards and 

helps avoid legal and professional repercussions. 

 

12.2 STANDARD PRECAUTIONS 

Dentists are the most exposed professionals to respiratory diseases, e.g. COVID-19. As usual, 

standard precautions continue to apply. Special attention should be given to the following aspects: 

¶ Gloves should be worn when exposed to patient fluids.  

¶ Masks must be worn in the patient treatment area and when the dentist is manipulating the 

prostheses in the laboratory.  

¶ The use of disposable plastic face shields should be used when splashes are expected. 

¶ Sharps disposal protocol should be followed, with particular emphasis on the use of a 

haemostat when handling blades.  

¶ Outer barrier garments for aerosol protection, e.g. apron or gown, are worn at all times when 

treating a patient and always changed between patients. 

¶ Needlestick injuries can be particularly prominent ï all precautions must be taken to avoid 

these and the dentists should be appropriately vaccinated e.g., against HBV.  
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12.3 RECOMMENDATIONS OF US CDC  

The following list of posters display key recommendations from the CDC for dental healthcare 

practitioners (DHCP).  

 
Poster 1 

 
Poster 2 

 
Poster 3 












































































































































































































































































































































































































































































