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La profession d’hygiéniste dentaire s’est établie sur
une solide base de partenariat. Dans le modèle

actuel de pratique, les hygiénistes dentaires appor-
tent une contribution précieuse en tant que membres
d’une équipe, collaborant avec les dentistes, les 
assistantes dentaires ou d’autres personnes pour le
bien de la clientèle. Elles travaillent aussi étroite-
ment avec leurs clients, s’efforçant de développer des

relations basées sur la confiance, de mettre au point et de fournir
des soins personnalisés, réalistes et appropriés à chaque personne.
Des modifications récentes à la loi offrent maintenant aux
hygiénistes dentaires du Canada l’occasion d’aller au-delà du
cadre traditionnel de prestation des soins et leur ouvre la porte à de
nouveaux types de partenariat et de collaboration.

Dans mon dernier message, je vous ai vivement invitées à
traduire vos visions d’avenir en réalités de 2008. Voici un autre
défi. Cette année, un de mes buts les plus importants à titre de
présidente consiste à inculquer en chacune de vous l’importance de
travailler en collaboration pour réaliser votre rêve, c’est-à-dire :
intégrer l’hygiène dentaire dans les soins de santé. Plus de
700 hygiénistes dentaires du monde entier se sont réunies en juil-
let 2007, lors du Symposium international de l’hygiène dentaire,
pour explorer cette vision d’avenir; elles y ont partagé leurs
recherches et leurs expériences et discuté de nouvelles stratégies sur
le rôle nouveau que pourraient jouer les hygiénistes dentaires en
tant que partenaires dans un service intégré de soins de santé.

Ce nouveau droit d’« agir de notre propre initiative », ou 
d’exercer la profession d’hygiéniste dentaire en « autonomie »
dans d’autres cadres de pratique, affirme néanmoins que nous ne
sommes jamais vraiment « autonomes » dans la prestation des
soins aux autres. Il faudra toujours consulter l’histoire médicale,
examiner les possibilités d’interaction entre les médicaments,
répondre aux questions sur la santé buccale et recourir à la consul-
tation, le tout dans le cadre de partenariats et de consultations
avec les dentistes, les médecins, les pharmaciens et autres profes-
sionnels. Pour beaucoup de clients des établissements de soins de
santé, veiller à la santé buccale va au-delà des soins cliniques et
réguliers d’hygiène dentaire. Les aides-soignants, le personnel
infirmier, les pathologistes spécialistes du langage, les
inhalothérapeutes et le personnel administratif, pour n’en nommer
que quelques-uns, peuvent aussi être des partenaires dans nos
efforts d’amélioration de la santé buccale de notre clientèle.

Ma longue expérience de travail de proximité, l’écoute des
besoins des autres et la mise de mon savoir-faire à la disposition
des autres ont suscité quantité d’occasions de collaboration, de
partenariat, d’éducation et d’apprentissage. En travaillant avec les
collègues, nous avons pu sensibiliser les gens à la santé buccale de
façon beaucoup plus efficace que si nous avions été seules. Ce
genre d’association nous a permis d’établir beaucoup de parte-
nariats nouveaux et de multiplier les opportunités. Et surtout, j’ai
pu y observer un changement positif pour la santé buccale de ma
clientèle. Le moment est venu d’aller de l’avant vers les autres et
de changer les choses!

L’ACHD accueille vos commentaires : president@cdha.ca

Intégrer l’hygiène dentaire
dans les soins de santé
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PRESIDENT’S MESSAGE DE LA PRÉSIDENTE

Integrating dental
hygiene into health care

The profession of dental hygiene is built
on a strong foundation of partnerships.

Within the current model of private prac-
tice, dental hygienists contribute as valuable
team members, working collaboratively
with dentists, dental assistants, and others
for the good of the practice’s clients. Dental
hygienists also work closely with their
clients, striving to build trusting relationships and to
develop and deliver individualized care that is realistic
and appropriate for each individual. Recent legislative
changes are now offering dental hygienists in Canada the
opportunity to reach out beyond traditional practice set-
tings to care for others, and with these opportunities to
practice come new possibilities for partnerships and col-
laboration.

In my last message, I challenged you to translate your
visions into meaningful realities for 2008. Here is yet
another challenge. This year, one of my most important
goals as president is to foster in each of you the value of
working collaboratively to achieve the vision, dental
hygiene integrated health care. Over 700 dental hygienists
from around the world came together at the
International Symposium of Dental Hygiene in July 2007
to explore this vision; they shared research, experiences
and discussed new strategies on the emerging role dental
hygienists can play as partners in integrated health care.

Along with the newfound right to “self-initiate” or to
practise dental hygiene “independently” in alternative
practice environments comes the affirmation that we are
never truly “independent” in our care of others. Medical
history consultations will continue to be necessary,
potential drug interactions investigated, oral health ques-
tions answered, and referrals made, all through
established partnerships and collaboration with dentists,
physicians, pharmacists, and others. For many of the
clients in care facilities, achieving oral health is not just
about receiving regular clinical dental hygiene care.
Health care aides, nurses, speech language pathologists,
respiratory technologists, and administrators, to name
but a few, are all potential partners in improving the oral
health for your clients.

My experience in long term care of reaching out, 
listening to what others want, and offering my expertise
has led to tremendous opportunities to collaborate, part-
ner, educate and learn from many others. In working
with colleagues, we’ve been able to raise awareness on
oral health much more effectively than on our own, and
have established many new partnerships and opportuni-
ties through this association. Most importantly, I see a
positive change in the oral health of my clients. The tim-
ing is right - reach out and make a difference!

The CDHA welcomes your feedback: president@cdha.ca

Carol-Ann Yakiwchuk,
RDH, DIPDH

mailto:president@cdha.ca
mailto:president@cdha.ca
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Drucker7 advocated his belief that organi-
zations would not survive without
entrepreneurship and innovation. He posited
that post war management textbooks were
focused on organizational existence, a mini-
mal standard, and that management theory
took time to enter an era of innovation and
stimulated growth. Drucker is credited with
recognizing the importance of innovation,
technology, formalized human relations
management, the effect of the environment,
and positioning the organization as a social
agency.8 Drucker’s work became a fulcrum for

leveraging new thought models with respect to manage-
ment theory and business models.8

In keeping with Drucker’s more humanistic approach to
management theory, spirituality is another dimension of
recent leadership research. Spirituality theory contains ele-
ments that are in the body of knowledge supporting
transformational leadership. Fairholm9 described spiritual
leadership as the linking of a person’s inner world of moral
contemplation with the external world of vocational and
social relationships. Vaill (as cited in Klenke10) saw spiritu-
ality as a necessary characteristic for visionary leadership.
According to Chappell11 an organization with soul treats
individuals with respect and encourages ideas and innova-
tions. Although Covey12 did not use the word soul or
beliefs, he did discuss principles. Covey’s principle centred
leadership involved pathfinding or articulating a vision,
aligning the followers to the vision, and empowering
them by providing an environment conducive to innova-
tion and achieving the vision. 

Integrating innovative principles
Throughout history there have been numerous examples
of good inventions or practices that have not been viewed
by society as innovations because they have not been
widely adopted.13 “An innovation is an idea, practice, or
object that is perceived as new by an individual or other
unit of adoption.”2 Denning and Dunham14 noted that
there is a 1 in 25 chance of an innovation succeeding. The
speed of adoption and degree of acceptance by societies
may change over time.13 It is upon this premise that
Rogers2 developed his diffusion of innovation (DOI) theory.
“Diffusion is the process through which an innovation,
defined as an idea perceived as new, spreads via certain
communication channels over time among members of a
particular social system.”15 This process may be planned or
it may spontaneously occur.2

The DOI framework has been described as “one of the
most robust and powerful models”16 of diffusion of inno-
vation, and was first applied to farmers in 1962.17 While
being true to a stable foundation,18 the theory has evolved
as it has been applied to sectors from international devel-
opment to public health and business practices19 resulting

With the many changes in dental hygiene
legislation during the past two years we

are beginning to see changes in the business
models in which dental hygiene care is deliv-
ered. These changes are prompting a thorough
look at the profile of the profession, the educa-
tional agenda, and the research agenda for the
profession. Many dental hygienists are discov-
ering new paths and new frustrations. To
quote a member email received when writing
this editorial, “It sucks to be a pioneer.”
Perhaps something to ponder during these frustrating and
yet exciting times when leadership being called for from
within, is the concept of creative tension.

This editorial provides an overview of selected
approaches to creative tension between existing manage-
ment philosophies and the emergence of new business
models. Innovations in and of themselves are not of use
unless they are adopted on a larger scale. In dental hygiene
the recognition of dental hygienists as primary providers
by insurance companies and the public could be consid-
ered such a potential innovation. The model of diffusion
of innovation2 is described here as a theoretical perspec-
tive on integrating innovative principles.

The concept of creative emergence or innovation
emerges from three elements: obtaining value from new
ideas, establishing a safe place for inventive thought and
large scale social change.3 In the past decade, Rickards and
Moger4 noted that nine themes have recurred in the study
of creativity and innovation management. Central to
these themes are the factors of leadership, learning, knowl-
edge, empowerment, change and problem solving in
chaotic environments, and structural aids or barriers to
innovation. The connecting thread within these themes
appears to be the role of leaders in creating nurturing envi-
ronments for people where new business models can
emerge.5

Tension is often perceived as anxiety, a negative factor
and not one inclined to stimulate innovative positive
thought and action. Csikszentmihalyi6 noted that the
state that people try to avoid most is anxiety. He suggested
that if the lacuna between the challenges and skills is large
enough, people will respond with worry or apathy, thereby
moving further from the state of flow, or optimal perform-
ance, reinforcing a state of anxiety. The disparity in the
number of adults who never experience flow and those
who experience it on a frequent basis, as found in Gallup
polls in the USA and Europe, suggests fear and anxiety cre-
ated in the workplace inhibits workers’ abilities to find
meaning in their work and bring joy and innovation to
their organizations.6

Approaches to creative tension between existing management
philosophies and the emergence of new business models
Leadership is action, not position.
Donald H. McGannon1
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Susan Ziebarth, 
BSC, MHA, CHE

EDITORIAL

The CDHA welcomes your feedback: info@cdha.ca
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in the most recent edition of Rogers’s work in 2003.20 The
common theme within these different sectors of the econ-
omy is that in all cases a change to the organization and
operations of a social system has occurred.2

The evolution of the theory has seen it emerge from a
linear communication strategy to an interactive commu-
nication process through which all stakeholders
contribute to the creation of the new understandings relat-
ing to the innovation.19 The scale of change that has been
implemented with the framework has ranged from indi-
vidual adoption of behaviour change to nation wide and
international acceptance.19 The framework is built upon
many assumptions including societal and individual
behavioural characteristics.17

Rogers2 suggests that there are five characteristics that
influence the rate of adoption of innovation. Relative
advantage is whether or not the individual or society sees
the innovation as more preferable than what pre-existed
it. Compatibility is if the innovation aligns with the value
system and beliefs of the recipient of the innovation.
Complexity refers to the degree of difficulty in understand-
ing and using the innovation. Trialability describes the
ability of the recipient of the innovation to try the concept
or product temporarily. Observability describes the extent
to which an innovation is able to be seen by others in the
society. Considering these characteristics, led to the study
of interrelated factors in innovation adoption.

There are four interrelated factors at work in the DOI
framework: “1. an innovation, 2. communication chan-
nels, 3. social systems, and 4. time.”15 Rogers’s model2
describes five stages in the innovation-decision process. The
first is knowledge whereby the person or society is first
exposed to something new (the innovation) and begins to
understand its function or purpose. The second is persua-
sion when the person or society forms an attitude about
the innovation. Next a decision occurs when the person or
society adopts or rejects the innovation. Implementation
takes place when the innovation is first used and confirma-
tion is completed when the person or society accepts or
rejects the results of the implementation. Sometimes the
execution of the framework process is stewarded by a
change agent. 

To address the concept of time of adoption, Rogers2

identified five adopter categories to characterize adopter
behaviour. The pattern of the adopter categories follows a
bell curve. Innovators are the first adopters who are less
cautious and more adventurous than their peers. Early
adopters are next in the continuum followed by the early
majority who together represent half of the society. The late
majority, representing 34 per cent of the society, adopts the
innovation when they have had an opportunity to see the
change and consequences. Laggards are the most dubious
with respect to accepting new processes and technologies
and represent the remaining 16 per cent of society.2

Operational thriving in a new paradigm 
Businesses are challenged to operate and thrive in a para-
digm that does not match the current models of
management. Basadur21 articulated a generally held belief
in the literature that an organization must be adaptable to
sustain long term viability. Comfort can defeat an individ-

ual’s ability to remain influential in working within his or
her organization by failing to disturb people or systems
that need to be disturbed. Avoiding conflict can stifle
innovation by preventing people from challenging the
processes entrenched in an organization.22 If the leaders
are unprepared to acknowledge and promote good ideas
and communication, even if conflict is involved, they will
lose influence to create innovative environments.22

Nurturing leadership that is cognizant of human foibles
and the various methods and tempos of innovation adop-
tion is noted as important in the literature on creativity
and the diffusion of innovation. Leaders must be open to
change and innovation in order for new business models
to emerge, or they will be blind to potential advances in
thought and behaviour. As a dental hygienist leader and
potential mentor, I encourage you to consider your role as
a leader being “one of action not position.”1

Where will your leadership abilities take you? Join us at
the “Leadership Invitational – Navigating the
Imagination” in Banff, 26-28 May, 2008. 
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Infection control measures are designed to reduce the risk
of transmission of blood borne and other pathogens from

dental hygienists to clients, clients to dental hygienists,
and client to client. Adherence to guidelines for infection
control are the most effective way for dental hygienists to
protect themselves and their clients, and to provide safe
and ethical care to the public.

To achieve quality infection control, the Canadian
Dental Hygienists Association (CDHA) recommends that
dental hygienists follow the Guidelines for Infection Control
in Dental Health-Care Settings 2003 issued by Centers for
Disease Control and Prevention (CDC) in the USA, or
more stringent guidelines imposed in an employment set-
ting. In addition to CDC’s guidelines, it is suggested that
dental hygienists follow more stringent guidelines identi-
fied in recent literature and in other guidelines for
infection control, such as CDC’s Guidelines for the manage-

ment of occupational exposure to Human Immunodeficiency
virus (HIV): 2005.

Dental hygienists must also follow the standards or
guidelines developed by their regulatory bodies in order to
maintain their registration, and ability to practice. Dental
hygienists should ensure their infection control practices
are current, by monitoring changes to infection control
practices in the literature, engaging in continuing profes-
sional development, reading newly published research,
and applying evidence based measures. Since guidelines
for infection control do not describe all dental hygiene set-
tings or all situations that occur in practice, clinical
judgment regarding the most appropriate protection for a
specific procedure should be based upon the dental
hygienists knowledge of the principles of infection con-
trol.

L’ASSOCIATION CANADIENNE DES HYGIÉNISTES DENTAIRES

Le guide de prévention des infections dans la pratique de
l’hygiène dentaire de l’ACHD 

Décembre 2007

Les mesures de prévention des infections ont pour objet
de réduire le risque de transmission des agents

pathogènes d’origine sanguine ou autre de l’hygiéniste
dentaire aux clients, des clients à l’hygiéniste dentaire et
d’un client à l’autre. Le respect des directives sur la préven-
tion des infections représente pour les hygiénistes
dentaires la façon la plus efficace de protéger leur santé et
celle de leurs clientèles ainsi que d’offrir à la population
des soins sécuritaires et éthiques.

Pour assurer la qualité des mesures de prévention des
infections, l’Association canadienne des hygiénistes 
dentaires (ACHD) recommande de suivre les directives de
prévention des infections dans les établissements de soins
dentaires (Guidelines for Infection Control in Dental Health-
Care Settings 2003) publié par le Centers for Disease
Control and Prevention (CDC), des États-Unis, ou des
lignes directrices encore plus contraignantes imposées par 
l’employeur. Outre le guide américain, l’ACHD invite les
hygiénistes dentaires à suivre des guides plus contraig-
nants qu’on trouve dans la documentation récente pour la
prévention des infections, tel celui du CDC sur la préven-

tion du virus de l’immunodéficience humaine (VIH), à
savoir : CDC’s Guidelines for the management of occupational
exposure to Human Immunodeficiency virus (HIV): 2005.

Pour préserver leur droit d’exercer, les hygiénistes 
dentaires doivent de plus respecter les normes ou lignes
directrices émises par les organismes de réglementation.
Les hygiénistes dentaires doivent en outre s’assurer que
leurs pratiques de prévention des infections sont à jour en
suivant de près les modifications dont fait état la docu-
mentation, en s’engageant dans un processus de
perfectionnement professionnel, en se tenant au fait des
nouvelles recherches et en appliquant des mesures fondées
sur la recherche. Puisque les directives de prévention des
infections ne décrivent ni tous les milieux de pratique
d’hygiène dentaire ni toutes les situations qui pourraient
survenir dans la pratique, le jugement clinique quant aux
mesures de protection les plus appropriées pour une procé-
dure en particulier doit se fonder sur les connaissances de
l’hygiéniste dentaire des principes de prévention des infec-
tions.

EVIDENCE FOR PRACTICE
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BACKGROUND

In the broader health system, infection control has
become a significant issue for government, health

professionals and the public, given national public health
issues, such as severe acute respiratory syndrome (SARS),
pandemic influenza and global problems with multi
resistant bacteria, such as Methicillin-resistant
Staphylococcus aureus (MRSA). The media reflects public
concerns with recent information regarding patient
infections, poor hand hygiene, and improper sterilization
of equipment in hospitals.1,2 Infection control in dental
hygiene practices has also grown to a level of considerable
importance, and given the pace of population ageing,
dental hygienists are considering how their infection
control practices will affect a client population with
potentially increased susceptibility to infection.

In the 1980s, Universal Precautions were designed to
protect against bloodborne pathogens such as hepatitis B
virus (HBV), human immunodeficiency virus (HIV), and
hepatitis C virus (HCV). In 1996, the Centers for Disease
Control (CDC) published “Standard Precautions” which
expanded upon Universal Precautions by covering more
bodily fluids and sites, including blood, body fluids, secre-
tions, excretions (except sweat), non-intact skin and
mucous membranes. The new Standard Precautions 
incorporated body substance isolation (BSI) practices.3
Standard Precautions are meant to be used with all clients,
regardless of age, gender, diagnosis, or whether they are
under isolation for a specific disease. Dental hygiene
clients may appear clinically healthy according to a physi-
cal examination and medical history. Therefore, Standard
Precautions should be applied to all clients, regardless of
their infection status.

Within the context of this paper, guidelines for infec-
tion control are defined as systematically developed
statements to assist dental hygienists make decisions

ABSTRACT
The paper on infection control is divided into two parts. Part I, in this issue, compares several infection control practice guideline docu-

ments from the Centers for Disease Control, the Canadian Dental Association, the Canadian Forces Dental Services, the United States Air Force,
and several relevant documents from the Organization for Safety and Asepsis Procedures.

Part II entitled, “Current Issues in Infection Control” in volume 42.3, discusses four current issues including compliance with infection con-
trol practices, HIV, HBV and HCV, dental unit water lines, and aerosols. Part II provides recommendations for dental hygienists, educational
institutions, several dental hygiene organizations, the National Dental Hygiene Certification Board, the Commission on Dental Accreditation
Canada, and researchers.

RÉSUMÉ
L’article sur la prévention des infections comprend deux volets. Le premier compare plusieurs guides pratiques de prévention des infections,

ceux de Centers for Disease Control, (centres américains de prévention des maladies), de l’Association dentaire canadienne, des Services den-
taires des Forces canadiennes et de la force aérienne des États-Unis, ainsi que plusieurs documents pertinents de l’Organization for Safety and
Asepsis Procedures (organisation pour la sécurité et les procédures d’asepsie).

Le deuxième volet qui traite des problèmes courants dans la prévention des infections, se penche sur quatre problèmes actuels, notam-
ment: l’observance des pratiques de prévention, le VIH, le VHB et le VHC, les conduites d’eau des unités dentaires et les aérosols. Le deuxième
volet formule des recommandations destinées aux hygiénistes dentaires, aux établissements de formation, à plusieurs organismes d’hygiène
dentaire, au Bureau national de la certification en hygiène dentaire, à la Commission d’agrément dentaire du Canada et aux chercheurs.

about appropriate health care for specific clinical circum-
stances. Dental hygiene clients can also use guidelines for
infection control to obtain a better understanding of how
dental hygienists incorporate infection control into their
dental hygiene care. They are meant to be used by dental
hygienists in a daily routine, as an integral part of the 
clinical decision-making process and as part of a quality
assurance process. Guidelines for infection control provide
a baseline for infection control procedures and provide
protocols to minimize the risk of injury or disease for den-
tal hygiene clients, and dental hygienists. The guidelines
do not attempt to provide procedures for every situation,
or every dental hygiene setting. Clinical judgment regard-
ing the most appropriate protection for a specific
procedure should be based upon the dental hygienists
knowledge of the principles of infection control. In some
instances, dental hygienists may set their own more strin-
gent guidelines, or their workplace may set guidelines that
are more stringent. For example, some larger health 
facilities may require head and shoe covers during all 
procedures that may generate spray or spatter of blood or
Other Potentially Infectious Material (OPIM), and other
facilities may require daily spore sterilizer testing. 

The legislative regulation of infection control falls with-
in the mandate of provincial or territorial dental hygiene
regulatory bodies. These regulatory bodies may adopt or
modify existing guidelines and use them in the context of
complaints, discipline, quality assurance processes and
informal resolution agreements. Therefore, dental hygien-
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ists must follow the standards or guidelines developed by
their regulatory bodies in order to maintain their registra-
tion and ability to practice.

All of the self-regulating dental hygiene colleges
include some varying degree of reference to infection con-
trol in their dental hygiene standards documents.4,5,6

British Columbia refers to guidelines published by the
CDC, Alberta refers to the guidelines from CDC, Canadian
Dental Association and Health Canada and Ontario refers
to scientifically accepted infection control procedures.

This paper has two main purposes. First, to gather com-
prehensive background information on infection control
that is pertinent to the Canadian Dental Hygienists
Association (CDHA), its members, oral health practition-
ers, educators, researchers, policy-makers and the public.
Second, the paper examines the infection control litera-
ture in order to explain issues in some detail and to permit
the CDHA to base its guideline statement on in depth
analyses.

METHODOLOGY
The methodological approach in this paper is a compre-
hensive review and comparison of the major features of
several guidelines for infection control for oral health
practitioners in Canada and the USA. The author also
reviews and analyzes current scientific literature on a
selected list of topics on infection control for dental
hygiene practice, including compliance with infection
control practices to prevent transmission of Human
immunodeficiency virus (HIV), Hepatitis C virus (HCV),
Hepatitis B virus (HBV), aerosols, and Dental Unit Water
Lines (DUWL). Topics were chosen for their recent nation-
al or global significance, and/or for the large number of
studies conducted on some of the topics. 

The literature search was limited to English language
studies in MedLine, Cochrane controlled trials register, the
CINAHL Database and Google Scholar, from 2003 to 2007.
Additional articles were identified from reference lists of
published studies. The search also included “grey” litera-
ture (information not reported in the published scientific
literature), and web sites known to contain information
on this topic. Topic experts were consulted at several
development stages, and input on the draft paper was
obtained from CDHA members and other dental hygiene
organizations.

A REVIEW AND COMPARSION OF INFECTION CONTROL
GUIDELINE DOCUMENTS
The highlights of several guidelines for infection control
for oral health practitioners in Canada and the USA are
listed in Table 1. The table highlights major features of the
original documents that should be consulted for details.
The documents reviewed are:

• Centers for Disease Control (CDC) in the USA:
Guidelines for Infection Control in Dental Health-Care
Settings-2003.7 (No comparable Canadian govern-
ment document exists specifically for dental health
care settings).

• Canadian Dental Association (CDA): Infection
Prevention and Control in the Dental Office: An opportu-
nity to improve safety and compliance, 2006.8

• Canadian Forces Dental Services (CFDS): Infection
Control Guidelines, 2006.9

• United States Air Force (USAF): Guidelines for Infection
Control in Dentistry, 2004.10

• Organization for Safety and Asepsis Procedures
(OSAP), A Global Dental Safety Organization: OSAP
Position Paper: Percutaneous Injury Prevention, 2002.11

Dental Unit Waterlines: OSAP Recommendations to
Clinicians.12 Issue Focus: Anthrax and Dental
Practice.13 and Issue Focus: Severe Acute Respiratory
Syndrome: SARS and the Dental Office.14

The American Dental Hygienists Association (ADHA)
has not developed an infection control document; howev-
er, their web site recommends that dental hygienists
consult with CDC’s guidelines. The Public Health Agency
of Canada (PHAC) does not have an infection control doc-
ument that pertains specifically to dental or dental
hygiene practice settings; however, the organization is in
the process of developing occupational health guidelines. 

A comparison of these guidelines is found in Appendix
A. The infection control document of the CDC, the most
comprehensive document available on this issue, is com-
pared with the four other guideline documents. The
comparative information is classified as supplemental,
more rigorous, and less rigorous. The supplemental catego-
ry represents information that was not included in the
CDC document. The two “rigorous” classifications repre-
sent recommendations that were either more or less
rigorous in comparison to the CDC document. Appendix
A also includes a brief background and purpose of the
guidelines.

The comparison shows that three infection control 
documents of the CDA, the CFDS and the USAF contain
guidelines that are supplemental, more rigorous and less
rigorous than the infection control document of the CDC.
The documents of OSAP provide only supplemental infor-
mation. The areas in which the three documents are more
rigorous than the infection control document of CDC 
primarily pertain to immunization programs, personal
protective clothing, and sterilization and disinfection of
patient-care items, and DUWL. For instance, the following
issue is found in the more rigorous category: the CDA and
the USAF call for preprocedural mouth rinse in order to
reduce aerosol production. However, the CDC indicates
that the use of preprocedural mouth rinse is an unresolved
issue, since there is a need for more research to confirm its
efficacy. A second example is the CDA’s call for oral health
professionals to include medical history questions regard-
ing dura mater transplantation, and familial history of
Creutzfeldt-Jakob Disease (CJD) and variant Creutzfeldt-
Jakob Disease (vCJD). Dental instruments and devices
touching pulpal tissue (e.g. endodontic broaches and files,
access opening burs) of these clients should be discarded
in sharps containers after each client use. CJD is thought
to be caused by infection with a prion, which is not 
inactivated by the standard sterilization methods used in
oral health care settings. In contrast, CDC reports this is an
unresolved issue and therefore makes no recommenda-
tions.

The areas where the documents were less rigorous than
CDC’s guidelines pertain mostly to sterilization and disin-
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fection of patient care items. For example, the USAF rec-
ommends cleaning digital sensors with intermediate to
level disinfectant, whereas the CDC recommends high
level disinfectant for digital sensors. The CFDS calls for
monthly biological monitoring of a sterilizer for semi crit-
ical care items and weekly monitoring of a sterilizer for

critical care items. In contrast, CDC calls for all heat steril-
izers of critical and semi critical instruments to be
monitored with biological indicators weekly. 

Part II of Infection Control, entitled “Current issues in
infection control”, will be published in volume 42 no.3
(May-June 2008).

APPENDIX A

A COMPARISON OF INFECTION CONTROL
DOCUMENTS
The Centers for Disease Control and Prevention (CDC)
Infection Control Guidelines in Dental Health-Care –
2003 document is compared with infection control
information from four other organizations. The infor-
mation is classified as follows:

• supplemental (information that was not included
in the CDC document),

• more rigorous (though the issue is mentioned in
the CDC document, the information in this cate-
gory is more rigorous), and

• less rigorous (though the issue is mentioned in the
CDC document, the information is less rigorous). 

Centers for Disease Control and Prevention (CDC): 
Infection Control Guidelines in Dental Health-Care
Settings – 20037

These guidelines apply to all oral health settings and are
intended for clinicians, public health practitioners and
the public. The guidelines are based on a range of ration-
ale from systematic reviews to expert opinion, and each
recommendation is rated for its strength. The CDC rat-
ing scheme is located at the bottom of Table 1. 

Canadian Forces Dental Services (CFDS) 
Infection Control Guidelines, 20069

This document is based on infection control protocols
developed by the Laboratory Centre for Disease Control
(LCDC) of the Public Health Agency of Canada and the
CDC of the USA. It provides a baseline for standard
infection control procedures throughout the CFDS.
Similar to the Canadian Dental Association (CDA) docu-
ment, the CFDS document highlights the lack of strong
scientific evidence from clinical trials to support infec-
tion contol procedures for oral health professionals.
Therefore, many of the recommendations are based on
opinions of respected authorities on the basis of clinical
experience, descriptive studies, or reports of expert com-
mittees, and not from clinical trials. This document uses
the term “routine practices”, a term adopted from the
Public Health Agency of Canada for the standards of
practice that should be followed for the care of all
patients at all times. Agencies such as the CDC use the
term “standard precautions” with the same meaning.  

Information that supplements the CDC document on
infection control:

• CFDS guidelines include a call for vaccinations
against polio, tetanus/diphtheria and influenza,

which are not included in the CDC guideline.
• For HIV prophylaxis to be effective treatment

must begin within two hours of exposure. CDC
confirms the importance of this timing in the
2005 CDC’s guidelines for the management of
occupational exposure to HIV20.

• Sinks for hand washing should not be used for any
other purpose. 

• Consider the use of hair covers and do not allow
hair to contact the client. 

• Employ a rubber dam whenever possible to reduce
exposure of the dental personnel to microorgan-
isms.

• All oral health professionals must wear a reusable
or disposable uniform, which must remain at the
clinic, where access to separate external launder-
ing facilities are available. Do not launder with
family wash. 

• Wash utility gloves in disinfectant soap and reuse.
• Discard contaminated disposable items in the

operatory waste container, which should be
cleared on a daily basis.

• Use of a DUWL conditioner is recommended.

More rigorous guidelines than the CDC document on
infection control:

• Clients in the supine position should also wear
protective eyewear. CDC states that protective eye-
wear for patients shields their eyes from spatter or
debris, but there is no specific directive for provid-
ing eyewear.

• Areas such as switches, headrests and bracket
trays, chair adjustment controls, light handles,
air/water syringe handles, saliva ejector and vacu-
um couplings, unit switches and handles, mobile
cart or operatory counter surfaces, and operatory
sink hand-operated valves require intermediate or
high level disinfectant. CDC’s guidelines call for a
low or intermediate level disinfectant. 

• Reduce the aerosol production by the following:
consider asking clients to brush their teeth and/or
rinse their mouth with a mouthwash prior to 
dental treatment. Three 10-second rinses can tem-
porarily reduce a client’s oral microbial count by
up to 97 per cent. CDC reports this is an unre-
solved issue. 

• Specific Creutzfeldt-Jakob Disease (CJD) infection
control precautions, in addition to standard pre-
cautions are recommended for clients who have
developed, are suspected of having developed, or
are at substantially increased risk of developing
CJD. These precautions include the following:
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a. use single-use disposable items and equipment
whenever possible,

b. consider difficult to clean items (e.g. diamond
burs) as single use disposable and discard after
use,

c. keep the instrument moist until cleaned and
decontaminated to minimize the drying of tis-
sues and body fluids on a device,

d. clean instruments thoroughly and steam-auto-
clave at 134°C for 18 minutes, 

e. do not use flash sterilization for processing
instruments or devices. CDC’s guidelines report
that this is an unresolved issue and therefore
there are no recommendations.

Less rigorous guidelines than the CDC document on
infection control:

• After removing the barrier from the digital sensor,
clean and disinfect with an intermediate level
activity. CDC’s guidelines recommend a high level
disinfectant. 

• Biological monitoring of a sterilizer for semi criti-
cal care items should take place monthly and for
critical care items the sterilizer should be tested
weekly. CDC’s guidelines call for weekly monitor-
ing of sterilizers of critical and semi critical care
items.

Canadian Dental Association (CDA)
Infection Prevention and Control in the Dental
Office: An opportunity to improve safety and com-
pliance, 20068

Scientific evidence supporting the CDA document
comes primarily from CDC’s guidelines and documents,
CDA documents, published research papers, U.S.
Department of Labour documents, and position papers
from the Association for Professionals in Infection
Control and Epidemiology (APIC). The CDA document
points out that there is a lack of strong scientific evi-
dence from clinical trials to support infection control
procedures. The evidence is drawn from respected
authorities on the basis of clinical experience, descrip-
tive studies, or reports of expert committees. 

Supplemental information:
• Proper disposal of single use masks.
• An eyewash station should be available and staff

training on location, function and indications for
use. 

• Personal Protective Equipment (PPE) designed for
re-use can be washed with soap and water.
Infected PPEs can be disinfected according to the
manufacturer’s directions. Disposable PPE items
should be discarded following use.

• Use dental rubber dams and high volume/high
velocity suction whenever the creation of droplets,
spatter, spray and aerosol occurs.

• Utility gloves should be disinfected or sterilized at
the end of the day.

• Don’t expose gloves to heat sources, such as x-ray
unit controllers, lasers, fans, electrical generators,
suction machines or motors.

• Don’t use waterline heaters. Flush lines for at least
2-3 minutes at the beginning of the day, without
handpieces, air-water syringe tips and ultrasonic
tips detached.

• DUWL should be cleaned at least once a week with
an enzymatic cleaner. CDC recommends follow-
ing manufacturer’s instructions for cleaning.

More rigorous guidelines than the CDC document on
infection control:

• Double gloving may be used for procedures
involving the handling of multiple sharp metal
instruments or during longer procedures. CDC
reports this is an unresolved issue.

• Low-temperature sterilization using ethylene
oxide gas (EtO) may be used in larger healthcare
facilities, such as hospitals, but the hazardous
vapours produced make it impractical for private
practice settings. CDC’s guidelines list EtO as a low
temperature sterilization method.

• Antimicrobial mouth rinses should be used by a
client prior to a dental procedure. CDC reports
this is an unresolved issue.

• OHP’s should include medical history questions
regarding dura mater transplantation, and familial
history of CJD and variant Creutzfeldt-Jakob
Disease (vCJD). Dental instruments and devices
touching pulpal tissue (e.g. endodontic broaches
and files, access opening burs) should be discarded
in sharps containers after each client use. CJD is
thought to be caused by infection with a prion,
which is not inactivated by the standard steriliza-
tion methods used in oral health care settings.
CDC reports this is an unresolved issue and there-
fore makes no recommendations.

Less rigorous guidelines than the CDC document on
infection control:

• The film packet should be disinfected using a 
hospital-grade tuberculocidal intermediate-level
disinfectant. CDC calls for a high-level disinfec-
tant for film holding and positioning devices. 

• Dispose extracted teeth in general waste. CDC
calls for treatment as regulated medical waste.

United States Air Force (USAF)
Guidelines for Infection Control in Dentistry, 200410

The United States Air Force (USAF) document on infec-
tion control appears to incorporate a broader range of
regulatory documents, compared with those of CDA
and the CFDS. The goals of the USAF infection control
guidelines are to comply with applicable federal, state,
and local regulations governing infection control, job
safety, and management of regulated medical waste. The
US federal regulations include those issued by the
Occupational Safety and Health Administration (OSHA),
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the Food and Drug Administration (FDA), and the
Environmental Protection Agency (EPA). The USAF
infection control guidelines also incorporate recommen-
dations made by non-regulatory agencies including the
American Dental Association (ADA), the CDC and the
Joint Commission for the Accreditation of Health Care
Organizations.

Supplemental information:
• For a period of 3 years, maintain training records

documenting each training session provided by
the dental service in accordance with current
OSHA and medical treatment facility guidelines.

• Label package with: sterilizer identification 
number, load number, operator’s initials, and
indefinite shelf life label. The use of self-adhesive
labels or tapes is preferred. Labelling makers
should be indelible, nonbleeding and nontoxic.

• In the absence of manufacturer recommendations
for monitoring dental unit water quality, test
water from each unit monthly for three months. If
the unit meets standards during this period, then
monitor water from the dental unit quarterly at a
minimum. It is recommended to use a rotating
schedule, testing several units each month. If test
remains positive, a “shock-treatment of the water-
lines may be indicated. CDC calls for following
manufacturer’s directions.

• Decontaminate extracted teeth: clean and place
extracted teeth in a leak proof container labeled
with a biohazard symbol; place amalgam-free
teeth in a heat resistant glass container; fill the
container no more than half-way with de-ionized
or distilled water or saline, and loosely cover;
process through a steam sterilizer at 121° C for 40
minutes using a fluid or liquid cycle. At the end of
the cycle, remove the container slowly without
shaking to avoid the boiling over of the fluid. 

• At a minimum, clean and disinfect rag wheels and,
clean and surface disinfect lathes daily. Clean and
disinfect case pans and articulators when visibly
soiled, and after each case is completed. CDC calls
for following manufacturer’s instructions.

• Inspections: Conduct and document routine
scheduled or unscheduled inspections of dental
treatment rooms, dental laboratory and radiology
areas, decontamination and sterilization areas,
and locations where sterile and/or patient-care
items are stored.

• Waterline Monitoring: Implement a waterline-
monitoring program as described in this 
document.

• Health-Care Associated Infections (HAI):
Surveillance for HAI provides data useful for iden-
tifying infected patients, determining the site of
infection, and identifying the factors that con-
tribute to HAI. Information containing patient
identifiers or patient care staff should be carefully
handled. Data should not be used for punitive pur-

poses, but should be viewed as an opportunity to
improve patient/ employee/ process outcome.
Surveillance goals should include: 
• providing objective assessment of dental HAI

rates, reducing morbidity and cost, establishing
baseline infection rates based on well defined
case definition criteria, 

• educating DHCP concerning data relevant to
their practices, 

• evaluating control measures designed to reduce
infection rates, 

• complying with accreditation standards,
defending malpractice claims through imple-
mentation of an active surveillance program,
and 

• providing data useful in clinical research. 

More rigorous guidelines than the CDC document on
infection control:

• Clean and disinfect clinical contact surfaces that
are not barrier protected with at least an interme-
diate-level disinfectant. CDC calls for a low or
intermediate level disinfectant.

• Do not install EtO sterilization equipment in 
dental clinics. CDC lists EtO as a low temperature
sterilization method.

• The use of a preprocedural antimicrobial mouth
rinse is optional, but should be considered to
reduce the level of microorganisms in aerosols.
CDC reports this is an unresolved issue.

Less rigorous guidelines than the CDC document on
infection control:

• Digital radiography sensors – use barriers and dis-
infectant with an intermediate level activity. CDC
recommends a high level disinfectant for digital
sensors.

Organization for Safety and Asepsis Procedures
(OSAP)

a. Position Paper: Percutaneous Injury Prevention,
2002; Dental Unit Waterlines.12

b. OSAP Recommendations to Clinicians; Issue
Focus: Anthrax and Dental Practice.13

c. Issue Focus: Severe Acute Respiratory Syndrome:
SARS and the Dental Office.14

http://www.osap.org/index.cfm
Supplemental information:

• Avoid heating dental unit water.
• Consider using a separate water reservoir system to

eliminate the inflow of municipal water into the
dental unit.

• Monitor scientific and technological develop-
ments in the area of DUWL to identify improved
technical approaches as they become available.

• Cooperate with the oral healthcare industry to
develop and validate standard protocols for main-
taining and monitoring dental unit waterlines.

• It is important to ensure that the sterile water sys-
tem or device marketed to improve dental water
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quality has been cleared for market by the U.S.
Food and Drug Administration.

• SARS and the dental office: CDC recommends that
clinicians evaluating suspected cases should apply
standard precautions - air borne precautions (e.g.,
N-95 respirator), and contact precautions (e.g.,
gowns and gloves). Until the mode of transmis-
sion had been positively identified and precisely
defined, eye protection also should be worn for all
patient contact.

Dental Personnel Protection: 
• Disposable gloves which must be changed after

every patient. 
• Chin length plastic face shields or surgical

masks and protective eyewear.
• Make sure the mask covers the mouth and the

nose. 
• Reusable or disposable gowns. 

• Cleaning and disinfection - use a hospital grade
disinfectant or 1:100 dilution of household
bleach. Make sure the disinfectant is compatible
with your dental equipment.

CDC DOCUMENT CDA DOCUMENT USAF DOCUMENT CFDS DOCUMENT OSAP DOCUMENT

Centers for Disease Control and 
Prevention (CDC): Guidelines for 
Infection Control in Dental Health-
Care Settings7 - 2003.
http://www.cdc.gov/mmwr/pre-
view/mmwrhtml/rr5217a1.htm#top
http://www.guideline.gov/
summary/summary.aspx?doc_
id=4540andnbr=003354andstring=
infection+AND+control+AND+dental
+AND+health+AND+care+AND+
settings+AND+2003
http://www.cdc.gov/mmwr/
preview/mmwrhtml/rr5217a1.htm 

Canadian Dental Association 
(CDA): Infection Prevention and 
Control in the Dental Offi ce: An 
opportunity to improve safety and 
compliance8, 2006.
http://www.cda-adc.ca/_fi les/
members/clinical_information/
infection
_control/ infection_control_manual
_06.pdf

United States Air Force (USAF): 
Guidelines for Infection Control in 
Dentistry10, 2004.
decs.nhgl.med.navy.mil
or
https://decs.nhgl.med.navy.mil/ 
1QTR05/usafi cguidelinesjanuary06
.pdf

Canadian Forces Dental Services 
(CFDS): Infection Control Guide-
lines9, 2006.
Available only in printed format.

Organization for Safety 
and Asepsis Procedures 
(OSAP): Position Pa-
pers: Percutaneous In-
jury Prevention11,2002; 
Dental Unit Waterlines: 
OSAP Recommenda-
tions to Clinicians12; Is-
sue Focus: Anthrax and 
Dental Practice13; Issue 
Focus: Severe Acute 
Respiratory Syndrome: 
SARS and the Dental 
Offi ce.14

http://www.osap.org/
index.cfm

I. PERSONNEL HEALTH ELEMENTS OF AN INFECTION PREVENTION AND CONTROL PROGRAM

A. General Recommendations

1. Develop a written health program 
for DHCP that includes policies, 
procedures, and guidelines for 
education and training; immuniza-
tions; exposure prevention and post 
exposure management; medical 
conditions, work-related illness, and 
associated work restrictions; contact 
dermatitis and latex hypersensitivity; 
and maintenance of records, data 
management, and confi dentiality.
Supporting evidence: 1B

A written offi ce infection prevention 
and control program should be 
developed to maintain and improve 
the health of all DHCP including a 
manual of policies, procedures and 
practices, identifi cation of an IPC 
offi cer, guidelines for education and 
training, immunizations, exposure 
prevention and post exposure 
management, special consider-
ations i.e. medical conditions, latex 
allergies, maintenance of records, 
maintenance of equipment.
Supporting evidence: IPC-02-01 
CDC Guidelines for IC in Dental 
Health-Care Settings - 2003

Same as CDC document.   

2. Establish referral arrangements 
with qualifi ed health care profession-
als to ensure prompt and appropri-
ate provision of preventive services, 
occupationally related medical 
services, and post exposure manage-
ment with medical follow-up.
Supporting evidence: 1B, 1C

Identify referral arrangements with 
IPC services from external health 
care facilities and providers prior to 
exposure.
Supporting evidence: IPC-02-01 
CDC Guidelines for IC in Dental 
Health-Care Settings - 2003

Same as CDC document.   

B. Education and Training

1. Provide DHCP 1) on initial 
employment, 2) when new tasks or 
procedures affect the employee’s 
occupational exposure, and 3) at a 
minimum, annually, with education 
and training regarding occupational 
exposure to potentially infectious 
agents and infection-control proce-
dures/protocols appropriate for and 
specifi c to their assigned duties.
Supporting evidence: 1B, 1C

DHCP should receive infection-
control training upon hire, when 
given new tasks /procedures, and 
annually. Training should include: 
exposure risks, prevention strategies 
and IC policies and procedures, how 
to manage work-related illness and 
injuries, including post exposure 
prophylaxis, work restrictions for the 
exposure or infection.
Supporting evidence: IPC-02-02 

Chapter 2, B 1. Same as CDC 
document.

  

Continued …

TABLE 1: INFECTION CONTROL PRACTICE GUIDELINES
Highlights from infection control documents. Follow the web site links to access the complete document. Acronyms and rating definitions are
listed in “Legends for Table 1” on page 102.
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2. Provide educational information 
appropriate in content and vocabu-
lary to the educational level, literacy, 
and language of DHCP.
Supporting evidence: 1B, 1C

Educational materials should be ap-
propriate for the DHCP’s educational 
level, literacy and language, as well 
as consistent with existing federal/
provincial/municipal regulations.
Supporting evidence: PC-02-02

Chapter 2, B 2. Same as CDC 
document.

  

Provide training for DHCP who 
perform tasks likely to result in 
occupational exposure to infectious 
agents that includes: a) a description 
of the exposure risks; b) a review of 
prevention strategies and infection-
control policies and procedures; c) 
discussion regarding how to man-
age work-related illness and injuries, 
including post exposure prophylaxis; 
d) review of work restrictions for the 
exposure.

 Same as CDC and provide training 
for DHCP who perform tasks likely 
to result in occupational exposure 
to infectious agents that includes: 
a) description of the exposure risks; 
b) review of prevention strategies 
and infection-control policies and 
procedures; c) discussion regarding 
how to manage work-related illness 
and injuries, including post exposure 
prophylaxis; d) review of work 
restrictions if exposed to or infected 
with certain pathogens.

  

Inclusion of DHCP with minimal 
exposure risks (e.g. administrative 
employees) in educational and 
training programs might enhance 
facility wide understanding on 
infection control principles and the 
importance of the program.

 Provide newcomer’s orientation 
training for all DHCP, including 
administrative employees. 

  

  For a period of 3 years, maintain 
training records documenting each 
training session provided by the 
dental service in accordance with 
current OSHA and medical treat-
ment facility (MTF) guidelines. 

  

C. Immunization Programs

1. Develop a written immunization 
policy, including a list of required 
and recommended immunizations, 
including Hep.B, Infl uenza, measles, 
mumps, rubella, varicella-zoster.
Supporting evidence: The Advi-
sory Committee on Immunization 
Practices (ACIP) provides national 
guidelines for immunization of HCP, 
which includes HDCP.
Supporting evidence: 1B

DHCP should be immunized against: 
Hep.B, measles, mumps, rubella, 
varicella, infl uenza. IPC-02-04 Fol-
lowing Hep.B vaccination, if the 
anti-HBs is <10mIU/mL a second 
vaccine should be completed and if 
this occurs again, following a third 
round of vaccination then testing 
for HBs AG should be completed. 
Those with HBs AG-negative are 
susceptible to HBV infection and 
should obtain prophylaxis.
Supporting evidence: IPC-02-03 
DHCP APIC position paper and CDC 
APIC recommendations
IPC-02-04 CDC documents 1987, 
1989, 1999, 2001.

Ensure DHCP receive all appropri-
ate immunizations (e.g. varicella, 
measles, mumps, rubella, infl uenza) 
based on internal policies as well as 
DHCP’s medical history and risk for 
occupational exposure.

Current vaccinations against 
tetanus, Hep.B, Hep.A, rubella, 
measles, mumps, polio, tetanus/
diphtheria and infl uenza. Baseline 
testing for tuberculosis for new OHP. 
Testing may be required following 
a suspected exposure. Post Hep.B 
vaccination serology performed at 
recommended intervals to ensure 
continued immunity. (Immuniza-
tion schedule can be found at CFHS 
Policy and Guidance 4400-40) 
Civilian staff should be encouraged 
to receive the recommended im-
munizations.

 

  Offer the HBV vaccination series 
to all DHCP with potential oc-
cupational exposure to blood or 
Other Potentially Infectious Material. 
(OPIM). Follow U.S. Public Health 
Service/CDC recommendations for 
Hep.B vaccination, serologic test-
ing, follow-up and booster dosing. 
Provide employees appropriate 
education regarding the risks of HBV 
transmission and have employees 
who decline the vaccination sign a 
declination form.

  

2. Refer DHCP to a prearranged 
qualifi ed healthcare professional or 
own health care professional.
Supporting evidence: 1B
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D. Exposure Prevention and Post Exposure Management

1. Develop a comprehensive post 
exposure management and medical 
follow-up program. 
a. Include policies and procedures 
for prompt reporting, evaluation, 
counseling, treatment, and medical 
follow-up of occupational exposures. 
(1B, 1C).
b. Establish mechanisms for referral 
to a qualifi ed health care profes-
sional for medical evaluation and 
follow-up. (1B).
c. Conduct a baseline TST, prefer-
ably by using a two-step test, for all 
DHCP who might have contact with 
persons with suspected or confi rmed 
infectious TB, regardless of the risk 
classifi cation of the setting. 

For prevention use Standard precau-
tions (PPE - gloves, masks, protective 
eyewear or face shields and protec-
tive clothing), engineering controls 
(e.g. needle guards, self-sheathing 
needles, shielded burs, aspirating 
anesthetic syringes), work-practice 
controls (extreme caution in passing 
sharps, remove burs before hand-
piece, not using fi ngers in tissue 
retraction or palpation during sutur-
ing and administration of anesthesia, 
remove sharps from instrument tray 
before cleaning, place disposable 
syringes, needles, scalpel blades in 
puncture-resistant containers, do not 
bend or manipulate needles by hand 
or point them towards the OHCP’s 
body, re-cap needles as soon as pos-
sible after use, using a one-handed 
scoop technique- before removing 
the needles from the syringe for 
disposal. If the same needle is used 
for multiple injections, needle 
should be re-caped in between use. 
Use extreme caution when passing 
contaminated sharps.
Supporting evidence: IPC-02-04 
CDC. Public Health Service 
guidelines for the management of 
occupational exposures to HBV, HCV 
and HIV and recommendations for 
postexposure prophylaxis, MMWR 
2001.
CDC Guidelines for prevention of 
transmission of human immuno-
defi ciency virus and Hep.B virus to 
health care and public-safety work-
ers: a response to P.L. 100-607. The 
Health Omnibus Programs Extension 
Act of 1988. MMWR 1989;38(no.
S6).
CDC NIOSH. Selecting, evaluating 
and using sharps disposal contain-
ers. Cincinnati, OH: US Department 
of Health and Human Services, 
Public Health Service, CDC NIOSH, 
1998. DHHW publication. NIOSH 
97-111.
CDC NIOSH alert: Preventing 
needlestick injuries in health care 
settings. Cincinnati, OH: US Depart-
ment of Health and Human Services, 
Public Health Service, CDC, NIOSH 
1999.

Same as CDC document 1a. and 1b. 
But not c.
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 Percutaneous injury - assess injury; 
administer fi rst-aid; wash the area 
with antimicrobial soap and water. 
Flush eye, mouth or nose mucosa 
with water. Report injury to the Of-
fi ce Infection Prevention and Control 
offi cer, who will document the injury 
and contact the appropriate health 
care professional for a referral. Docu-
mentation should include exposed 
persons medical history, procedure 
being performed, extent of the 
exposure, and follow-up-care.
Supporting evidence: IPC-02-05
CDC, Updated U.S. Public health 
Service guidelines for the manage-
ment of occupational exposures to 
HBV, HCV, and HIV and recommen-
dations for post exposure prophy-
laxis. MMWR 2001;50(RR-11).

 Guidelines for personnel with ac-
quired disease: a. dermatitis - cover 
dermatitis with occlusive bandages, 
and wear gloves b. Immuno-com-
promised staff - may be at increased 
risk of acquiring or have more severe 
consequences from acquiring infec-
tion from clients. These staff may 
also be at risk of shedding viruses. 
Therefore tailor job descriptions and 
potential exposures accordingly.

OSAP Position Paper: 
Percutaneous Injury 
Prevention
Recommendations: 
Communicate the 
importance of preven-
tion and management 
of PI to all OHP. Train 
employees in the safe 
handling of instruments 
and devices. Review 
procedures and consider 
devices (as they become 
commercially available) 
that may reduce the 
risk of PI. Seek the input 
of non-managerial 
members of the clinical 
dental team in selecting 
appropriate and effec-
tive safety devices for 
the practice. Manage 
all injuries as indicated 
by OSHA regulations 
and U.S. Public Health 
Service Recommenda-
tions; Comply with all 
OSHA requirements for 
documentation; convey 
the needs of the end us-
ers - the dental team - to 
the research, develop-
ment, and manufactur-
ing sectors.
Conclusions: OSAP 
encourages all dental 
practices to establish a 
written, comprehensive 
program that includes 
strategies to avoid oc-
cupational exposures to 
bloodborne pathogens. 
OSAP encourages the 
use of appropriate, 
effective devices that 
isolate sharps or provide 
a non-sharp alternative. 
OSAP discourages inap-
propriate manipulation 
of sharps by hand. OSAP 
encourages research 
into risk assessment of 
specifi c instruments and 
devices, prioritization of 
risk, product evaluation, 
and other mechanisms 
for OHPs to assess 
the safety of devices. 
OSAP reminds OHPs 
that products have an 
intended use and that 
manufacturer’s instruc-
tions must be reviewed 
and followed. In the 
event of product failure, 
an immediate report 
should be fi led with the 
Food and Drug Admin-
istration’s Medwatch 
program.
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E. Medical Conditions, Work-Related Illness, and Work Restrictions

1. Develop and have readily avail-
able to all DHCP comprehensive 
written policies regarding work re-
striction and exclusion that include a 
statement of authority defi ning who 
can implement such policies.
Supporting evidence: 1B 

 Develop work restriction and exclu-
sion policies for DHCP with certain 
illnesses or infection. 

Guidelines for some commonly 
acquired diseases: a. common cold- 
practice hand hygiene after contact 
with nasal secretions. Avoid seeing 
immuno-compromised clients. Wear 
a surgical mask and wash hands 
frequently. b. infl uenza - refrain from 
working. c. herpes simplex virus 
infections 1. cold sore - if possible 
keep the lesion covered. 2. herpetic 
whitlow (herpetic fi nger infection) 
- no client contact until the lesion is 
resolved. 3. Shingles - a susceptible 
client exposed to a health care work-
er with shingles may get chicken-
pox. Cover the lesions and practice 
good hand washing techniques. 
Don’t work with high-risk clients 
(newborns, immuno-compromised 
clients) until the lesions are crusted. 
d. Enteric infection - excluded from 
work. e. Tuberculosis - excluded 
from work, until 3 consecutive 
sputum specimens have negative 
results. 

 

2. Develop policies for work restric-
tion and exclusion that encourage 
DHCP to seek appropriate preven-
tive and curative care and report 
their illnesses, medical conditions, 
or treatments that can render them 
more susceptible to opportunistic 
infection or exposures; do not 
penalize DHCP with loss of wages, 
benefi ts, or job status.
Supporting evidence: 1B

 Encourage DHCP to seek appropri-
ate preventive and curative care 
and report their illnesses or medical 
conditions. Follow MTF guidance 
and recommendation in the CDC 
Guideline for Infection Control in 
Healthcare Personnel (www.cdc.
gov/ncidod/dhqp/guidelines.html)

  

3. Develop policies and procedures 
for evaluation, diagnosis, and man-
agement of DHCP with suspected 
or known occupational contact 
dermatitis.
Supporting evidence: 1B

    

4. Seek defi nitive diagnosis by a 
qualifi ed health care professional 
for any DHCP with suspected latex 
allergy to carefully determine its 
specifi c etiology and appropriate 
treatment as well as work restrictions 
and accommodations.
Supporting evidence: 1B

    

F. Records Maintenance, Data Management, and Confi dentiality

1. Establish and maintain confi den-
tial medical records (e.g. immuniza-
tion records and documentation of 
tests received as a result of occupa-
tional exposure) for all DHCP.
Supporting evidence: 1B, 1C

    

2. Ensure that the practice complies 
with all applicable federal, state, and 
local laws regarding medical record-
keeping and confi dentiality.
Supporting evidence: 1C

    

II. PREVENTING TRANSMISSION OF BLOODBORNE PATHOGENS

A. HBV Vaccination

  Ensure DHCP receive all appropri-
ate immunizations (e.g. varicella, 
measles, mumps, rubella, infl uenza) 
based on USAF policy, the latest 
recommendations from the Advisory 
Committee on Immunization Prac-
tices (ACIP) and the HICPAC as well 
as their medical history and risk for 
occupational exposure.

  

1. Offer the HBV vaccination series 
to all DHCP with potential occupa-
tional exposure to blood or OPIM.
Supporting evidence: 1A, 1C

 Same as CDC.   
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2. Always follow U.S. Public Health 
Service/CDC recommendations for 
Hep.B vaccination, serologic testing, 
follow-up, and booster dosing.
Supporting evidence: 1A, 1C

 Same as CDC.   

3. Test DHCP for anti-HBs 1-2 
months after completion of the 
3-dose vaccination series.
Supporting evidence: 1C, 1B

    

4. DHCP should complete a second 
3-dose vaccine series or be evaluated 
to determine if they are HBsAg-pos-
itive if no antibody response occurs 
to the primary vaccine series.
Supporting evidence: 1A, 1C

    

5. Retest for anti-HBs at the comple-
tion of the second vaccine series. If 
no response to the second 3-dose 
series occurs, nonresponders should 
be tested for HBsAg.
Supporting evidence: 1C

    

6. Counsel non responders to vac-
cination who are HBsAg-negative 
regarding their susceptibility to HBV 
infection and precautions to take.
Supporting evidence: 1A, 1C

    

7. Provide employees appropriate 
education regarding the risks of HBV 
transmission and the availability of 
the vaccine. Employees who decline 
the vaccination should sign a decli-
nation form to be kept on fi le with 
the employer.
Supporting evidence: 1C

 Same as CDC. Have employees 
who decline the Hep.B vaccination 
sign a declination form using the 
wording found in the appendix A of 
the OSHA bloodborne pathogens 
standard [1910.1030] to be kept on 
fi le with the employer.

  

B. Preventing Exposures to Blood and OPIM

a. Use standard precautions (OSHA’s 
bloodborne pathogen standard re-
tains the term universal precautions) 
for all patient encounters.
Supporting evidence: 1A, 1C

 Same as CDC.   

b. Consider sharp items (e.g. 
needles, scalers, burs, lab knives, 
and wires) that are contaminated 
with patient blood and saliva as 
potentially infective and establish 
engineering controls and work 
practices to prevent injuries.
Supporting evidence: 1B, 1C

 Same as CDC.   

c. Implement a written, comprehen-
sive program designed to minimize 
and manage DHCP exposures to 
blood and body fl uids.
Supporting evidence: 1B, 1C

 Same as CDC.   

C. Engineering and Work-Practice Controls

a. Identify, evaluate, and select 
devices with engineered safety 
features at least annually and as they 
become available on the market 
e.g. safer anesthetic syringes, blunt 
suture needle, retractable scalpel, or 
needleless IV systems.
Supporting evidence: 1C

 The Dental Infection Control Offi cer 
(ICO) must be knowledgeable about 
available devices, e.g. safety anes-
thetic syringes, be able to discuss 
the advantages/disadvantages of 
each device the with the Medical 
Treatment Facility (MTF)

Controls include the following: 
Remove burs immediately after use, 
don’t use fi ngers in tissue retraction 
during suturing or administration of 
anesthesia, and minimize potentially 
uncontrolled movements of instru-
ments such as scalers or laboratory 
knives.

 

b. Place used disposable syringes 
and needles, scalpel blades, and 
other sharp items in appropriate 
puncture-resistant containers located 
as close as feasible to the area in 
which the items are used.
Supporting evidence: 1A, 1C

 Same as CDC. Dispose of sharp instruments 
by placing them directly into a 
designated, puncture proof disposal 
container.

 

c. Do not recap used needles by 
using both hands or any other 
technique that involves directing the 
point of a needle toward any part 
of the body. Do not bend, break, or 
remove needles before disposal.
Supporting evidence: 1A, 1C

 Do not pass syringes with un-
sheathed needles. Same as CDC.

Never re-cap needles, manipulate by 
using both hands, or point toward 
your body.
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d. Use either a one-handed scoop 
technique or a mechanical device 
designed for holding the needle 
cap when recapping needles (e.g. 
between multiple injections and 
before removing from a nondispos-
able aspirating syringe).
Supporting evidence: 1A, 1C

 Same as CDC. Use the following methods: one 
hand scoop, hold the sheath with 
a hemostat, use a syringe stand or 
use safety syringes. Do not bend or 
break used needles. Re-cap needles 
on non-disposable aspirating 
syringes prior to their removal, for 
multiple injections, recap the needle 
between injections. Avoid passing a 
syringe with an unsheathed needle. 

 

D. Post Exposure Management and Prophylaxis

a. Follow CDC recommendations 
after percutaneous, mucous mem-
brane, or nonintact skin exposure to 
blood or OPIM. Report all exposures 
to blood or OPIM as soon as pos-
sible, because certain interventions 
have to be initiated promptly to be 
effective. Policy should be consistent 
with OSHA and current PHS recom-
mendations.
Supporting evidence: 1A, 1C

Post exposure Prophylaxis (PEP) 
- should be consistent with the 
current infection prevention and 
control guidelines recommended by 
the Public Health Agency of Canada 
or the U.S. Public Health Service.
Supporting evidence: IPC-02-07
CDC, Updated U.S. Public Health 
Service guidelines for the manage-
ment of occupational exposures to 
HBV, HCV, and HIV and recommen-
dations for post exposure prophy-
laxis. MMWR 2001;50(RR-11).
PHAC Public Health Agency of Can-
ada: An integrated protocol to man-
age health care workers exposed to 
bloodborne pathogens.1997;23S2

Same as CDC.
Promptly report, evaluate and docu-
ment any occupational exposure 
incidents to blood or OPIM (includ-
ing saliva, regardless of whether 
blood is visible).
A qualifi ed health care professional 
should evaluate any occupational 
exposure incident to blood or OPIM.
After each exposure, review the cir-
cumstances surrounding the injury 
and the postexposure management 
plan to ensure the plan’s effective-
ness. Provide education and training 
and implement practice changes as 
appropriate.

Injured person should immediately 
report the incident and seek medi-
cal attention. For HIV prophylaxis 
to be effective treatment must 
begin within 2 hours of exposure. 
Remove contaminated clothing. 
Wash affected area with soap and 
water. Flush eyes, nose or mouth 
with water. OHP should see a 
medical provider to discuss risks and 
interventions. If the client who is the 
known source of the blood exposure 
is present, the person should be ap-
proached to provide a blood sample 
to be checked for bloodborne 
pathogens. The name of the injured 
worker should not be entered in the 
client’s chart. 

 

   OHP who are PSAC employees 
should submit a Workers’ Compen-
sation Form. 

 

III. HAND HYGIENE

A. General Considerations

1. Perform hand hygiene with either 
a non antimicrobial or antimicrobial 
soap and water when hands are 
visibly dirty or contaminated with 
blood or OPIM. If hands are not 
visibly soiled, an alcohol-based hand 
rub can also be used. Follow the 
manufacturer’s instructions. After 
using dry alcohol-based hand rub 
ensure hands are dried before glov-
ing as hands still wet with alcohol 
based products can increase the risk 
of glove perforation.
Supporting evidence: 1A

Hands of OHP that contact clients 
should be washed: at beginning 
of day, after eating, after using the 
washroom, when hands become 
contaminated. Wash hands with 
anti-microbial soap with persistent 
activity (e.g. chlorhexidine, choroxy-
lenol, octenidine, or triclosan), cool 
or warm (not hot) water, and single 
use towels. Thoroughly dry hands.

Same as CDC. Components of good hand washing 
include using an adequate amount 
of soap, rubbing the hands together 
to create some friction, and rinsing 
under running water.
There is mixed evidence regarding 
the effi cacy of air hand dryers.
Controlled trials have not docu-
mented decreased infection with 
the use of an antiseptic agent over 
plain soap for routine hand washing 
in the general health care setting. A 
few studies suggest that antiseptic 
agents may be preferable if there 
is a possibility of encountering 
antimicrobial-resistant organisms, 
such as in intensive care units; in the 
presence of known antimicrobial-
resistant organisms; and under con-
ditions of heavy microbial soiling. 
See Appendix B for “Characteristics 
of Antiseptic Agents”.
Several studies show effi cacy of 
waterless hand scrubs compared 
to hand washing with soap and 
water or with chlorhexidine. Further 
studies are needed to determine 
effi cacy of waterless hand scrubs in 
the presence of large amounts of 
organic matter.
Wash hands with antiseptic agent 
for the following: a. heavy microbial 
soiling, e.g. in the presence of infec-
tion, b. prior to performing invasive 
procedures, c. before contact with 
immune defi cient clients, d. before 
and after direct contact with clients 
who have antimicrobial-resistant 
organisms.
The absolute indications for, and 
the ideal frequency of hand wash-
ing have not been well studied. 
See Annex C for hand washing 
technique. Avoid potential microbial 
contamination by splashing of cloth-
ing, other skin surfaces or inanimate 
items during washing.
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2. Indications for hand hygiene 
include:

For hand antisepsis use an alcohol 
hand-rub, between clients and after 
removing gloves. Alcohol hand-rub 
must be dry when applying gloves, 
as the alcohol can cause glove mate-
rial degradation and loss of glove 
integrity. 

Same as CDC. Hand washing with waterless/
alcohol-based agents is equivalent to 
hand washing with soap and water. 
If heavy microbial soiling, hands 
must be washed with soap and wa-
ter fi rst. Hands must be dry before 
applying alcohol-based agent.

 

a. When hands are visibly soiled, 
after barehanded touching of inani-
mate objects likely to be contami-
nated by blood, saliva, or respiratory 
secretions. (1A, 1C).

b. After barehanded touching 
of inanimate objects likely to be 
contaminated by blood, saliva, or 
respiratory secretions. (1A, 1C).    

 Same as CDC. Hands must be washed: 1. before 
and after treating each client (before 
glove placement and after glove 
removal) and before leaving any 
client-care, laboratory or instrument 
processing area or after any other 
situation or procedure in which 
microbial of blood contamination 
of hands is likely. 2. when hands are 
visibly soiled. 3. before preparing, 
handling, serving or eating food, 
and 4. after personal body functions, 
such as using the toilet or blowing 
one’s nose. Plain soap is indicated 
for washing hands soiled with dirt, 
blood or other organic material. It 
will remove most transient organ-
isms.

 

c. before and after treating each 
patient.
Supporting evidence 1B

 Same as CDC.   

d. before donning gloves.
Supporting evidence: 1B

 Same as CDC.   

e. immediately after removing 
gloves.
Supporting evidence 1B, 1C

 Same as CDC.   

3. For oral surgical procedures, 
perform surgical hand antisepsis 
before donning sterile surgeon’s 
gloves. Follow the manufacturer’s 
instructions by using either an an-
timicrobial soap and water, or soap 
and water followed by drying hands 
and application of an alcohol-based 
surgical hand-scrub product with 
persistent activity.
Supporting evidence: 1B

 Same as CDC. Surgical Scrub: Follow the protocol 
of the institution where the surgical 
scrub is required. Generally no rea-
son to perform this in a dental clinic. 

 

4. Store liquid hand-care products in 
either disposable closed containers 
or closed containers that can be 
washed and dried before refi lling. 
Do not add soap or lotion to (i.e., 
top off) a partially empty dispenser.
Supporting evidence: 1A

 Same as CDC.   

B. Special Considerations for Hand Hygiene and Glove Use

1. Soap should not be added to 
partially empty dispenser due to 
potential bacterial contamination.

 Lotions should be dispensed in 
small, individual-use containers 
or pump dispensers that are not 
opened or refi lled to reduce contam-
inants and bacterial growth.

Sinks for hand washing should not 
be used for any other purpose. At 
least one sink per dental operatory. 
To prevent decontaminating hands, 
use sink with hand-foot, wrist or 
knee operated handles, electric eye, 
or make use of single use towels to 
turn off faucets. Use non-refi llable 
lotion containers to avoid product 
contamination. Liquid hand wash 
products should be stored in closed 
containers and if the container 
is reusable, then wash and dry it 
thoroughly before refi lling.
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2. Consider the compatibility of 
lotion and antiseptic products and 
the effect of petroleum or other 
oil emollients on the integrity of 
gloves during product selection and 
glove use.
Supporting evidence: 1B

Consider emollient hand lotions to 
prevent hand irritation and derma-
titis. Consult lotion manufacturers 
to ensure products to ensure no 
negative interaction between lo-
tions, antimicrobial soaps or alcohol 
hand-rubs, and other dental materi-
als e.g. chlorhexidine hand hygiene 
products should be used with 
anionic hand lotions to avoid loss 
in persistence of the antimicrobial 
action of the solution.
Supporting evidence: IPC-02-08
CDC. Guideline for hand hygiene 
in health care settings: recom-
mendations of the HICPAC and 
the HICPAAC/SHEA/APIC/IDSA 
hand Hygiene Task Force. MMWR 
2002/51(RR-16).

 Consider the compatibility between 
lotion and antiseptic products and 
potential for lotion’s effect on glove 
integrity.

 

3. Keep fi ngernails short with 
smooth, fi led edges to allow thor-
ough cleaning and prevent glove 
tears .

Keep fi ngernails short to thoroughly 
clean underneath and prevent glove 
tears. Avoid artifi cial nails. Nail polish 
without chips is acceptable. 

Same as CDC.   

4. Do not wear artifi cial fi ngernails 
or extenders when having direct 
contact with patients at high risk 
e.g. those in intensive care units or 
operating rooms.
Supporting evidence: 1A

    

5. Use of artifi cial fi ngernails is usu-
ally not recommended.
Supporting evidence: II

 Same as CDC.   

6. Do not wear hand or nail jewelry 
if it makes donning gloves more 
diffi cult or compromises the fi t and 
integrity of the glove.

Avoid jewelry as it may prevent hand 
hygiene, make donning gloves diffi -
cult and can cause tearing of gloves. 
Alternately, arm and wrist jewelry 
and watches should be covered by 
the cuffs and long sleeves of protec-
tive clothing.

Same as CDC.   

Chipped nail polish can harbour 
added bacteria.

 Unchipped nail polish on short 
natural nails is acceptable.
All cases of hand dermatitis should 
be evaluated for treatment and 
follow-up. If open sores or weeping 
dermatitis exists, refrain from direct 
patient contact and handling of 
patient-care equipment until the 
condition is resolved.

Consider the use of hair covers and 
do not allow hair to contact the 
client. 

 

IV. PERSONAL PROTECTIVE EQUIPMENT (PPE)

A. Masks, Protective Eyewear, and Face Shields

1. Wear a surgical mask and eye 
protection with solid side shields 
or a face shield to protect mucous 
membranes of the eyes, nose, and 
mouth during procedures likely to 
generate splashing or spattering of 
blood or other body fl uids.
Protective eyewear for patients 
shields their eyes from spatter or 
debris generated during dental 
procedures.
Supporting evidence: 1B, 1C

Wear a mask during procedures 
which produce aerosol, or splashes, 
sprays, or spatter of blood, saliva 
other body fl uids, or water contami-
nated with blood, saliva or other 
body fl uids. Ensure mask fi ts tightly 
over nose and mouth.
DHCP should wear protective eye-
wear with solid side shields or a face 
shield a face shield should be worn 
during procedures likely to generate 
splashes, sprays or spatter of blood, 
saliva, other body fl uids, or water 
contaminated with blood, saliva or 
other body fl uids may be produced.
Eye protection for patients should 
also be used to protect their eyes 
from spatter of debris.
Supporting evidence: IPC-03-04
CDC. NIOSH. TB respiratory protec-
tion program in health care facilities: 
administrator’s guide. Cincinnati, 
OH: US Department of Health and 
Human Services, Public Health 
Service, CDC, NIOSH 99-143.
CDC Guidelines for preventing the 
transmission of Mycobacterium 
tuberculosis in health care facilities, 
1994. MMWR 1994;43(RR-13). 

Wear scrub suits during patient 
care and instrument processing. 
Supplement scrub suits with PPE 
when exposure to blood or OPIM is 
reasonably anticipated.
Wear a surgical mask and eye pro-
tection with solid side shields (e.g. 
glasses, face shield) to protect mu-
cous membranes of the eyes, nose, 
and mouth during procedures likely 
to generate splashing or spattering 
of blood or other body fl uids. 

Eye protection is essential. Employ 
eyeglasses, goggles or a face shield 
to defl ect the splatter of blood, 
saliva and airborne debris. Every day 
eyewear is not suffi cient.
Clients in the supine position should 
also wear protective eyewear. For 
clients, everyday corrective lenses 
provide adequate protection.
Remove masks when leaving the 
dental operatory or laboratory.
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2. Change masks between patients 
or during patient treatment if the 
mask becomes wet.
Supporting evidence: 1B

Change masks when they become 
contaminated or wet (from splash, 
spray or spatter), or from the OHP’s 
exhaled moist air.
Supporting evidence: IPC-03-04
CDC. NIOSH. TB respiratory protec-
tion program in health care facilities: 
administrator’s guide. Cincinnati, 
OH: US Department of Health and 
Human Services, Public Health 
Service, CDC, NIOSH 99-143.
CDC Guidelines for preventing the 
transmission of Mycobacterium 
tuberculosis in health care facilities, 
1994. MMWR 1994;43(RR-13). 

Same as CDC. Change masks between patients 
and if the mask becomes saturated 
with moisture. Wash hands after re-
positioning a mask, unless a gloved 
hand contacted only the mask. 
Remove a mask by holding onto the 
ties and the side of the mask. 

 

3. Clean with soap and water, or 
if visibly soiled, clean and disinfect 
reusable facial protective equipment 
(e.g. clinician and patient protective 
eyewear or face shields) between 
patients.
Supporting evidence: II

Properly dispose of single use masks.
Supporting evidence: IPC-03-04
CDC. NIOSH. TB respiratory 
protection program in health care 
facilities: administrator’s guide. 
Cincinnati, OH: US Department 
of Health and Human Services, 
Public Health Service, CDC, national 
Institute for Occupational Safety and 
Health, 1999. DHHS publication no. 
(NIOSH) 99-143.
CDC Guidelines for preventing the 
transmission of Mycobacterium 
tuberculosis in health care facilities, 
1994. MMWR 1994;43(RR-13). 

Same as CDC.   

Surgical masks should be NIOSH 
certifi ed (e.g. N95 respirators). 

The surgical mask should have more 
than 95% fi ltration effi ciency for 
particles 3-5 microns.
Supporting evidence: IPC-03-04
CDC. NIOSH. TB respiratory protec-
tion program in health care facilities: 
administrator’s guide. Cincinnati, 
OH: US Department of Health and 
Human Services, Public Health 
Service, CDC, NIOSH, 1999. DHHS 
publication no. (NIOSH) 99-143.
CDC Guidelines for preventing the 
transmission of Mycobacterium 
tuberculosis in health care facilities, 
1994. MMWR 1994;43(RR-13). 

  

When respirators are used in treating 
patients with diseases requiring 
airborne transmission precautions 
(e.g. TB) they should be used in 
the context of a complete respira-
tory protection program (e.g. test 
fi tting). 

When respiratory infection isolation 
precautions are necessary (e.g.. Cli-
ents with active tuberculosis) wear a 
particulate-fi lter respirator or mask 
(e.g. N95, N99 or N100). The use of 
these masks should be accompanied 
by training and fi t-testing of the 
respirator or mask.
Supporting evidence: IPC-03-04
CDC. NIOSH. TB respiratory protec-
tion program in health care facilities: 
administrator’s guide. Cincinnati, 
OH: US Department of Health and 
Human Services, Public Health 
Service, CDC, NIOSH 99-143.
CDC Guidelines for preventing the 
transmission of Mycobacterium 
tuberculosis in health care facilities, 
1994. MMWR 1994;43(RR-13). 

 Masks should have small particle 
fi ltration effi ciency ≥95% fi ltration of 
3.0 to 3.5 micron particles). Public 
health authorities may mandate the 
use of N-95 masks, which must be 
fi t tested and fi t checked each time 
the mask is put on. 

 

 An eye-wash station should be avail-
able and staff training on location, 
function and indications for use.
Supporting evidence: IPC-03-04
CDC. NIOSH. TB respiratory protec-
tion program in health care facilities: 
administrator’s guide. Cincinnati, 
OH: US Department of Health and 
Human Services, Public Health 
Service, CDC, NIOSH 99-143.
CDC Guidelines for preventing the 
transmission of Mycobacterium 
tuberculosis in health care facilities, 
1994. MMWR 1994;43(RR-13). 
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B. Protective Clothing

 Use dental rubber dams and high 
volume/high velocity suction when-
ever the creation of droplets, spatter, 
spray and aerosol occurs.
Supporting evidence: IPC-03-01
CDC Guidelines for Infection Control 
In Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17). 

 Employ a rubber dam whenever 
possible to reduce exposure of the 
dental personnel to microorganisms.

 

Protective clothing and equipment 
should be worn e.g. reusable or 
disposable gown, laboratory coat, 
or uniform that covers personal 
clothing and skin (e.g. forearms) 
likely to be soiled with blood, saliva, 
or OPIM.
Supporting evidence: 1B,1C

Re-usable PPE designed for re-use 
can be washed with soap and water. 
Infected PPE’s can be disinfected ac-
cording to the manufacturer’s direc-
tions. Disposable PPE items should 
be discarded following use.
Supporting evidence: IPC-03-01
CDC Guidelines for Infection Control 
In Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17). 

Wear protective clothing (e.g. 
long-sleeved reusable or disposable 
gown, clinic jacket) that covers 
clothing and skin (e.g. forearms) 
likely to be soiled with blood, saliva 
or OPIM. PPE does not have to be 
fl uid impervious or fl uid resistant 
to meet OSHA standards, but must 
prevent contamination of clothing 
or skin.
Procedures likely to result in spatter-
ing of blood or OPIM that require 
the use of long-sleeved protective 
clothing include but are not limited 
to, the following: the use of high-or 
low-speed handpieces or sonic or 
ultrasonic scalers; manipulation 
with sharp cutting instruments 
during periodontal and prophylaxis 
treatments; spraying water and air 
into a patient’s mouth; oral surgical 
procedures; and manual instrument 
cleaning.

  

2. Change protective clothing if 
visibly soiled; change immediately or 
as soon as feasible if penetrated by 
blood or other potentially infectious 
fl uids. OSHA bloodborne pathogens 
standards require sleeves to be long 
enough to protect forearms.
Supporting evidence: 1B, 1C

Protective clothing including gowns 
and lab-coasts are meant to be worn 
over uniforms, scrubs or street cloth-
ing. If short sleeve protective cloth-
ing is used, hand hygiene protocols 
should extend up the arms, past the 
wrists. Change protective clothing 
at least daily, or if it becomes visibly 
soiled or signifi cantly contaminated, 
as soon as feasible if penetrated by 
blood or potentially infectious fl uids.
Supporting evidence: IPC-03-06

Same as CDC. All OHP must wear a reusable or dis-
posable uniform, which must remain 
in the clinic, where access to sepa-
rate, external laundering facilities are 
available. Do not launder with family 
wash. For personnel with breaks 
in the skin integrity, long sleeves 
gowns should be provided and the 
gloves should cover the cuffs. 

 

3. Remove barrier protection, includ-
ing gloves, mask, eyewear, and 
gown before departing work area, 
e.g. dental patient care, instrument 
processing, or laboratory areas.
Supporting evidence: 1C

Remove PPE prior to leaving the 
client care area.
Supporting evidence: IPC-03-06

Same as CDC.   

C. Gloves

  Wear medical gloves when a poten-
tial exists for contacting blood, sa-
liva, OPIM, or mucous membranes.

  

2. Wear a new pair of medical gloves 
for each patient, remove them 
promptly after use, and wash hands 
immediately to avoid transfer of 
microorganisms to other patients or 
environments.
Supporting evidence: 1B

Gloves should be discarded after 
each client, or if the gloves are torn 
or punctured. Perform appropriate 
hand hygiene before applying and 
after removing gloves.
Supporting evidence: IPC-03-02
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17). 

Same as CDC. Wear gloves to treat all patients 
when hand contact with blood, 
saliva, mucous membranes or blood-
contaminated objects or surfaces is 
anticipated. Discard gloves between 
patients.
Gloves are not a substitute for hand 
washing. 

 

3. Remove gloves that are torn, cut, 
or punctured as soon as feasible and 
wash hands before regloving.
Supporting evidence: 1B, 1C

Monitor integrity of gloves and 
replace as soon as possible if there 
is a manufacturing defect, puncture 
or tear.
Supporting evidence: ICP-03-02
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17). 

Same as CDC.   
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4. Do not wash surgeon or patient’s 
examination gloves before use or 
wash, disinfect, or sterilize gloves 
for reuse.
Supporting evidence: 1B, 1C

Patient-examining gloves and sterile 
surgical gloves are for one client 
only and are discarded after use. 
Gloves should not be washed, as 
soaps, and alcohols can compromise 
the surface of latex and synthetic 
materials, leading to loss of integrity. 
Micro-porosities in glove material 
can lead to wicking of water, blood 
or saliva to the hand surface.
Supporting evidence: IPC-03-02
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

Same as CDC.   

5. Ensure that appropriate gloves 
in the correct size are readily ac-
cessible.
Supporting evidence: 1C

 Same as CDC.   

6. Use appropriate gloves (e.g. 
puncture- and chemical-resistant 
utility gloves) when cleaning instru-
ments and performing housekeep-
ing tasks involving contact with 
blood or OPIM.
Supporting evidence: 1B, 1C

Glove selection is dependent upon 
the task performed. Patient examin-
ing gloves are used for routine client 
care. Sterile surgical gloves are used 
with an open surgical wound. Utility 
gloves are used for cleaning and 
disinfection procedures and should 
be puncture and chemical resistant. 
They should be disinfected or steril-
ized at the end of the day.
Supporting evidence: IPC-03-02
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17). 

Same as CDC. Use heavy-duty utility gloves, for 
clean up and disinfection; wash 
them in disinfectant soap and reuse.

 

7. Consult with glove manufacturers 
regarding the chemical compat-
ibility of glove material and dental 
materials used.
Supporting evidence: II

Do not expose gloves to heat sourc-
es, such as x-ray unit controllers, 
lasers, fans, electrical generators, 
suction machines or motors.
Supporting evidence: IPC-03-02
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

Same as CDC.   

   Health Canada recommends pur-
chasing gloves with the Canadian 
General Standards Board (CGSB) 
certifi cation mark. 

 

   There is no evidence based docu-
mentation of a latex/non-latex glove 
type offering better protection than 
another.

 

D. Sterile Surgeon’s Gloves and Double Gloving During Oral Surgical Procedures

  Wear sterile surgeon’s gloves when 
performing oral surgical procedures.

  

2. No recommendation is offered 
regarding the effectiveness of wear-
ing two pairs of gloves to prevent 
disease transmission during oral 
surgical procedures. The majority of 
studies among HCP and DHCP have 
demonstrated a lower frequency of 
inner glove perforation and visible 
blood on the surgeon’s hands when 
double gloves are worn; however, 
the effectiveness of wearing two 
pairs of gloves in preventing disease 
transmission has not been demon-
strated.
Supporting evidence: Unresolved 
issue

Double-gloving may be used for 
procedures involving the handling 
of multiple sharp metal instru-
ments or during longer procedures. 
Double gloving should be procedure 
specifi c, not client specifi c. It may 
affect manual dexterity and tactile 
sensitivity.
Supporting evidence: IPC-03-02
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17). 

Same as CDC.   
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V. CONTACT DERMITITIS AND LATEX HYPER-SENSITIVITY

A. General Recommendations

1. Educate DHCP regarding the 
signs, symptoms, and diagnoses of 
skin reactions associated with fre-
quent hand hygiene and glove use.
When powdered gloves are worn 
more latex protein reaches the skin 
and powder particles become aero-
solyzed and can be inhaled.
Supporting evidence: 1B

 Same as CDC.
Develop policies and procedures for 
evaluation, diagnosis, and manage-
ment of DHCP with suspected or 
known latex allergy or occupational 
contact dermatitis. Seek defi nitive 
diagnosis by a qualifi ed health care 
professional for any DHCP with 
suspected latex allergy to carefully 
determine its specifi c etiology and 
appropriate treatment as well as 
work restrictions and accommoda-
tions.

Latex products are being removed 
on a gradual basis from the clinical 
environment. Powder-free latex 
gloves are strongly encouraged 
due to the dermatitis caused by the 
powder.
OHP who have demonstrated 
an allergy or sensitivity to latex 
shall be provided with a latex-free 
alternative.
OHP shall utilize latex-free gloves 
when treating clients with a history 
of latex sensitivity.
It is imperative that sensitivities to 
latex products be investigated an 
accurate diagnosis made.
A supply of latex free dams shall be 
maintained for clients with sensitiv-
ity to latex. 

 

2. Screen all patients for latex allergy 
(e.g. take health history and refer 
for medical consultation when latex 
allergy is suspected).
Supporting evidence: 1B

Medical histories for clients and OHP 
should include questions relating to 
possible latex allergy, predisposing 
conditions for latex allergy, including 
previous history of allergies, a history 
of early latex exposure or related 
allergies to certain fruits and nuts.
Supporting evidence: IPC-03-03
CDC. NIOSH Alert: preventing aller-
gic reactions to natural rubber latex 
in the workplace. Cincinnati, OH: US 
Department of health and Human 
Services, Public Health Service, CDC, 
NIOSH 1997. 

If using latex gloves, use reduced 
protein, powder-free gloves to 
reduce exposure to latex allergens.

Clients at risk of anaphylactic shock 
due to a documented latex allergy 
shall be referred to a civilian latex-
free practice. If treated in a DCFDS 
facility: 1. they should be the fi rst 
client of the day. 2. use no latex in 
the facility until they have left.

 

3. Ensure a latex-safe environment 
for patients and DHCP with latex al-
lergy. Dental patients with a history 
of latex allergy can be at risk from 
dental products e.g. prophylaxis 
cups, rubber dams, ortho elastics 
and medication vials. 

Clients with latex allergy (type 1 
immunologic reactions which are 
IgE antibody mediated and result 
in respiratory and anaphylactic 
reactions) should be treated in an 
environment where contact with 
latex proteins, either directly or 
airborne, is kept as low as reason-
ably achievable (ALARA). Remove 
or cover latex-containing materials 
or devices from the treatment area. 
The following precautions should 
also be taken: the operatory and the 
sterilization of instruments should be 
done by an OHP wearing only non-
latex gloves. Instruments should not 
come in contact with any other in-
struments that may have contacted 
latex. Schedule appointments at 
the beginning of the day to reduce 
exposure to airborne allergens.
Supporting evidence: IPC-03-03
CDC NIOSH Alert: preventing aller-
gic reactions to natural rubber latex 
in the workplace. Cincinnati, OH: US 
Department of health and Human 
Services, Public health Service, CDC, 
NIOSH 1997.

Same as CDC.  3. “No latex” includes latex in 
the following items: gloves, masks 
with latex straps, local anesthetic 
carpules, prophy cups.

 

4. Have emergency treatment kits 
with latex-free products available at 
all times.
Supporting evidence: II

Keep latex-free emergency treat-
ment kits available.
Supporting evidence: IPC-03-03
CDC. NIOSH Alert: preventing aller-
gic reactions to natural rubber latex 
in the workplace. Cincinnati, OH: US 
Department of health and Human 
Services, Public health Service, CDC, 
NIOSH, 1997.

Same as CDC.   
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VI. STERILIZATION AND DISINFECTION OF PATIENT CARE ITEMS

A. General Recommendations

1. Use only FDA-cleared medical 
devices for sterilization and follow 
the manufacturer’s instructions for 
correct use.
Supporting evidence: 1B

 The following methods of heat 
sterilization are acceptable: 
steam autoclave (either gravity 
displacement or prevacuum type); 
unsaturated chemical vapor sterilizer 
(chemiclave); or dry heat sterilizers 
(either static or forced air). Assure 
that scheduled maintenance and 
calibration are performed on all 
decontamination and sterilization 
equipment according to manufac-
turer recommendations and MTF 
guidance.

  

2. Clean and heat-sterilize critical 
dental instruments before each use.
Supporting evidence: 1A

Critical care items are used to 
penetrate soft tissue or bone, and 
should be heat sterilized.
Supporting evidence: IPC-04-01

Same as CDC. Clean instruments prior to disinfec-
tion or sterilization to remove blood, 
saliva, tissue, and adherent dental 
materials, which act as barriers 
to disinfection/sterilization. Clean 
using manual scrubbing, ultrasonic 
cleaning, or by using an instrument 
washer.

 

3. Clean and heat-sterilize semi criti-
cal items before each use.
Supporting evidence: 1B

Semi critical care items only touch 
mucous membranes or non-intact 
skin. They should be heat sterilized, 
or if health-sensitive disinfected with 
high-level disinfection.
Supporting evidence: IPC-04-01

Same as CDC.   

4. Allow packages to dry in the 
sterilizer before they are handled to 
avoid contamination.
Supporting evidence: 1B

    

5. Use of heat-stable semi critical 
alternatives is encouraged.
Supporting evidence: 1B

    

6. Reprocess heat-sensitive critical 
and semi critical instruments by 
using FDA-cleared sterilant/high-
level disinfectants or an FDA-cleared 
low-temperature sterilization 
method (e.g. ethylene oxide). Fol-
low manufacturer’s instructions for 
use of chemical sterilants/high-level 
disinfectants.
Supporting evidence: 1B

Low-temperature sterilization using 
ethylene oxide gas (ETO) may be 
used in larger health care facilities, 
such as hospitals, but the hazardous 
vapours produced, make it impracti-
cal for private practice settings. 

Same as CDC.
Using heat sensitive, semi critical 
items that must be processed 
with liquid chemical germicides is 
discouraged.
Do not install ethylene oxide steril-
ization equipment in dental clinics.

  

7. Single-use disposable instruments 
are acceptable alternatives if they 
are used only once and disposed of 
correctly.
Supporting evidence: 1B, 1C

 Single-use devices are for one 
patient only, and must be disposed 
of appropriately.

  

  Do not use intermediate or low-level 
disinfectants intended for use on 
environmental surfaces to clean and 
disinfect dental instruments.

  

8. Do not use liquid chemical 
sterilants/high-level disinfectants for 
environmental surface disinfection 
or as holding solutions.
Supporting evidence: 1B, 1C

 Same as CDC. There are 4 classes of chemical 
disinfectants: chlorides, iodine, 
combination synthetic phenolics and 
glutaraldehydes. All of these disin-
fectants, except the glutaraldehydes, 
are acceptable for both surface and 
immersion disinfection. In some 
provinces (e.g. British Columbia) 
there are limits on workers’ exposure 
to glutaraldehyde fumes. B.C. 
requires the use of fume hoods and 
extraction fans in health care set-
tings using glutaraldehyde.
Do not use alcohol, the quaternary 
ammonium compounds and simple 
or single phenols. 

 

9. Ensure that non critical patient-
care items are barrier-protected or 
cleaned, or if visibly soiled, cleaned 
and disinfected after each use with 
an EPA-registered hospital disinfec-
tant. If visibly contaminated with 
blood, use an EPA-registered hospital 
disinfectant with a tuberculocidal 
claim (i.e. intermediate level).
Supporting evidence: 1B

Non critical care items contact only 
intact skin. These items can be 
barrier protected or cleaned and if 
contaminated by blood, saliva or 
other body fl uid, cleaning followed 
by disinfection.
Supporting evidence: IPC-04-01

Same as CDC.   
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10. Inform DHCP of all OSHA 
guidelines for exposure to chemical 
agents used for disinfection and ster-
ilization. Using this report, identify 
areas and tasks that have potential 
for exposure.
Supporting evidence: 1C

 Same as CDC.   

  Clean, lubricate, and heat-sterilize 
all dental handpieces, including 
prophy angles and motors between 
patients. 

  

B. Instrument Processing Area

2. Train DHCP to employ work prac-
tices that prevent contamination of 
clean areas.
Supporting evidence: II

 Same as CDC.   

C. Receiving, Cleaning, and Decontamination Work Area

Process instruments in a designated 
central processing area. If manual 
cleaning is not performed im-
mediately, place instruments in a 
puncture resistant container and 
soak with detergent, disinfectant/
detergent or enzymatic cleaner.

Central processing areas should have 
clear sections for receiving, cleaning 
and decontamination; preparation 
and packaging; sterilization; storage 
of processed instruments (or storage 
in the operatory). Decontamination 
and cleaning should precede all dis-
infection and sterilization processes.
Supporting evidence: IPC-04-02 

Designate a central processing area. 
Divide the area physically, or at a 
minimum spatially, into distinct 
areas for receiving, cleaning, and 
decontamination; preparation 
and packaging; sterilization; and 
storage. Do not store sterile or 
clean instruments in an area where 
contaminated instruments are held 
or cleaned.
Clean all visible blood and other 
contamination from instruments 
and devices before sterilization or 
disinfection. The use of holding 
solutions are optional, but should be 
considered to prevent hardening of 
bioburden.

Sorting and Soaking: If instruments 
and small items cannot be cleaned 
immediately, submerge in water 
and/or detergent. Heavy non im-
mersible items should be wrapped in 
or covered with a wet towel.

 

2. Use automated cleaning equip-
ment (e.g. ultrasonic cleaner or 
washer-disinfector) to remove debris 
to improve cleaning effectiveness 
and decrease worker exposure to 
blood.
Supporting evidence: 1B

An automated process for cleaning 
instruments (e.g. ultrasonic cleaner 
or washer-disinfector) is preferable 
to hand scrubbing to reduce risk of 
injury. Rinse instruments after clean-
ing to remove chemical or detergent 
residue. If cleaning is not done 
immediately, use a holding solution. 
Holding solutions with fi xative and 
toxic natures should not be used 
(e.g. glutaraldehyde and high level 
disinfectants).
Supporting evidence: IPC-04-02

Same as CDC. The cleaning detergent must be 
compatible with the disinfection 
process. An enzymatic solution may 
be used. Combination low-level 
disinfectant-detergent products 
(germicidal detergents) can be used 
to clean items that do not require 
further disinfection or sterilization 
(e.g. intravenous IV poles, articula-
tors).
Rinse and dry after cleaning.
Dental handpieces must be cleaned 
by hand or with specifi c devices 
designed for handpiece cleaning.
Ultrasonic cleaning is usually more 
effective than manual scrubbing 
and decreases the likelihood of 
PI to staff. Instruments should be 
suspended in the ultra sonic cleaner 
and not placed on the bottom of the 
chamber fl oor. Follow instructions 
for the ultrasonic cleaner, including 
the appropriate detergents and test 
the cleaner once a month according 
to instructions.
Instrument washers automatically 
wash, clean, rinse and dry instru-
ments and they may also sanitize, 
disinfect and sterilize. They minimize 
handling and reduce the possibility 
of PI.
Manual scrubbing is generally 
less effective than other cleaning 
methods and it jeopardizes worker 
safety. It should be reserved for 
items that remain visibly soiled after 
automated cleaning. Thorough 
rinsing is necessary. Drying prevents 
microbial growth.
Inspect items for traces of organic 
soil, oil, grease and other matter 
prior to sterilization.

 

3. Use work-practice controls that 
minimize contact with sharp instru-
ments if manual cleaning is neces-
sary (e.g. long-handled brush).
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4. Wear puncture- and chemical-
resistant/heavy-duty utility gloves for 
instrument cleaning and decontami-
nation procedures.

The following workplace controls 
should be used for instrument/de-
vice decontamination and operatory 
clean-up:
- Wear puncture-resistant gloves.
- Transport used instruments in a 
rigid or puncture-resistant container.
- Use a long-handled brush for 
manual cleaning.
- Use strainer -type basket to hold 
instruments and forceps to remove 
instruments from containers.
- Wear PPE during instrument 
decontamination.
Supporting evidence: IPC 04-02

Same as CDC. Heavy rubber gloves should be worn 
and scrub instruments below the 
water surface to prevent aerosoliza-
tion and splashing.

 

5. Wear appropriate PPE (e.g. mask, 
protective eyewear, and gown) 
when splashing or spraying is antici-
pated during cleaning.
Supporting evidence: 1C

 Same as CDC. Instrument cleaning and steriliza-
tion/disinfection staff must be 
properly trained, wear personal 
protective equipment, appropriate 
to the task, in order to protect them-
selves from exposure to pathogens 
and chemical. These employees 
should be immunized. 

 

  Minimize handling of loose contami-
nated instruments during transport 
to the instrument processing area.

  

  Table-top ultrasonic cleaning 
equipment should be periodically 
tested according to manufacturer’s 
instructions. 

  

D. Preparation and Packaging

   All instruments that can withstand 
high heat should be heat sterilized. 
Glass bead sterilizers and microwave 
ovens are not acceptable for 
sterilization. 

 

2. Use a container system or wrap-
ping compatible with the type of 
sterilization process used and that 
has received FDA clearance.
Supporting evidence: 1B

For semi critical and critical instru-
ments, inspect for cleanliness, wrap 
and place in containers designed 
to maintain sterility during storage. 
Immerse hinged instruments in a 
rust inhibitor and process opened 
and unlocked. Place a chemical in-
dicator on the outside of instrument 
package. Use packaging materials 
specifi cally designed for the type of 
sterilization process used.
Supporting evidence: IPC-04-02

Use an FDA-cleared container system 
or wrapping compatible with the 
type of sterilization process used.

  

Items to be sterilized should be ar-
ranged to permit free circulation of 
the sterilizing agent. Hinged instru-
ments should be left open.

 Arrange packs loosely in the 
sterilization chamber. Open or disas-
semble hinged or other complex 
instruments to permit exposure to 
sterilizing agents.

  

3. Before sterilization of critical 
and semi critical care instruments, 
inspect instruments for cleanliness, 
then wrap or place them in contain-
ers designed to maintain sterility 
during storage (e.g. cassettes and 
organizing trays).
Supporting evidence: 1A

 Same as CDC.   

Processing Critical Care Items

Critical care items should be heat 
sterilized.

Critical care items should be steril-
ized by heat.
Supporting evidence: IPC-04-02
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Processing Semi Critical Care Items

Semi critical care items should be 
heat sterilized. If the semi critical 
care item is heat sensitive it should 
at a minimum be processed with 
high-level disinfection.

Processing semi critical care items 
using heat. Items that cannot be 
sterilized should receive high-level 
disinfection (which does not neces-
sarily destroy high levels of bacterial 
spores) by liquid immersion and 
then rinsing with sterile water. Due 
to toxicity of disinfection liquids use 
closed containers and chemically 
resistant gloves and aprons, goggles 
and face shields.
Supporting evidence: IPC-04-03
CDC. Epidemiologic notes and 
reports: symptoms of irritation 
associated with exposure to 
glutaraldehyde-colourado. MMWR 
1987;36:190-1.
CDC Guidelines for environmental 
infection control in health care 
facilities: recommendations of 
CDC and the HICPAC. MMWR 
2003;52(RR-10).

   

Processing Non-Critical Care Items

 Non-critical care items should 
be cleaned, or, if contaminated, 
cleaned and then disinfected with 
a hospital-grade tuberculocidal 
intermediate-level disinfectant. If 
cleaning and disinfection damages 
the surfaces, use disposable barriers.
Supporting evidence: IPC-04-05.
CDC Guidelines for Environmental 
Infection Control in health care 
Facilities: Recommendations of 
CDC and the HICPAC. MMWR 
2003;52(RR-10).
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

   

E. Sterilization of Unwrapped Instruments

1. Clean and dry instruments before 
the unwrapped sterilization cycle.
Supporting evidence: 1B

 Same as CDC.   

2. Use mechanical and chemical 
indicators for each unwrapped 
sterilization cycle (i.e., place an 
internal chemical indicator among 
the instruments or items to be 
sterilized).
Supporting evidence: 1B

 Same as CDC.   

3. Allow unwrapped instruments to 
dry and cool in the sterilizer before 
they are handled to avoid contami-
nation and thermal injury.
Supporting evidence: II

 Same as CDC.   

4. Semi critical instruments that 
will be used immediately or within 
a short time can be sterilized un-
wrapped on a tray or in a container 
system, provided that the instru-
ments are handled aseptically during 
removal from the sterilizer and trans-
port to the point of use.
Supporting evidence: II

 Same as CDC.   

5. Critical instruments intended for 
immediate reuse can be sterilized 
unwrapped if the instruments are 
maintained sterile during removal 
from the sterilizer and transport to 
the point of use (e.g. transported in 
a sterile covered container).
Supporting evidence: 1B

 Same as CDC.   

6. Do not sterilize implantable 
devices unwrapped.
Supporting evidence: 1B

 Same as CDC.   

7. Do not store critical instruments 
unwrapped.
Supporting evidence: 1B
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Allow instruments to dry and cool 
before handling. 

 Flash Sterilization Cycles: Do not use 
fl ash sterilization for convenience, 
as an alternative to purchasing ad-
ditional instrument sets, or to save 
time. Clean and dry instruments 
before the fl ash sterilization cycle. 
Do not package or wrap instruments 
used during fl ash sterilization unless 
the sterilizer is specifi cally designed 
and labelled for this use. Use 
mechanical, chemical and biological 
indicators. Allow instruments to dry 
and cool before they are handled. 
Critical instruments intended for 
immediate reuse can undergo fl ash 
sterilization if the instruments are 
maintained sterile during removal 
from the sterilizer and transport to 
the point of use in a sterile covered 
container. Semi critical instruments 
that will be used immediately or 
within a short time can undergo 
fl ash sterilization on a tray or in a 
container system, provided that the 
instruments are handled aseptically 
during removal from the sterilizer 
and transported to the point of use. 
Do not fl ash-sterilize implantable 
devices.

  

F. Sterilization Monitoring

1. Use mechanical, chemical, and 
biological monitors according to the 
manufacturer’s instructions to ensure 
the effectiveness of the sterilization 
process.
Supporting evidence: 1B

Monitor sterilization procedures 
and equipment using mechanical, 
chemical and biological indicators. 
Reprocesses if any of these methods 
fails.
Supporting evidence: IPC-04-04

Same as CDC. Follow manufacturer’s instructions. 
Any malfunction should be noted 
and action taken for reprocessing. 
Clinic should have a protocol to fol-
low if monitoring shows equipment 
failure.

 

 Monitor equipment’s ability to 
achieve sterilization, through 
mechanical, chemical and biological 
indicators.
Do not use “liquid chemical steri-
lants” to sterilize critical and semi 
critical care instruments.
Bead sterilizers may be used when 
the instruments is being used mid- 
procedure on the same individual.

Label package with: sterilizer identifi -
cation number; load number; opera-
tor’s initials, and indefi nite shelf-life 
label. The use of self-adhesive labels 
or tapes is preferred. Labelling 
markers should be indelible, non 
bleeding and non toxic. 

  

2. Monitor each load with mechani-
cal (e.g. time, temperature, and 
pressure) and chemical indicators. 
Chemical indicators do not guaran-
tee that sterilization has taken place, 
they allow determination of certain 
equipment malfunctions. Biological 
indicators are the accepted method 
for monitoring sterilization. Me-
chanical indicators do not ensure 
sterilization, but indicate a problem 
with the sterilization cycle.
Supporting evidence: II 

Mechanical monitoring includes 
observing cycle time, temperature, 
and pressure by observing the 
gauges. Correct readings don’t en-
sure sterilization, however, incorrect 
readings may indicate a problem 
with equipment.
Supporting evidence: IPC-04-04

 Monitor with chemical, mechanical 
and biological indicators.
Chemical indicators including time/
temp/ and/or humidity sensitive 
tape, strips or pellets should be used 
on every package. Indicators should 
also be used inside each large pack-
age wrapped in cloth. Chemical 
indicators do not guarantee that 
sterilization has taken place.
Mechanical indicators, such as 
thermometers, time indicators 
and pressure monitors must be 
monitored for every load. They do 
not guarantee that sterilization has 
taken place.
Biological indicators (spore tests) 
are the only accurate tests that 
monitor the actual effectiveness of 
the sterilization process and confi rm 
that sterilization has taken place. 
All sterilizers must be monitored 
with a spore test at least monthly. 
Critical care items should be placed 
in a sterilizer that is tested weekly. 
If the spore test is positive, the 
equipment should be checked and if 
the repeated test is positive and the 
device should be serviced. Maintain 
records for a period of two years in-
cluding sterilizer serial number, date 
of testing, test results, temperature 
conditions and the operator. 
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3. Place a chemical indicator on 
the inside of each package. If the 
internal indicator is not visible from 
the outside, also place an exterior 
chemical indicator on the package. 

Chemical indicators (tape or special 
markings) do not prove steriliza-
tion has been achieved, they detect 
certain equipment malfunctions and 
help identify procedural errors.
Supporting evidence: IPC-04-04

Use an internal chemical indicator 
in each package. If the indicator 
cannot be seen from the outside of 
the package, also use an external 
indicator.

  

4. Place items/packages correctly 
and loosely into the sterilizer so as 
not to impede penetration of the 
sterilant.
Supporting evidence: 1B

Biological indicators (BI), i.e. spore 
tests, verify the sterilization process 
directly. Periodically use BI, at least 
weekly.
Supporting evidence: IPC-04-04

   

5. Do not use instrument packs if 
mechanical or chemical indicators 
indicate inadequate processing.
Supporting evidence: 1B

 Same as CDC.   

6. Monitor sterilizers at least weekly 
by using a biological indicator with 
a matching control (i.e., biological 
indicator and control from same lot 
number).
Supporting evidence: 1B

A control BI, from the same lot as 
the test indicator and not processed 
through the sterilizer, should b in-
cubated with the test BI; the control 
BI should yield positive results for 
bacterial growth.
Supporting evidence: IPC-04-04

Same as CDC.   

7. Use a biological indicator for 
every sterilizer load that contains 
an implantable device. Verify results 
before using the implantable device, 
whenever possible.
Supporting evidence: 1B

    

  Perform air removal testing on pre-
vacuum steam autoclaves according 
to manufacturer’s instructions. 

  

8. The following are recommended 
in the case of a positive spore test:

In the event of a positive spore test:
Supporting evidence: IPC-04-04

Recommendations for a positive 
spore test:

  

 a) Repeat the BI test immediately 
after correctly loading the sterilizer 
and using the same cycle that pro-
duced the failure.
Supporting evidence: IPC-04-04

Items other than implantable 
devices do not necessarily need to 
be recalled.

  

a. Remove the sterilizer from service 
and review sterilization procedures 
(e.g. work practices and use of 
mechanical and chemical indicators) 
to determine whether operator error 
could be responsible.
Supporting evidence: II

b) Remove the sterilizer from service, 
and all records reviewed of chemical 
and mechanical monitoring since 
the last negative BI test.
Supporting evidence: IPC-04-04

Same as CDC.   

b. Retest the sterilizer by using 
biological, mechanical, and chemical 
indicators after correcting any iden-
tifi ed procedural problems.
Supporting evidence: II

c) Common reasons for a positive BI 
in the absence of mechanical failure 
include:
overloading, failure to provide ad-
equate package separation, incorrect 
or excessive packaging material.
Supporting evidence: IPC-04-04

Same as CDC.   

c. If the repeat spore test is negative, 
and mechanical and chemical indi-
cators are within normal limits, put 
the sterilizer back in service.
Supporting evidence: II

d) Put sterilizer back into service 
if the BI test is negative and the 
chemical and mechanical monitor-
ing indicates adequate processing.

Same as CDC.   

 e) Retain results of biological 
monitoring.

   

9. The following are recommended 
if the repeat spore test is positive: 

 Recommendations if the repeat 
spore test is positive:

  

a. Do not use the sterilizer until it 
has been inspected or repaired or 
the exact reason for the positive test 
has been determined.
Supporting evidence: II

 Same as CDC.   

b. Recall, to the extent possible, and 
reprocess all items processed since 
the last negative spore test.
Supporting evidence: II

 Same as CDC.   

c. Before placing the sterilizer back 
in service, rechallenge the sterilizer 
with biological indicator tests in 
three consecutive empty chamber 
sterilization cycles after the cause 
of the sterilizer failure has been 
determined and corrected.
Supporting evidence: II

 Same as CDC.   
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10. Maintain sterilization records 
(i.e. mechanical, chemical, and 
biological) in compliance with state 
and local regulations.
Supporting evidence: 1B

 Maintain sterilization records for a 
period dictated by local statutes and 
MTF policy or two years, whichever 
is longer. Minimum documentation 
includes: date and time of test; b. 
sterilizer ID #; sterilizer conditions - 
temperature and exposure period, if 
available; individual conducting the 
test; results of the test and control 
and nature and date of any malfunc-
tions or repairs. 

  

G. Storage Area for Sterilized Items and Clean Dental Supplies

1. Implement practices on the basis 
of date- or event-related shelf-life for 
storage of wrapped, sterilized instru-
ments and devices.
Supporting evidence: 1B

 Same as CDC.   

2. Even for event-related packaging, 
at a minimum, place the date of 
sterilization, and if multiple sterilizers 
are used in the facility, the sterilizer 
used, on the outside of the packag-
ing material to facilitate the retrieval 
of processed items in the event of a 
sterilization failure.
Supporting evidence: 1B

 Label packages as discussed in the 
Preparation and Packaging section.

  

3. Examine wrapped packages of 
sterilized instruments before open-
ing them to ensure the barrier wrap 
has not been compromised during 
storage.
Supporting evidence: II

 Same as CDC.   

4. Reclean, repack, and resterilize 
any instrument package that has 
been compromised.
Supporting evidence: II

 Same as CDC.   

5. Store sterile items and dental sup-
plies in covered or closed cabinets, 
if possible. Do not store under sinks 
or other locations where they might 
become wet.
Supporting evidence: II

 Store sterile items and dental sup-
plies in clean, dry, and dust/lint-free 
areas with limited access. Covered or 
closed cabinets are recommended. If 
sterile items are stored in a patient-
care area, they must be in covered 
or closed cabinets.
Do not store sterile supplies or 
patient-care items under the sink 
(or any location where they may be-
come wet), on the fl oor, windowsill, 
or any area other than designated 
shelving or cabinets.
Do not store sterile items with items 
not intended for clinical use.
As a general rule, keep like items 
together.
To allow for adequate air circulation, 
cleaning and compliance with local 
fi re codes, follow MTF guidelines. In 
the absence of such guidance store 
clean and sterile materials at least 
8 to 10 inches above the fl oor, 
18 inches below the ceiling, and 
2 inches from the outside walls.
Maintain stock rotation according to 
the “fi rst in, fi rst out” principle.
Only handle packages when abso-
lutely necessary. Do not use ship-
ping cartons to dispense sterile or 
clean patient treatment items. Sterile 
supplies should be trans ported in a 
covered or enclosed cart. 

  

VII. ENVIRONMENTAL INFECTION CONTROL

A. General Recommendations

  Do not use bleach as a primary hos-
pital-grade environmental surface 
disinfectant in the dental clinic. A 
manufacturer-recommended diluted 
bleach solution maybe e used to 
clean DUWLs

  

1. Follow the manufacturer’s instruc-
tions for correct use of cleaning and 
EPA-registered hospital disinfecting 
products.
Supporting evidence: 1B, 1C

 Same as CDC.   
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2. Do not use liquid chemical steri-
lants/high-level disinfectants for dis-
infection of environmental surfaces 
(clinical contact or housekeeping).
Supporting evidence: 1B, 1C

 Same as CDC.   

3. Use PPE, as appropriate, when 
cleaning and disinfecting environ-
mental surfaces. Such equipment 
might include gloves (e.g. puncture- 
and chemical-resistant utility), 
protective clothing (e.g. gown, 
jacket, or lab coat), and protective 
eyewear/face shield, and mask.
Supporting evidence: 1C

 Same as CDC.   

  Do not use low-or intermediate-level 
disinfectants on critical or semi criti-
cal dental instruments or materials. 
Avoid the use of spray bottles that 
generate mists or aerosols. Do not 
immerse gauze in disinfectants 
or wrap items in disinfectant to 
minimize the spray. To facilitate 
daily cleaning, keep treatment areas 
free of unnecessary equipment and 
supplies.

  

B. Clinical Contact Surfaces

1. Use surface barriers to protect 
clinical contact surfaces, particularly 
those that are diffi cult to clean (e.g. 
switches on dental chairs) and 
change surface barriers between 
patients.
Supporting evidence: II

Environmental surfaces such 
as clinical contact surfaces and 
housekeeping surfaces typically need 
to be cleaned only. Whenever the 
environmental surface is suspected 
to be contaminated with blood, 
saliva, or other bodily fl uids or water 
containing any bodily fl uid, then it 
should be cleaned and disinfected. 
These surfaces can also be barrier 
protected. Clinical contact surfaces 
that may have been contaminated 
should be cleaned and disinfected 
between clients and at the end of 
the workday using a hospital-grade 
tuberculocidal intermediate-level 
disinfectant.
Supporting evidence: IPC-05-01
CDC Guidelines for Environmental 
Infection Control in health care Facil-
ities: recommendations for CDC and 
HICPAC. MMWR 2003;52(RR-10).
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

Same as CDC.   

  Clean and disinfect surfaces between 
patients only when the integrity of 
physical barriers has been compro-
mised or when visibly soiled. Clean 
and disinfect environmental surfaces 
that have been covered with barriers 
at the end of each clinical day.

  

2. Clean and disinfect clinical 
contact surfaces that are not barrier-
protected, by using an EPA-regis-
tered hospital disinfectant with a 
low- (i.e., HIV and HBV label claims) 
to intermediate-level (i.e., tuber-
culocidal claim) activity after each 
patient. Use an intermediate-level 
disinfectant if visibly contaminated 
with blood.
Supporting evidence: 1B

Barrier protection for clinical 
contact surfaces and equipment 
include: clear plastic wrap, plastic 
bags, plastic sheets, plastic tubing, 
plastic-backed paper, materials that 
are impervious to moisture. Remove 
and discard between clients, using 
gloves. If the surface below became 
contaminated, it should be cleaned 
and disinfected. Discard gloves fol-
lowing removal of the barrier.
Supporting evidence: IPC-05-02
CDC Guidelines for Environmen-
tal Infection Control In health 
care Facilities: recommendations 
of CDC and HISPAC. MMWR 
2003;52(RR-10).

Same as CDC, except that the 
disinfectant is required to be at least 
intermediate-level.

Most surfaces are classifi ed as non 
critical with respect to transmission 
of disease; however, CDC does not 
consider low-level disinfectants to be 
adequate for cleaning these surfaces; 
instead, intermediate level agents 
are the minimum to be used.
Clean and dry surfaces prior to 
disinfection.
Differs from CDC - Parts of the 
dental unit and chair require daily 
sanitization with a low or intermedi-
ate level disinfection agent. how-
ever, other areas, such as switches, 
headrests and brackets trays, chair 
adjustment controls, light handles, 
air/water syringe handles, saliva 
ejector and vacuum couplings, unit 
switches and handles, mobile cart 
or operatory counter surfaces, and 
operatory sink hand-operated valves 
require intermediate to high-level 
agents. 
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  General cleaning and disinfection 
are recommended for clinical con-
tact surfaces, dental unit surfaces, 
and countertops at the end of daily 
work activities and are required if 
surfaces have become contaminated 
since their last cleaning.

  

C. Housekeeping Surfaces

1. Clean housekeeping surfaces (e.g. 
fl oors, walls, and sinks) with a deter-
gent and water or an EPA-registered 
hospital disinfectant/detergent on 
a routine basis, depending on the 
nature of the surface and type and 
degree of contamination, and as ap-
propriate, based on the location in 
the facility, and when visibly soiled.
Supporting evidence: 1B

Housekeeping surfaces should be 
periodically cleaned with dilute 
detergents or household low-
level disinfectants. If the surface is 
contaminated with blood, saliva 
or other bodily fl uids, the surface 
should be cleaned promptly and 
then disinfected with a hospital-
grade tuberculocidal intermediate-
level disinfectant. Visible organic 
material should be removed with 
absorbent material and discarded 
in a leak-proof container. If tubercu-
locidal disinfectant is not available, 
use a 1:100 dilution of sodium 
hypochlorite e.g. approximately 60 
ml. or 1/4 cup of 5.25% household 
chlorine bleach in 4 litres [1 gallon] 
of water.
Supporting evidence: IPC-05-03
CDC Guidelines for Environmen-
tal Infection Control In health 
care Facilities: recommendations 
of CDC and HISPAC. MMWR 
2003;52(RR-10).

Same as CDC. Clean walls, blinds, 
and window curtains in patient-care 
areas when they are visibly dusty 
or soiled.

Floors should be washed daily 
with a low or intermediate level 
disinfectant and walls should be 
washed monthly. No carpets on the 
operatory fl oors.

 

2. Clean mops and cloths after use 
and allow to dry before reuse; or use 
single-use, disposable mop heads 
or cloths.
Supporting evidence: II

Cleaning tools, such as mop heads 
of cloths should be cleaned after 
use and allowed to dry before reuse. 
Single use items avoid spreading 
contamination. Fresh cleaning solu-
tion should be made each day. Allow 
the container to dry between uses. 

   

3. Prepare fresh cleaning or EPA-
registered disinfecting solutions 
daily and as instructed by the 
manufacturer.
Supporting evidence: II

    

4. Clean walls, blinds, and window 
curtains in patient-care areas when 
they are visibly dusty or soiled.
Supporting evidence: II

    

D. Spills of Blood and Body Substances

1. Clean spills of blood or OPIM and 
decontaminate surface with an EPA-
registered hospital disinfectant with 
low- (i.e., HBV and HIV label claims) 
to intermediate-level (i.e., tubercu-
locidal claim) activity, depending on 
size of spill and surface porosity.
Supporting evidence: 1B, 1C

 Same as CDC. Use of commercially 
available spill kits is recommended.

  

E. Carpet and Cloth Furnishings

1. Avoid using carpeting and cloth-
upholstered furnishings in dental 
operatories, laboratories, and instru-
ment processing areas.
Supporting evidence: II

Do not use carpeting and cloth fur-
nishings in client care areas, as they 
cannot be reliably disinfected.
Supporting evidence: CDC Guide-
lines for Environmental Infection 
Control In health care Facilities: rec-
ommendations of CDC and HISPAC. 
MMWR 2003;52(RR-10).

Same as CDC.   

F. Regulated Medical Waste

1. General Recommendations

a. Develop a medical waste manage-
ment program. Disposal of regulated 
medical waste must follow federal, 
state, and local regulations.
Supporting evidence: 1C

Develop a plan for management of 
medical waste (that includes stor-
age, handling, neutralization and 
disposal) that complies with local 
provincial and municipal regulations.
Supporting evidence: IPC-05-04

Follow federal, state and local 
regulations for disposal of regulated 
medical waste. Defi nitions of regu-
lated medical waste vary by locality.
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b. Ensure that DHCP who handle 
and dispose of regulated medical 
waste are trained in appropriate 
handling and disposal methods and 
informed of the possible health and 
safety hazards.
Supporting evidence: 1C

 Same as CDC.   

2. Management of Regulated Medical Waste in Dental Health Care Facilities

a. Use a colour-coded or labelled 
container that prevents leakage (e.g. 
biohazard bag) to contain nonsharp 
regulated medical waste.
Supporting evidence: 1C

Place non-sharp medical waste in a 
leak-resistant sturdy bag, which is 
securely closed.
Supporting evidence: IPC-05-04

Same as CDC. Discard contaminated disposable 
items (cotton rolls, rubber dams, 
paper products by containerization 
immediately after each client. Place 
them in a small plastic bag and tie it 
off and then discard in the operatory 
waste container, which should be 
discarded on a daily basis. Employ 
heavy-duty garbage bags or double 
bagging to prevent inadvertent 
littering. Some jurisdictions require 
auto claving of this waste before it 
can be legally discarded in municipal 
sanitation dumpsites.

 

b. Place sharp items (e.g. needles, 
scalpel blades, orthodontic bands, 
broken metal instruments, and 
burs) in an appropriate sharps 
container (e.g. puncture resistant, 
colour-coded, and leak proof). 
Close container immediately before 
removal or replacement to prevent 
spillage or protrusion of contents 
during handling, storage, transport, 
or shipping.
Supporting evidence: 1C

Keep puncture resistant sharps 
containers near point of use.

Same as CDC. Discard needles, suture needles, burs 
and scalpel blades in a puncture-re-
sistant, colour-coded and leak proof 
sharps containers. Close after each 
use and do not fi ll past the fi ll line.

 

c. Pour blood, suctioned fl uids or 
other liquid waste carefully into a 
drain connected to a sanitary sewer 
system, if local sewage discharge 
requirements are met and the state 
has declared this an acceptable 
method of disposal. Wear appropri-
ate PPE while performing this task.
Supporting evidence: 1C

The OHP wearing appropriate PPE 
can pour containers with blood or 
saliva can be poured into a utility 
sink, drain or toilet.
Supporting evidence: IPC-05-04

Same as CDC. Pour blood and other body fl uids 
carefully down a drain connected 
to a sanitary sewer (e.g. toilet, most 
sinks). Some jurisdictions require 
pretreatment of biomedical liquid 
waste (including effl uent from saliva 
ejector) with an intermediate to 
high-level disinfectant before they 
are discharged into the municipal 
sewer system.

 

VIII. DENTAL UNIT WATERLINES (DUWL), BIOFILM, AND WATER QUALITY

A. General Recommendations

1. Use water that meets EPA regula-
tory standards for drinking water 
(i.e., <500 CFU/mL of heterotrophic 
water bacteria) for routine dental 
treatment output water.
Supporting evidence: 1B, 1C

Follow regular waterline mainte-
nance procedures outlined below to 
reduce the DUWL microorganisms 
to less than 500 CFU/mL.
Supporting evidence: IPC-05-05

Same as CDC. The minimum quality of water that 
should be delivered by the DUWL 
should have less than 500 colony 
forming units of bacteria per mil-
liliter (<500 CFU/ml).

 

2. Consult with the dental unit 
manufacturer for appropriate meth-
ods and equipment to maintain 
the recommended quality of dental 
water.
Supporting evidence: II

Do not use waterline heaters.
Do not touch the tubing with fi n-
gers or gloved hand when changing 
the water coolant bottle of a closed 
water system.
Use a bulb syringe or sterile, single-
use disposable products for irrigat-
ing open vascular sites and invasive 
surgical procedures.
Follow manufacturer’s instructions 
of the DUWL for daily and weekly 
maintenance in a closed or special 
water system.
Supporting evidence: IPC-05-05

 Use a DUWL maintenance protocol 
that is consistent with the manufac-
turer’s recommendations.
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3. Follow recommendations for 
monitoring water quality provided 
by the manufacturer of the unit or 
waterline treatment product.
Supporting evidence: II

Supporting evidence: IPC-05-06
CDC. Assessing the public health 
threat associated with waterborne 
cryptosporidiosis: report of a work-
shop. MMWR 1995;44(RR-6).
CDC. Working Group on Water-
borne Cryptosporidiosis. Cryptospo-
ridium and water: a Public Health 
Handbook. Atlanta, GA: US Depart-
ment of Health and Human Services, 
Public Health Service. CDC. 1997.

In the absence of manufacturer’s 
recommendations for monitor-
ing dental unit water quality, test 
water from each unit monthly for 3 
months. If the unit meets standards 
during this period, then monitor 
water from the dental unit quarterly 
at a minimum. It is recommended 
to use a rotating schedule testing 
several units each month.
If standards are not met (ie≥500 
CFU/ml), review work practices, 
waterline treatment protocols, and 
waterline treatment and monitoring 
records. Correct any procedural 
problems, retreat the waterlines, and 
retest. If the test remains positive, a 
“shock- treatment of the waterlines 
may be indicated. Acceptable moni-
toring methods include: submitting 
water samples to the microbiology 
lab or using an in-offi ce self-con-
tained system. Maintain records for 
a minimum of 2 years.

 Same as CDC.

4. Discharge water and air for a 
minimum of 20-30 seconds after 
each patient, from any device con-
nected to the dental water system 
that enters the patient’s mouth (e.g. 
handpieces, ultrasonic scalers, and 
air/water syringes).
Supporting evidence: II

All waterlines should be purged at 
the beginning of each workday by 
fl ushing with water for 2-3 minutes. 
Handpieces utilizing water coolant 
should be run for 20-30 seconds 
after patient care.

Same as CDC. CDC recommends that water and 
air be discarded for a minimum of 
20-30 seconds after each client, 
from any device connected to the 
dental water system that enters 
the client’s mouth (handpieces, 
ultrasonic scalers, and air/water 
syringes). Use of a CUWl conditioner 
is recommended.

Follow current OSAP, 
ADA, and CDC recom-
mendations to fl ush lines 
for several minutes each 
morning. Flush hand-
pieces with air/water for 
20-30 seconds between 
patient appointments. 
Installing sterilized 
handpieces and sterile or 
disposable syringe tips 
after fl ushing will reduce 
cross-contamination.

5. Consult with the dental unit 
manufacturer on the need for peri-
odic maintenance of antiretraction 
mechanisms.
Supporting evidence: 1B

 Same as CDC. Periodic testing to confi rm the 
effi cacy of the clinic DUWL 
maintenance protocols is highly 
recommended. 

If recommended by the 
dental unit manufactur-
er, install and maintain 
anti retraction valves to 
prevent oral fl uids from 
being drawn into dental 
waterlines.

Sterile solutions should be used as a 
coolant/irrigation in the perfor-
mance of oral surgical procedures.

  CDC recommends sterile solutions 
be used as a coolant/irrigation in 
the performance or oral surgical 
procedures. 

Use sterile solutions for 
all surgical irrigations. 
Additionally, ensure that 
only heat-sterilized/
sterile-disposable bulb 
syringes or sterile water 
delivery devices are 
employed to deliver the 
sterile water.

Dental unit water that remains 
untreated or unfi ltered is unlikely 
to meet drinking water standards. 
Commercial devices and procedures 
designed to improve the quality of 
water used in dental treatment are 
available; methods demonstrated to 
be effective include self contained 
water systems combined with 
chemical treatment, in line micro-
fi lters, and combinations of these 
treatments. Removal or inactivation 
of dental waterline biofi lms requires 
use of chemical germicides. 

 Clean high-volume evacuator and 
low-volume suction lines and traps 
daily using an evacuation system 
cleaner. 

 Avoid heating dental 
unit water as it may am-
plify biofi lm formation 
and select organisms 
preadapted to growth in 
a human host.
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  Use of independent reservoirs with-
out use of a germicidal treatment 
will have no effect on waterline bio-
fi lms. Follow the unit manufacturer’s 
recommended maintenance regi-
mens to control biofi lm formation. 
Handle the water reservoir with care 
to avoid cross contamination. 

 Consider using a 
separate water reservoir 
system to eliminate 
the infl ow of municipal 
water into the dental 
unit. In addition to hav-
ing better control over 
the quality of the source 
water, it would eliminate 
interruptions in care 
when “boil-water” 
notices are issued by 
local health authorities. 
Contact the manufac-
turer of the dental unit 
for a compatible system 
and treatment protocols 
before undertaking this 
step.

    Educate and train OHP 
on effective treatment 
measures to ensure 
compliance and mini-
mize risks to equipment 
and personnel.

    Monitor scientifi c and 
technological develop-
ments in this area to 
identify improved tech-
nical approaches as they 
become available.

    Cooperate with the oral 
healthcare industry to 
develop and validate 
standard protocols 
for maintaining and 
monitoring dental unit 
waterlines.

    It is important to ensure 
that the sterile water 
system or device mar-
keted to improve dental 
water quality has been 
cleared for market by 
the U.S. Food and Drug 
Administration.

B. Boil-Water Advisories

1. The following apply while a boil-
water advisory is in effect:

During a boil water advisory, the fol-
lowing precautions should be taken:
Supporting evidence: IPC-05-06
CDC. Assessing the public health 
threat associated with waterborne 
cryptosporidiosis: report of a work-
shop. MMWR 1995;44(RR-6).
CDC. Working Group on Water-
borne Cryptosporidiosis. Cryptospo-
ridium and water: a public health 
handbook. Atlanta, GA: US Depart-
ment of Health and Human Services, 
Public Health Service. CDC. 1997.

The following apply during a boil-
water advisory: 

  

a. Do not deliver water from the 
public water system to the patient 
through the dental operative unit, 
ultrasonic scaler, or other dental 
equipment that uses the public 
water system.
Supporting evidence: 1B, 1C

a. Do not deliver public water 
through the dental unit, ultrasonic 
scaler or other devices or equip-
ment. Use alternative closed delivery 
systems.
Supporting evidence: IPC-05-06
CDC. Assessing the public health 
threat associated with waterborne 
cryptosporidiosis: report of a work-
shop. MMWR 1995;44(RR-6).
CDC. Working Group on Water-
borne Cryptosporidiosis. Cryptospo-
ridium and water: a public health 
handbook. Atlanta, GA: US Depart-
ment of Health and Human Services, 
Public Health Service. CDC. 1997.

Same as CDC.   
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b. Do not use water from the public 
water system for dental treatment, 
patient rinsing, or handwashing.
Supporting evidence: 1B, 1C

b. Clients should not use tap water 
for mouth rinsing. Bottled or dis-
tilled water should be used.
Supporting evidence: IPC-05-06
CDC. Assessing the public health 
threat associated with waterborne 
cryptosporidiosis: report of a work-
shop. MMWR 1995;44(RR-6).
CDC. Working Group on Water-
borne Cryptosporidiosis. Cryptospo-
ridium and water: a public health 
handbook. Atlanta, GA: US Depart-
ment of Health and Human Services, 
Public Health Service. CDC. 1997.

Same as CDC.   

c. For handwashing, use 
antimicrobial-containing products 
that do not require water for use 
(e.g. alcohol-based hand rubs). If 
hands are visibly contaminated, use 
bottled water, if available, and soap 
for handwashing or an antiseptic 
towelette.
Supporting evidence: 1B, 1C

c. Do not use tap water for hand 
hygiene, use antimicrobial products 
that don’t require water. If hands 
are known to be contaminated, they 
should be washed with bottled or 
distilled water and an antimicrobial 
soap.
Supporting evidence: IPC-05-06
CDC. Assessing the public health 
threat associated with waterborne 
cryptosporidiosis: report of a work-
shop. MMWR 1995;44(RR-6).
CDC. Working Group on Water-
borne Cryptosporidiosis. Cryptospo-
ridium and water: a public health 
handbook. Atlanta, GA: US Depart-
ment of Health and Human Services, 
Public Health Service. CDC. 1997.

Same as CDC.   

2. The following apply when the 
boil-water advisory is cancelled:

When the boil water advisory is 
cancelled:
Supporting evidence: IPC-05-06

The following apply when the boil-
water advisory is cancelled:

  

a. Follow guidance given by the lo-
cal water utility regarding adequate 
fl ushing of waterlines. If no guidance 
is provided, fl ush dental waterlines 
and faucets for 1-5 minutes before 
using for patient care.
Supporting evidence: 1C

a. Incoming public water system 
lines, including taps or other 
waterlines should be fl ushed for 1-5 
minutes.
Supporting evidence: IPC-05-06

Same as CDC.   

b. Disinfect dental waterlines as 
recommended by the dental unit 
manufacturer.
Supporting evidence: II

b. Disinfect DUWL and equipment 
according to the manufacturer’s 
instructions.
Supporting evidence: IPC-05-06

Same as CDC.   

IX. SPECIAL CONSIDERATIONS

A. Dental Handpieces and Other Devices Attached to Air and Waterlines

1. Clean and heat-sterilize hand-
pieces and other intra oral instru-
ments that can be removed from 
the air and waterlines of dental units 
between patients.
Supporting evidence: 1B, 1C

Any dental device connected to 
the dental air/water system that 
enters the client’s mouth should be 
run to discharge water and air for 
a minimum of 20-30 seconds after 
each client.
Dental handpieces and other 
intra oral devices attached to air or 
waterlines should be sterilized after 
client care use. Ethylene oxide gas 
cannot adequately sterilize internal 
components of handpieces.
Supporting evidence: IPC-06-01

Same as CDC.   

2. Follow the manufacturer’s instruc-
tions for cleaning, lubrication, and 
sterilization of handpieces and other 
intra oral instruments that can be 
removed from the air and waterlines 
of dental units.
Supporting evidence: 1B

Follow the manufacturer’s instruc-
tions closely for cleaning, lubrication 
and sterilization.
Supporting evidence: IPC-06-01

Same as CDC.   

3. Do not surface-disinfect, use liq-
uid chemical sterilants, or ethylene 
oxide on handpieces and other 
intra oral instruments that can be 
removed from the air and waterlines 
of dental units.
Supporting evidence: 1C

Components of dental devices and 
equipment permanently attached to 
DUWL should be treated as clinical 
contact surfaces. Components 
such as electric handpiece motors, 
handles for ultrasonic devices or 
dental unit attachments of saliva 
ejectors) should be covered with 
barriers that are changed after each 
use. If suspicion of contamination 
exists, clean and disinfect it with a 
hospital grade intermediate-level 
disinfectant.
Supporting evidence: IPC-06-01

Same as CDC.   
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4. Advise patients not to close their 
lips tightly around the tip of the 
saliva ejector to evacuate oral fl uids.
Supporting evidence: II

Do not allow clients to seal their 
mouths over the saliva ejector tip. 
Engineering controls exist which 
prevent negative pressure to form 
around the tip of the saliva ejector. 
This prevents backfl ow from the line 
into the client’s mouth. Rinse suc-
tion lines with water or appropriate 
cleaning or disinfecting solution 
between clients. Lines should be 
cleaned at least once a week with an 
enzymatic cleaner.
Supporting evidence: IPC-06-02

Consider advising patients not to 
close their lips tightly around the tip 
of the saliva ejector when evacuat-
ing oral fl uids due to the potential 
for backfl ow.

  

B. Dental Radiology

  Follow hand hygiene outlined in 
this paper.

  

1. Wear gloves when exposing 
radiographs and handling contami-
nated fi lm packets. Use other PPE 
(e.g. protective eyewear, mask, and 
gown) as appropriate if spattering of 
blood or other body fl uids is likely.
Supporting evidence: 1A, 1C

Wear gloves and other PPE when 
taking radiographs and handling 
contaminated fi lm packets.
Supporting evidence: IP-06-03

Same as CDC. Wear gloves when taking radio-
graphs and handling contaminated 
fi lm packets. Radiography equip-
ment should be protected with 
surface barriers that are changed 
after each client. If barriers are not 
used, thoroughly wipe the head and 
the exposure buttons with an inter-
mediate to high-level disinfectant 
following each client visit. 

 

2. Use heat-tolerant or disposable 
intra oral devices whenever possible 
(e.g. fi lm-holding and positioning 
devices). Clean and heat-sterilize 
heat-tolerant devices between 
patients. At a minimum, high-level 
disinfect semi critical heat-sensitive 
devices, according to manufacturer’s 
instructions.
Supporting evidence: 1B

Heat sensitive radiograph acces-
sories exist and should be heat 
sterilized between clients. The fi lm 
packet should be disinfected using 
a hospital-grade tuberculocidal 
intermediate-level disinfectant. 
Then rinse and dry and open to 
develop the fi lm. Alternately, open 
contaminated packet using gloved 
hands, drop fi lm onto a clean sur-
face without touching and dispose 
of the empty packets. Remove 
gloves and process fi lm. Alternatively 
fi lm barrier pouches may be used. 
Carefully remove from the pouch 
to avoid contamination of the inner 
fi lm packet.
Supporting evidence: IP-06-03

Same as CDC. Whenever possible, treat fi lm hold-
ing devices as semi critical and heat 
sterilize them between clients. If this 
is not possible, employ high-level 
disinfection.
Disposable bite block covers should 
be used for each client. If these 
disposable covers are not available, 
then sterilize them.
Intra-oral fi lm packets are semi criti-
cal care items. 

 

3. Transport and handle exposed 
radiographs in an aseptic manner to 
prevent contamination of develop-
ing equipment.
Supporting evidence: II

Avoid contamination of developing 
equipment. Use protective barriers 
or clean and disinfect contaminated 
surfaces using a hospital-grade 
tuberculocidal intermediate-level 
disinfectant.
Supporting evidence: IP-06-03

Same as CDC. It is no longer acceptable to contam-
inate processor rooms or daylight 
loaders by introducing fi lm packs or 
gloves still coated in saliva. 

 

4. The following apply for digital 
radiography sensors: 

  Digital radiography:  

 After radiograph exposure and 
before glove removal rinse and 
dry fi lm.
Supporting evidence: IPC-06-03

   

 Change surface barriers on radio-
graph equipment, or clean and 
disinfect between clients.
Supporting evidence: IPC-06-03

   

a. Use FDA-cleared barriers.
Supporting evidence: 1B

Radiographic sensors and other as-
sociated instruments are semi critical 
devices and therefore should be 
cleaned and heat sterilized or disin-
fected between clients. Alternatively 
use barrier protection; however, if 
they are contaminated they should 
be cleaned and disinfected prior to 
next client use. Follow manufac-
turer’s instruction carefully for 
barrier and disinfection/sterilization 
procedures for these devices.
Supporting evidence: IPC-06-03

 Use barriers on all intra oral sensors.  
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b. Clean and heat-sterilize, or high-
level disinfect, between patients, 
barrier-protected semi critical items. 
If the item cannot tolerate these 
procedures then, at a minimum, 
protect with an FDA-cleared barrier 
and clean and disinfect with an EPA-
registered hospital disinfectant with 
intermediate-level (i.e.tuberculocidal 
claim) activity, between patients. 
Consult with the manufacturer for 
methods of disinfection and steriliza-
tion of digital radiology sensors 
and for protection of associated 
computer hardware.
Supporting evidence: 1B

 Differs slightly from CDC.
Dental radiography sensors and 
other high-technology instruments 
(e.g. intra oral camera, electronic 
periodontal probe, occlusal analyz-
ers, and lasers) come into contact 
with mucous membranes and are 
considered semi critical devices. 
They should be cleaned and ideally 
heat-sterilized or high-level disin-
fected between patients. However, 
these items vary by manufacturer or 
type of device in their ability to be 
sterilized or high-level disinfected. 
The following apply for digital radi-
ography sensors: a) Use FDA-cleared 
barriers. b) To minimize the poten-
tial for device-associated infections, 
after removing the barrier, clean and 
disinfect using an EPA-registered 
hospital disinfectant with an 
intermediate-level activity after each 
patient. c) Follow manufacturer’s 
recommendations for cleaning and 
disinfecting computer equipment. 
Use surface barriers if the equipment 
is likely to be contacted or contami-
nated during patient-care activities.

After removing the barrier, clean and 
disinfect with an intermediate-level 
disinfectant after each client.

 

  Differs slightly from CDC.
Use surface barriers to protect clini-
cal contact surfaces (e.g. x-ray tube 
head, switches, control panels) and 
change surface barriers between 
patients. Clean and disinfect surfaces 
between patients only when the 
integrity of the barrier has been 
compromised or when visibly soiled. 
Clean and disinfect environmental 
surfaces that have been covered 
with barriers at the end of each 
clinical day.

Follow manufacturer recommenda-
tions for cleaning and disinfecting 
computer equipment. Use surface 
barriers if the equipment is likely to 
be contacted or contaminated dur-
ing client-care activities.

 

C. Aseptic Technique for Parenteral Medications

1. Do not administer medication 
from a syringe to multiple patients, 
even if the needle on the syringe is 
changed. (IA)

 Handle containers of medication 
with aseptic techniques. Single dose 
vials should be used for parenteral 
medications whenever possible. If a 
multi-dose vial must be used, then 
clean the access diaphragm with 
70% alcohol prior to inserting a ster-
ile device. Medication vials, syringes, 
or supplies should not be carried in 
uniform or clothing pockets.

  

2. Use single-dose vials for paren-
teral medications when possible. 
The access diaphragm in multi-dose 
vials should be cleansed with 70% 
alcohol before inserting a sterile 
device.
Supporting evidence: II

3. Do not combine the leftover con-
tents of single-use vials for later use.
Supporting evidence: 1A

 Same as CDC.   

4. The following apply if multidose 
vials are used:

    

a. Cleanse the access diaphragm 
with 70% alcohol before inserting a 
device into the vial.
Supporting evidence: 1A

 Same as CDC.   

b. Use a sterile device to access a 
multiple-dose vial and avoid touch-
ing the access diaphragm. Both the 
needle and syringe used to access 
the multidose vial should be sterile. 
Do not reuse a syringe even if the 
needle is changed.
Supporting evidence: 1A

 Same as CDC.   

c. Keep multidose vials away from 
the immediate patient treatment 
area to prevent inadvertent contami-
nation by spray or spatter.
Supporting evidence: II

 Same as CDC.   
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d. Discard the multidose vial if steril-
ity is compromised.
Supporting evidence: 1A

 Same as CDC.   

  Follow manufacturer’s guidelines 
for storage, use and disposal of 
pharmaceuticals or MTF policies if 
more stringent.

  

5. Use fl uid infusion and administra-
tion sets (i.e., IV bags, tubings and 
connections) for one patient only 
and dispose of appropriately.
Supporting evidence: 1B

 Same as CDC.   

D. Single-Use (Disposable) Devices

1. Use single-use devices for one 
patient only and dispose of them 
appropriately.
Supporting evidence: 1C

Use single-use devices on one client 
and then discard.
Supporting evidence: IP-06-04

   

E. Preprocedural Mouth Rinses

1. No recommendation is offered 
regarding use of preprocedural an-
timicrobial mouth rinses to prevent 
clinical infections among DHCP 
or patients. Although studies have 
demonstrated that a preprocedural 
antimicrobial rinse (e.g. chlorhexi-
dine gluconate, essential oils, or 
povidone-iodine) can reduce the 
level of oral microorganisms in aero-
sols and spatter generated during 
routine dental procedures and can 
decrease the number of microor-
ganisms introduced in the patient’s 
bloodstream during invasive dental 
procedures , the scientifi c evidence 
is inconclusive that using these rins-
es prevents clinical infections among 
DHCP or patients (see discussion, 
Preprocedural Mouth Rinses).
Supporting evidence: Unresolved 
issue

Anti microbial mouth rinses should 
be used by a client prior to a dental 
procedure in order to a) reduce the 
number of microorganisms that 
might be released from the client’s 
mouth in the form of aerosols or 
spatter b) decrease the number of 
microorganisms introduced in the 
clients bloodstream or transient 
bacteremias. In clients that cannot 
spit or rinse consideration may be 
given to brushing or swabbing the 
antimicrobial solution in the mouth 
prior to care.
Supporting evidence: IPC-06-05 

The use of preprocedural 
antimicrobial mouth rinses (e.g. 
chlorhexidine gluconate, essential 
oils, or povidone-iodine) is optional, 
but should be considered to reduce 
the level of oral microorganisms in 
aerosols and spatter generated dur-
ing routine dental procedures and to 
decrease the number of microor-
ganisms introduced in the patient’s 
bloodstream during invasive dental 
procedures. The scientifi c evidence is 
inconclusive that using these rinses 
prevents clinical infections among 
OHP or patients.

Reduce the aerosol production by 
the following: Consider asking cli-
ents to brush their teeth and/or rinse 
their mouth with a mouthwash prior 
to dental treatment. Three 10 sec-
ond rinses can temporarily reduce a 
client’s oral microbial count by up to 
97%. Use a rubber dam whenever 
possible to reduce the microbial 
level with the aerosol produced. Use 
high-volume evacuation systems, 
clean tooth preparations with water 
alone, instead of a combination of 
air and water spray, polish restora-
tions with rubber points and fi nish-
ing burs instead of bristle brushes, 
cover ultrasonic cleaners with lids to 
reduce the spread of aerosols.

 

F. Oral Surgical Procedures

1. The following apply when per-
forming oral surgical procedures:

   

a. Perform surgical hand antisepsis 
by using an antimicrobial product 
(e.g. antimicrobial soap and water, 
or soap and water followed by 
alcohol-based hand scrub with 
persistent activity) before donning 
sterile surgeon’s gloves. (1B) 
b. Use sterile surgeon’s gloves.
Supporting evidence: 1B

 Same as CDC.   

c. Use sterile saline or sterile water as 
a coolant/irrigant when performing 
oral surgical procedures. Use devices 
specifi cally designed for delivering 
sterile irrigating fl uids (e.g. bulb 
syringe, single-use disposable prod-
ucts, and sterilizable tubing).
Supporting evidence: 1B

 Same as CDC.   

  Place the date opened on all sterile 
irrigating solutions. Discard at the 
end of the day or sooner if contami-
nated or contamination is suspected.

  

G. Handling of Biopsy Specimens

1. During transport, place biopsy 
specimens in a sturdy, leak proof 
container labelled with the biohaz-
ard symbol.
Supporting evidence: 1C

Place biopsy specimens in a sturdy, 
leak-proof container with a secure 
lid for transportation.
Supporting evidence: IPC-06-06
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

Same as CDC.   
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2. If a biopsy specimen container 
is visibly contaminated, clean and 
disinfect the outside of a container 
or place it in an impervious bag 
labelled with the biohazard symbol.
Supporting evidence: 1C

Take care to avoid contaminating 
the outside of the container. If this 
occurs, clean and disinfect or place 
in an impervious bag. Provincial/mu-
nicipal regulations may require con-
tainer labeling with the biohazard 
symbol during storage, transport, 
shipment and disposal.
Supporting evidence: IPC-06-06
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

Same as CDC.   

H. Handling of Extracted Teeth

1. Dispose of extracted teeth as 
regulated medical waste unless 
returned to the patient.
Supporting evidence: 1C

Dispose of extracted teeth in general 
waste.
Supporting evidence: IPC-06-07
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

Same as CDC.   

2. Do not dispose of extracted teeth 
containing amalgam in regulated 
medical waste intended for incinera-
tion.
Supporting evidence: II 

Do not dispose of teeth containing 
dental amalgam in waste that may 
be incinerated.
Supporting evidence: IPC-06-07
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

Same as CDC.   

3. Clean and place extracted teeth 
in a leak proof container, labelled 
with a biohazard symbol, and 
maintain hydration for transport to 
educational institutions or a dental 
laboratory.
Supporting evidence: 1C

Extracted teeth to be sent to a den-
tal laboratory should be cleaned and 
surface-disinfected with a hospital-
grade tuberculocidal intermediate-
level disinfectant.
Supporting evidence: IPC-06-07
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

   

4. Heat-sterilize teeth that do not 
contain amalgam before they are 
used for educational purposes.
Supporting evidence: 1B

Teeth collected for preclinical edu-
cational training should be cleaned 
and maintained in a hydrated state 
in a closed container. Local regula-
tions may require labeling with the 
biohazard symbol. Prior to educa-
tional use, teeth without amalgam 
should be autoclaved. Teeth with 
amalgam restorations should be im-
mersed in a 10% formalin solution 
for at least 2 weeks.
Supporting evidence: IPC-06-07
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

Using extracted teeth in educa-
tional settings: a) clean and place 
extracted teeth in a leak proof 
container labelled with a biohazard 
symbol. b) place amalgam-free teeth 
in a heat-resistant glass container. 
c) Fill the container no more than 
half-way with deionized or distilled 
water or saline, and loosely cover. d) 
Process through a steam sterilizer at 
121 degrees C for 40 minutes using 
a fl uid or liquid cycle. At the end 
of the cycle, remove the container 
slowly without shaking to avoid 
the boiling over of the fl uid. e) If 
using extracted teeth containing 
amalgam, immerse in 10% formalin 
for two weeks before use in an edu-
cational setting.

  

 Return extracted teeth to client 
without any special considerations 
for infection prevention and control.
Supporting evidence: IPC-06-07
CDC Guidelines for Infection Control 
in Dental Health-Care Settings - 
2003. MMWR 2003;52(RR-17).

   

I. Dental Laboratory

 Communication between the 
dental practice and the laboratory 
is important to ensure appropri-
ate cleaning and disinfection and 
to avoid damaging materials due 
to disinfectant overexposure. If no 
indication has been made on the 
transported materials, then clean 
and disinfect the material.

Follow hand-hygiene recommenda-
tions in this paper.
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1. Use PPE when handling items 
received in the laboratory until 
they have been decontaminated. 
(1A, 1C)

2. Before they are handled in the 
laboratory, clean, disinfect, and 
rinse all dental prostheses and prost-
hodontic materials (e.g. impressions, 
bite registrations, occlusal rims, 
and extracted teeth) by using an 
EPA-registered hospital disinfectant 
having at least an intermediate-level 
(i.e. tuberculocidal claim) activity.
Supporting evidence: 1B

Use PPE until cleaning and disinfec-
tion is completed. Dental prostheses, 
impressions, orthodontic appliances 
and other prosthodontic materials 
should be cleaned, disinfected with 
a hospital-grade tuberculocidal 
intermediate-level disinfectant and 
thoroughly rinsed before being 
handled. Clean as soon as possible 
after removal from the client’s 
mouth. Wet impressions should be 
placed in an impervious bag.
Supporting evidence: IPC-06-08

Same as CDC.
Use appropriate protection (e.g. 
mask, protective eyewear) from pro-
jectile and particulate hazards when 
lathes and other rotary instruments 
are used.

Sanitize or disinfect all impressions 
and prostheses/devices prior to 
transfer to the lab. Send items to lab 
in a sealed plastic bag or container 
that is clearly labelled to indicate the 
contents were disinfected and the 
procedures used. 

 

3. Consult with manufacturers 
regarding the stability of specifi c 
materials (e.g. impression materials) 
relative to disinfection procedures.
Supporting evidence: II

Consult with manufacturers instruc-
tions regarding the stability of 
specifi c materials during disinfection.
Supporting evidence: IPC-06-08

Same as CDC.   

4. Include specifi c information 
regarding disinfection techniques 
used (e.g. solution used and dura-
tion), when laboratory cases are sent 
off-site and on their return.
Supporting evidence: II

Transporting of non-decontaminated 
clinical materials may be subject to 
provincial and municipal regulations.
Supporting evidence: IPC-06-08

Same as CDC.   

5. Clean and heat-sterilize heat-
tolerant items used in the mouth 
(e.g. metal impression trays and 
face-bow forks).
Supporting evidence: 1B

Heat-tolerant items used in the 
mouth (e.g. metal impression trays) 
should be cleaned and heat steril-
ized between clients.

Same as CDC.   

6. Follow manufacturer’s instructions 
for cleaning and sterilizing or disin-
fecting items that become contami-
nated but do not normally contact 
the patient (e.g. burs, polishing 
points, rag wheels, articulators, case 
pans, and lathes). If manufacturer’s 
instructions are unavailable, clean 
and heat-sterilize heat-tolerant items 
or clean and disinfect with an EPA-
registered hospital disinfectant with 
low- (HIV, HBV effectiveness claim) 
to intermediate-level (tuberculocidal 
claim activity, depending on the 
degree of contamination.
Supporting evidence: II

Items that do not normally contact 
the client, but become contami-
nated and cannot withstand heat 
sterilization should be cleaned and 
disinfected between clients using 
manufacturer’s instructions. If labo-
ratory items (burs, polishing points, 
etc.) are used on contaminated 
appliances, prostheses or other 
material, they should be heat steril-
ized and disinfected between clients 
or discarded.
Supporting evidence: IPC-06-08

At a minimum, clean and disinfect 
rag wheels daily. At a minimum 
clean and surface disinfect lathes 
daily. Clean and disinfect case pans 
and articulators when visibly soiled 
and after each case is completed. 
Clean and disinfect countertops and 
lab benches when visibly soiled and 
at the end of daily work activities.

  

Before they are handled in the 
laboratory, clean, disinfect, and 
rinse all dental prostheses and prost-
hodontic materials (e.g. impressions, 
bite registrations, occlusal rims, 
and extracted teeth) by using an 
EPA-registered hospital disinfectant 
having at least an intermediate-level 
(i.e., tuberculocidal claim) activity.

Establish a separate receiving 
and disinfecting area to reduce 
contamination. Clean and disinfect 
environmental surfaces in the same 
manner as in the dental treatment 
area (see IPC-05-01).
Supporting evidence: IPC-06-08

When using ultrasonic cleaners, 
place the item in a sealed, dispos-
able plastic bag (fi lled with cleaning 
solution) into the ultrasonic machine 
and process. Following removal 
from the ultrasonic cleaner, dispose 
of the cleaning solution and disinfect 
the item before returning it to the 
patient.

Impressions: Rinse and follow 
manufacturer’s recommendations 
for disinfectant. With impression ma-
terials that incorporate a disinfectant 
within the material itself, the tray 
still requires disinfection.
Prostheses/devices: manually 
scrub the appliances with a brush, 
detergent or bactericidal soap and 
water, then use a disinfection solu-
tion. If copious amounts of calculus 
is present, immerse the appliance 
in a beaker or plastic bag fi lled with 
some and plaster removal solution 
or ultrasonic cleaner liquid and pro-
cess it in an ultrasonic cleaner.
Casts: should be made from disin-
fected impressions, and all items 
(e.g. wax rims) should be disinfected 
prior to contacting the casts.
Articulators, case pans, water 
baths: disinfect these items with an 
intermediate to a high-level surface 
disinfectant prior to shipment to the 
lab or storing.

 

 Waste in the dental laboratory (e.g. 
disposable trays or impression mate-
rials) may be discarded with general 
waste. Dispose of sharp items (burs, 
and blades) in puncture-resistant 
containers.
Supporting evidence: IPC-06-08

Prior to reuse, clean and disinfect 
items used on appliances previously 
worn by the patient, even if the ap-
pliance was cleaned and disinfected 
before the adjustment/repair.
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 Appliances and prostheses for 
patients should be free of contami-
nation. If dental lab staff disinfect, 
a hospital-grade tuberculocidal 
intermediate-level disinfectant 
should be used and the item placed 
in a tamper-evident container.
Supporting evidence IPC-06-08

Mix pumice with clean water and 
dilute 1: 10 bleach or other appro-
priate disinfectant, and change daily 
at a minimum. 

  

J. Laser/Electrosurgery Plumes/Surgical Smoke

1. No recommendation is offered 
regarding practices to reduce DHCP 
exposure to laser plumes/surgical 
smoke when using lasers in dental 
practice. Practices to reduce HCP 
exposure to laser plumes/surgical 
smoke have been suggested, includ-
ing use of a) standard precautions 
(e.g. high-fi ltration surgical masks 
and possibly full face shields); b) 
central room suction units with 
in-line fi lters to collect particulate 
matter from minimal plumes; and 
c) dedicated mechanical smoke ex-
haust systems with a high-effi ciency 
fi lter to remove substantial amounts 
of laser-plume particles. The effect of 
the exposure (e.g. disease transmis-
sion or adverse respiratory effects) 
on DHCP from dental applications 
of lasers has not been adequately 
evaluated (see previous discussion, 
Laser/Electrosurgery Plumes or 
Surgical Smoke).
Supporting evidence: Unresolved 
issue.

To avoid inhaling or coming in con-
tact with laser and electrosurgical 
plumes and surgical smoke use:
standard precautions (e.g. high-
fi ltration surgical masks and possibly 
full face shields) central room suc-
tion units with in-line fi lters dedi-
cated mechanical smoke exhaust 
systems with high-effi ciency fi lters, 
local smoke evacuation systems.
Supporting evidence: IPC-06-09. 
CDC. NIOSH Control of smoke from 
laser/electric surgical procedures. 
Cincinnati. OH: US Department of 
Health and Human Services, Public 
Health Service, CDC,NIOSH 1996. 
DHHS publication no. (NIOSH) 
96-128.

At a minimum: a) follow manu-
facturer’s instructions regarding 
use and safety precautions b) use 
standard precautions when working 
in the laser environment. c) Wear 
appropriate PPE including N-95 or 
N-100 respirators to minimize expo-
sure to laser plumes. d) Wear protec-
tive laser eyewear. e) Implement lo-
cal exhaust ventilation controls that 
may include but are not limited to 
wall suction units with in-line fi lters 
and smoke evacuation units.

  

K. Mycobacterium Tuberculosis

1. General Recommendations

a. Educate all DHCP regarding the 
recognition of signs, symptoms, and 
transmission of TB.
Supporting evidence: 1B

OHP treating clients infected 
with M. tuberculosis (TB) should 
understand the pathogenesis of 
the development of TB to help 
determine how to manage such 
clients, and to recognize signs and 
symptoms to help with prompt 
detection of TB in clients. Develop a 
TB control program appropriate for 
their level of risk.
Supporting evidence: IPC-06-10
CDC. Prevention and treatment of 
tuberculosis among patients infected 
with human immunodefi ciency 
virus: Principles of therapy and 
revised recommendations. MMWR 
1998;47(RR-20)

Educate OHP regarding the rec-
ognition of signs, symptoms, and 
transmission of TB.

  

b. Conduct a baseline TST, prefer-
ably by using a two-step test, for all 
DHCP who might have contact with 
persons with suspected or confi rmed 
active TB, regardless of the risk clas-
sifi cation of the setting.
Supporting evidence: 1B

OHP with client contact should have 
a baseline TST (tuberculin skin test) - 
preferably 2 step test, upon employ-
ment. The facilities level of exposure 
to clients at risk of TB will determine 
the need for routine follow-up TST.
Supporting evidence: IPC-06-10
CDC. Prevention and treatment of 
tuberculosis among patients infected 
with human immunodefi ciency 
virus: Principles of therapy and 
revised recommendations. MMWR 
1998;47(RR-20).

Ensure OHP, who might have 
contact with persons with suspected 
or confi rmed active TB, have had 
a baseline TST according to MTF 
policy.

  

c. Assess each patient for a history 
of TB as well as symptoms indicative 
of TB and document on the medical 
history form.
Supporting evidence: 1B

OHP should ask all patients if they 
have a history of TB disease or symp-
toms indicative of TB. Clients with 
symptoms indicative of undiagnosed 
active TB should be referred prompt-
ly for medical evaluation.
Supporting evidence: IPC-06-10
CDC. Prevention and treatment of 
tuberculosis among patients infected 
with human immunodefi ciency 
virus: Principles of therapy and 
revised recommendations. MMWR 
1998;47(RR-20).

Same as CDC.   
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d. Follow CDC recommendations 
for 1) developing, maintaining, 
and implementing a written TB 
infection-control plan; 2) managing 
a patient with suspected or active 
TB; 3) completing a community risk-
assessment to guide employee TSTs 
and follow-up; and 4) managing 
DHCP with TB disease.
Supporting evidence: 1B

 Follow MTF guidance and current 
CDC recommendations www.cdc.
gov/nchstp/tb/default.htm) for: 
developing, maintaining, and imple-
menting a written TB infection-con-
trol plan; managing a patient with 
suspected or active TB; completing a 
community risk-assessment to guide 
employee tuberculin skin tests (TST) 
and follow-up; and

  

2. The following apply for patients 
known or suspected to have active 
TB:

 Follow MTF guidelines for patients 
known or suspected to have active 
TB:

  

a. Evaluate the patient away from 
other patients and DHCP. When 
not being evaluated, the patient 
should wear a surgical mask or be 
instructed to cover mouth and nose 
when coughing or sneezing.
Supporting evidence: 1B

Clients suspected of having active TB 
should be isolated from other clients 
and other OHP, and should wear 
a surgical mask when not being 
evaluated and should be instructed 
to cover their mouth and nose when 
coughing or sneezing.
Supporting evidence: IPC-06-10
CDC. Prevention and treatment of 
tuberculosis among patients infected 
with human immunodefi ciency 
virus: Principles of therapy and 
revised recommendations. MMWR 
1998;47(RR-20).

Same as CDC.   

b. Defer elective dental treatment 
until the patient is noninfectious.
Supporting evidence: 1B

Elective dental treatment should be 
deferred until there is confi rmation 
that client does not have infectious 
TB, or if the client is diagnosed with 
active TB disease, until confi rmed 
the client is no longer infectious.
Supporting evidence: IPC-06-10
CDC. Prevention and treatment of 
tuberculosis among patients infected 
with human immunodefi ciency 
virus: Principles of therapy and 
revised recommendations. MMWR 
1998;47(RR-20).

Same as CDC.   

c. Refer patients requiring urgent 
dental treatment to a previously 
identifi ed facility with TB engineer-
ing controls and a respiratory 
protection program.
Supporting evidence: 1B

Oral health care should be provided 
in a facility that provides airborne 
infection isolation (e.g. engineering 
controls such as TB isolation rooms, 
negatively pressured relative to the 
corridors). OHP treating clients with 
active TB should use respiratory 
protection (e.g. fi t-tested, dispos-
able N-95 respirators), as surgical 
facemasks do not protect against TB 
transmission.
Supporting evidence: IPC-06-10
CDC. Prevention and treatment of 
tuberculosis among patients infected 
with human immunodefi ciency 
virus: Principles of therapy and 
revised recommendations. MMWR 
1998;47(RR-20).

Follow MTF guidance when emer-
gency dental treatment is performed 
on a patient with active or suspected 
TB (e.g. wear a fi t-tested, disposable 
N-95 respirator).

  

L. Creutzfeldt-Jakob Disease (CJD) and Other Prion Diseases

1. No recommendation is offered 
regarding use of special precautions 
in addition to standard precautions 
when treating known CJD or vCJD 
(variant CJD) patients. Potential 
infectivity of oral tissues in CJD or 
vCJD patients is an unresolved issue. 
Scientifi c data indicate the risk, if 
any, of sporadic CJD transmission 
during dental and oral surgical 
procedures is low to nil. Until ad-
ditional information exists regarding 
the transmissibility of CJD or vCJD 
during dental procedures, special 
precautions in addition to standard 
precautions might be indicated 
when treating known CJD or vCJD 
patients; a list of such precautions is 
provided for consideration without 
recommendation (see Creutzfeldt-
Jakob Disease and Other Prion 
Diseases).
Supporting evidence: Unresolved 
issue

OHP’s should include medical his-
tory questions regarding dura mater 
transplantation, and familial history 
of CJD and vCJD. Dental instruments 
and devices touching pulpal tissue 
(e.g. endodontic broaches and fi les, 
access opening burs) should be 
discarded in sharps containers after 
each client use. CJD is thought to 
be caused by infection with a prion, 
which is not inactivated by the 
standard sterilization methods used 
in oral health care settings.
Supporting evidence: IPC-06-11

Same as CDC.
A list of special precautions is 
provided for consideration without 
recommendation at: www.cdc.
gov/ncidod/diseases/submenuus/
sub_bse.htm

Specifi c CJD-specifi c infection con-
trol precautions, in addition to stan-
dard precautions are recommended 
for clients who have developed, are 
suspected of having developed, or 
are at substantially increased risk of 
developing CJD. These precautions 
include the following:
a. use single-use disposable items 
and equipment whenever possible; 
b. consider diffi cult to clean items 
(e.g. diamond burs) as single-use 
disposable and discard after use; 
c. keep the instrument moist until 
cleaned and decontaminated to 
minimize the drying of tissues and 
body fl uids on a device; d. clean 
instruments thoroughly and steam-
autoclave at 134 degrees C for 18 
minutes; e. do not use fl ash steriliza-
tion for processing instruments or 
devices.
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    Anthrax and Dental 
Practice: OSAP sup-
ported Guidelines
No special precautions 
are needed. Tissue and 
other material from 
a patient potentially 
infected with anthrax 
may contain sensitive 
vegetative cells of the 
microorganism, but not 
be resistant spore forms. 
Standard precautions 
(“universal precautions”) 
intended to prevent the 
transmission of diseases 
also prevent the spread 
of anthrax. 

    SARS and the Dental 
Offi ce.
CDC recommends that 
clinicians evaluat-
ing suspected cases 
should apply standard 
precautions, airborne 
precautions (e.g. N-95 
respirator), and contact 
precautions (e.g. gowns 
and gloves) precau-
tions. Until the mode of 
transmission had been 
positively identifi ed and 
precisely defi ned, eye 
protection also should 
be worn for all patient 
contact.
Dental Personnel Protec-
tion - disposable gloves 
which must be changed 
after every patient. 
Chin-length plastic face 
shields or surgical masks 
and protective eyewear. 
Make sure the mask 
covers the mouth and 
the nose. Reusable or 
disposable gowns.
Cleaning and disinfec-
tion - use a hospital 
grade disinfectant 
or 1:100 dilution of 
household bleach. Make 
sure the disinfectant is 
compatible with your 
dental equipment.

M. Program Evaluation

1. Establish routine evaluation of the 
infection-control program, including 
evaluation of performance indica-
tors, at an established frequency.
Supporting evidence: II

Program evaluation should be prac-
ticed consistently across program 
areas, and integrated into the day-
to-day management of the infection 
prevention and control program. 
A successful infection, prevention 
and control program depends on 
developing standard operating 
procedures, evaluating practices, 
routinely documenting adverse 
outcomes and work-related illnesses 
in OHP’s and monitoring health care 
associated infections in clients. Strat-
egies and tools can include: periodic 
observational assessments, checklists 
to document procedures, routine 
review of occupational exposures 
to bloodborne pathogens. Effective 
implementation requires the OHP to 
monitor the scientifi c literature.
Supporting evidence: IPC-06-12
CDC. Framework for program 
evaluation in public health. MMWR 
1999;48(RR-11).

A. Sterilization Monitoring
Implement a sterilizer-monitoring 
program as described in this docu-
ment.

Every clinic must have an infection 
control Standard of Practice that 
documents the equipment, infection 
control products and staff respon-
sibilities particular to that clinic. A 
template is provided.
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  B. Inspections
Conduct and document routine 
scheduled or unscheduled inspec-
tions of dental treatment rooms, 
dental laboratory and radiology 
areas, decontamination and steriliza-
tion areas, and locations where 
sterile and/or patient-care items are 
stored.

  

  C. Waterline Monitoring
Implement a waterline-monitoring 
program as described in this docu-
ment.

  

  D. Healthcare Associated Infections 
(HAI)
Surveillance for HAI provides data 
useful for identifying infected 
patients, determining the site of 
infection, and identifying the factors 
that contribute to HAI. Information 
containing patient identifi ers or 
patient care staff should be carefully 
handled. Data should not be used 
for punitive purposes, but should 
be viewed as an opportunity to 
improve patient/employee/process 
outcome. Surveillance goals should 
include: providing objective assess-
ment of dental HAI rates, reducing 
morbidity and cost, establishing 
baseline infection n rates based on 
well defi ned case defi nition criteria, 
educating DHCP concerning data 
relevant to their practices, evaluating 
control measures designed to reduce 
infection rates, complying with 
accreditation standards, defending 
malpractice claims through imple-
mentation of an active surveillance 
program, and providing data useful 
in clinical research. 
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LEGENDS FOR TABLE 1

Acronyms
APIC - Association for Professionals in Infection

Control
BI - Biological Indicator

DHCP - Dental Health Care Professional
HAI - Health-Care-Associated Infection

HBsAG - Hepatitis B surface antigen
HBV - Hepatitis B Vaccination

Hep A - Hepatitis A
Hep B - Hepatitis B

HICPAC - Healthcare Infection Control Practices
Advisory Committee

ICO - Infection Control Officer
IPC officer - Infection Prevention and Control Officer

MTF - Medical Treatment Facility
NIOSH - National Institute for Occupational Safety

and Health
OHP - Oral Health Professional

OPIM - Other Potentially Infectious Materials
PI - Percutaneous Injuries

PPE - Personal Protective Equipment
SARS - Severe Acute Respiratory Syndrome

Definitions 
Supporting evidence. Supporting evidence and
strength of recommendation rating / reference #
CDC Recommendation Rating Scheme
Category IA. Strongly recommended for implementa-
tion and strongly supported by well-designed experi-
mental, clinical, or epidemiologic studies.
Category IB. Strongly recommended for implementa-
tion and supported by experimental, clinical, or epi-
demiologic studies and a strong theoretical rationale.
Category IC. Required for implementation as mandated
by federal or state regulation or standard. When IC is
used, a second rating can be included to provide the
basis of existing scientific data, theoretical rationale,
and applicability. Because of state differences, the reader
should not assume that the absence of an IC implies the
absence of state regulations.
Category II. Suggested for implementation and support-
ed by suggestive clinical or epidemiologic studies or a
theoretical rationale.
Unresolved issue. No recommendation. Insufficient
evidence or no consensus regarding efficacy exists.
Footnote for Table 1: the serial numbers used within a
cell are indicative of the numbers assigned in the organi-
zation’s documents.
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Guidelines for authors

The Canadian Journal of Dental Hygiene (CJDH) provides a forum for
the dissemination of dental hygiene research to enrich the body of
knowledge within the profession. Further, the intent is to increase
interest in, and awareness of, research within the dental hygiene
community.

The Canadian Journal of Dental Hygiene is a peer-reviewed journal. It
invites manuscripts relevant to dental hygiene practice and policy
including theory development and research related to education,
health promotion and clinical practice. Manuscripts should deal with
current issues, make a significant contribution to the body of knowl-
edge of dental hygiene, and advance the scientific basis of practice.
Manuscripts may be submitted in English or French. All accepted sub-
missions will be edited for consistency, style, grammar, redundancies,
verbosity, and to facilitate overall organization of the manuscript.

Criteria for submission
A manuscript submitted to the CJDH for consideration should be an
original work of author(s), and should not have been submitted or
published elsewhere in any written or electronic form. It should not
be currently under review by another body. This does not include
abstracts prepared and presented in conjunction with a scientific
meeting and subsequently published in the proceedings.

Pre-submission inquires to:
Acquisition Editor, CJDH
96 Centrepointe Drive, Ottawa, ON  K2G 6B1
t: 613-224-5515 x 128; f: 613-224-7283; e: lm@cdha.ca

Categories of manuscripts accepted for submission:
1. Studies/Research paper–no longer than 6000 words, and a

maximum of 150 references. Abstract within 300 words. 
2. Literature review –no longer than 4000 words and as many ref-

erences as required. Abstract within 250 words.
3. Position paper – no longer than 4000 words and a maximum of

100 references. Abstract within 250 words.
4. Case report – between 1000 and 1200 words, and a maximum

of 25 references, and 3 authors. Abstract of 100 words.
5. Editorial – by invitation only, and may be between 1000 and

1500 words, using as many references as required. No Abstract
needed.

6. Letter to editor is limited to 500 words, a maximum of 5 refer-
ences, and 3 authors. No Abstract required.

Submission checklist - authors are advised to:
1. Send their submission electronically to the Managing Editor in

MS Word either via email (journal@cdha.ca) or in a CD via mail
(96 Centrepointe Drive, Ottawa, ON  K2G 6B1).

2. Use such standardized fonts as Arial, New Times Roman,
Verdana in 10-12 points.

3. Keep the file free of formatting (i.e. no tabs, indents, page
breaks, and codes).

4. Double-space body text with margins of 1 inch. 
5. Number pages consecutively, starting with title page.
6. Separate tables and figures as individual files and indicate their

appropriate placement in the body text of the Word document.
7. Send a cover letter along with their manuscript, stating their

position of duality of interest. Competing interests can be finan-
cial, professional, or personal.

8. Submit signed permissions, if applicable:
i. of patient consent for text and pictures;
ii. for reproduction of previously published figures, tables,

graphics, illustrations, charts.

Peer Review: All papers undergo initial screening for suitability by the
Scientific Editor. Suitable papers are then peer reviewed by two or

more referees. Additional specialist advice may be sought if necessary,
for example from a statistician.
Revision: When a manuscript is returned to the corresponding author
for revision, the revised version should be submitted within 6 weeks
of the author(s)’ receipt of the referee reports. The author(s) should
address the revisions asked in the cover letter, either accepting the
revisions or providing a rebuttal. If a revised manuscript is returned
thereafter, it will generally be considered as a new submission.
Additional time for revision can be granted upon request, at the
Managing Editor’s discretion.

Appeal for re-review may be addressed to the Scientific Editor by
email (journal@cdha.ca) who will take it forward to the CDHA
Research Advisory Committee. The committee members may decide
to seek a further review or reject the submission. There are no oppor-
tunities for a second appeal.

Manuscript components:
1. Title page: The title must provide a clear description of the

content of the submission in 12 words. It should be followed by
each author’s name (first name, middle initial and last name)
with respective degrees and any institutional affiliation(s).
Corresponding author’s name, address and email. All authors
should have participated sufficiently in the work to be account-
able for its contents.

2. Abstract: should not contain references or section headings.
Typical formats are outlined below.
a. Study and Research paper: Background (including study

question, problem being addressed and why); Methods
(how the study was performed); Results (the primary statisti-
cal data); Discussion, and Conclusion (what the authors
have derived from these results). 

b. Literature Review: Objective (including subject or proce-
dure reviewed); Method (strategy for review including
databases selected); Results and Discussion (findings from
and analysis of the literature), and Conclusion (what the
authors have derived from the analysis). 

c. Position paper: Same format as Literature Review.
d. Case Report: Introduction (to general condition or pro-

gram); Description of case (case data) Discussion (of case
grounded in literature), and Conclusion. 

3. Key Words: Provide a maximum of 6 key words or short phras-
es from the text for indexing purposes. Terms from the Medical
Subject Headings (MeSH) list of Index Medicus are preferred.

4. Text 
a. Studies and Research papers consist of original work aris-

ing from the exploration of research questions. Presentation
of the study will vary based on the type of research being
presented. Introduction: a concise background and ration-
ale for the study. It should include the purpose of the study
and its relevance to practice and the profession. A brief
review of key themes from current literature is included to
provide the reader a context from which to understand the
research question. Methods: a clear description of the
methodology including materials (stating manufacturer’s
name and location; city/state/province/ country) if applica-
ble. The study design must be clear and appropriate for the
question addressed. Ethics approval: All studies using
human or animal subjects should include an explicit state-
ment identifying the review and ethics committee approval
for each study if applicable, and in accordance with Tri-
Council Policy Statement for Ethical Conduct for Research 1998
(with amendments 2005) or the Declaration of Helsinki.

mailto:lm@cdha.ca
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Editors reserve the right to reject papers if there is doubt as
to whether appropriate procedures have been used.
Results: a logical sequence as befits the methods used.
Tabular data should include relevant test statistics based on
the statistical tests used. Discussion: an interpretation of
work in light of the previously published work in the area. It
should highlight the contribution of the study to dental
hygiene practice as well as its limitations. Conclusions:
drawn from the body of original work within the context of
the literature in the area being studied. Areas of future
research to support the further development of knowledge
in the area may be highlighted. 

b. Literature Reviews provide a synthesis of published work in
a particular area. They may range from very structured for-
mats such as systematic review to more loosely organized
review of the literature. They should be organized in a logi-
cal manner. Tables, illustrations, and photographs are
encouraged. Objective: a concise background and rationale
for the inquiry. It should include the purpose of the inquiry
and its relevance to practice and the profession. Method: a
clear description of search strategies used including the
databases accessed and the key words used in searches.
Inclusion and exclusion criteria are also documented if appli-
cable. Results and Discussion: findings from the literature
reviewed, its comparison and contrast, and an account for
possible differences within the findings. Conclusion: impli-
cations of the inquiry for practice and the profession.
Conclusion must be supported by the literature analyzed.

c. Position papers: the organization supporting the position
should be highlighted. Open structure with subheadings
according to the relevance of the topic discussed. 

d. Case Reports are designed to shed light on decision-making
within the context of practice problems. The case being pro-
filed should differ to some degree from what is considered a
common practice problem. For example, it could involve a
unique perspective or challenging diagnostic or treatment
focus. It could also relate to a unique program or interven-
tion, and its outcomes. Authors must provide signed client
consent for both identifying text and any images, along
with manuscript at the time of submission, without which
the submission will not be considered. Introduction: If a
clinical case, the presenting problem plus a very brief
overview of the disease or condition. If a community, popu-
lation, health or education-based case, the background of
the problem or issue that was studied should be described.
How does the case benefit the reader? Case Description:
should provide demographics of the client(s) or population
being studied with intervention(s), clinical or otherwise. If a
team is involved in managing the client(s) or situation, the
role of each health-care professional in the team should be
outlined. Results of actions or interventions should follow.
Discussion: results or findings of the case with reference to
the literature. What would typically be expected in this or
similar situations? Conclusion(s): implications of the study
for clinical practice, community care or educational practice.
Conclusion must be supported by the case(s) presented.
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Providing care in a changing society: What do health care
providers really need to know about cultural diversity?

Sarah Bowen, PHD

BACKGROUND

There is growing awareness among health care providers
of the need to develop skills to appropriately respond

to the increasingly diverse society in which we live.1-3 Two
important trends contributing to this awareness are the
many changes in patterns of immigration and population
growth,4-6 and the growing evidence of health disparities
among many ethnic and racial groups.3,7,8

Immigration has always been important to Canada, but
until recently, the majority of new arrivals came from
countries of Europe and from the U.S.A.4 Between 2001
and 2006, over 1.2 immigrants arrived in Canada; and in
2004, 79 per cent of all immigrants arrived from Africa and
the Middle East, Asia/Pacific, and Latin America.6,9 While
these trends have been evident for some time in large
urban centres, increasing numbers of new arrivals are set-
tling in less populated regions, often driven by provincial
demands for a greater proportion of Canadian immigrants,
and a desire to benefit from the advantages they bring to
the economy.10 Many of these newcomers do not come to
Canada voluntarily, and many refugees have experienced
the horrors of war, torture, and loss. At the same time, in
many regions of the country the proportion of Aboriginal
peoples is growing far faster than that of the population as
a whole.5

As a result of these demographic changes, it is more
likely that providers will be serving clients of cultural back-
grounds different than their own, whether or not they live
in large urban centres. And because of the shifts in immi-
gration, there is a greater likelihood that clients will be
interacting with providers who do not share the same
assumptions about health and disease, have less experi-
ence in diseases and conditions endemic to their country
of origin, do not speak the same language, and often have
little understanding of their clients’ life or health experi-
ence.

At the same time, there is increasing evidence that
racial and ethnic minorities face disparities in health sta-
tus, access to care, quality and safety of treatment, and
health outcomes.7 In Canada much of the concern in
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addressing these disparities has focused on First Nations
peoples, based on evidence not only of low health status,
but of lack of appropriate care and poorer health out-
comes.8,11,12

RESPONDING TO DIVERSITY IN HEALTHCARE
As evidenced by the number of articles in various health
related journals regarding the importance of cultural
“competence” in providing health care,1,13,14 there is
increasing awareness of the importance of addressing the
diverse cultures of patients in order to ensure quality
health care provision. There is, however, less consensus on
how best to respond to such diversity.15,16 There is grow-
ing recognition that earlier approaches to teaching about
culture (e.g. simply making providers “aware” of or “sensi-
tive” to differences, or emphasizing culture-specific
learning) are not sufficient or even necessarily helpful.17,18

There are increasing expectations that providers should
move beyond these earlier approaches to become more
“culturally competent” or “proficient” in responding to
diversity.15 At the same time, many authors are raising
concerns about many such approaches to cultural compe-
tence, suggesting that instead of emphasizing the
development of provider “competence”, we should rather
emphasize the importance of learning cultural “humili-
ty”19 and providing cultural “safety”20,21 There is rising
concern about the negative impacts of many approaches
to cultural competency, including promoting stereotyp-
ing, ignoring diversity and complexity within groups,
obscuring power imbalances, and making white ethnicity
invisible.14,16,18,23 It has been noted that too often, “cul-
ture” is defined simply as ethnicity, and the important
differences between culture, “race” and ethnicity are over-
looked.14,23,24

ABSTRACT
Health care providers in Canada serve an increasingly diverse clientele, often with little preparation, and with conflicting messages on how

best to provide care that is culturally responsive. This article, based on current research in the area of diversity training, and incorporating exam-
ples from the author’s experience, suggests practical actions that providers can take to improve the care they provide to all their clients. 

RÉSUMÉ
Les fournisseurs de soins dentaires du Canada sont au service d’une clientèle de plus en plus diverse, pour laquelle ils sont souvent mal pré-

parés. Ils reçoivent souvent des messages contradictoires quant à la meilleure façon de prodiguer des soins à cette clientèle compte tenu de ses
divergences culturelles. Cet article, qui s’appuie sur la recherche actuelle en matière de formation à la diversité et qui comprend des exemples
tirés de l’expérience de l’auteur, suggère aux fournisseurs des moyens pratiques d’améliorer les soins qu’ils prodiguent à toutes leurs clientèles.
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As it is beyond the scope of this article to do justice to
the important differences and similarities between these
concepts, and because the goal of these various approach-
es is generally the same,25 in this article I will use the term
cultural responsiveness to describe strategies for addressing
health care needs and concerns of diverse clients and pop-
ulations.17 Culture will be defined as a shared system of
values and beliefs and learned patterns of behaviours,
which are not simply defined by ethnicity.26 This defini-
tion recognizes that every individual has many cultural
identities18 and that “cultural groups” can include those
who are poor, with physical or mental illnesses or disabili-
ties, women, people of alternate sexual orientations, and
people affected by such issues as domestic violence or
homelessness. Some of these cultural identities may be
shared with others from different parts of the world –
many refugees, for example, have a shared culture of expe-
rience of living in a refugee camp. 

To date, much of the literature on culture in health has
focused on traditional cultural practices; differences in
understanding of the causes of disease and practices relat-
ed to health maintenance; and beliefs, expectations, and
communication patterns affecting the healthcare
encounter.27-29 There has, however, been less attention to
how experiences with the health care system affect immi-
grant or Aboriginal health, service utilization and
satisfaction with health services; or with how the culture
(and attitudes and beliefs) of the provider affect the care
clients receive.14,17 

Racism and discrimination may affect health and well-
being in many ways, either through the actions of health
providers or through institutional practice that has the
effect of preventing barriers to service or inequitable
care.18 Both new arrivals (many of whom are visible
minorities) and Aboriginal peoples may encounter stereo-
types and discrimination on the part of their providers.30 

For example, while the lower rates of participation by
immigrant women in breast screening are often attributed
to “cultural” differences, this can be more appropriately
explained by barriers to preventive information, including
the failure of physicians to discuss breast screening with
them, as they would with other Canadian women.31

Similarly, there is evidence that whether restorative or sur-
gical dental treatment is suggested is affected by race and
ethnicity.32-34 I have personally heard new arrivals express
concern that the dental advice they receive is affected by
stereotypes. Some, who were advised to have all their teeth
removed because their teeth were in poor condition, felt
that the dentist had made assumptions (based on how
they looked or sounded) about the value they placed on
dental care, or their ability and willingness to pay for the
work needed.

There has also been little attention to how health serv-
ices can be better organized to provide effective care to a
diverse society.12 It is known that there are significant
obstacles to participation in health promotion and preven-
tion activities, particularly if there are language barriers.35

The orientation new arrivals receive to Canadian health
services is often inadequate; and there may be both direct
and indirect barriers, including financial barriers, to cer-
tain forms of care (e.g. dental care).3 Although, because of

the absence of ethnicity indicators in Canadian health
data, researchers and decision-makers are unable to deter-
mine to what extent processes and outcomes of care differ
among new arrivals, Aboriginal peoples, and other
Canadians; these disparities have been identified in other
countries.7,32,34 Canadian research also suggests that the
health care system could be doing more to address health
disparities. For example, although there is compelling evi-
dence related to the importance of trained health
interpreters, such services are often not made available
(making it difficult for individual providers to provide
optimal quality of care).35

Recent Canadian studies suggest that there is significant
variation in the training students in the health professions
receive related to diversity.36-38 There is also increasing
concern that some of the common approaches to cultural
training (e.g. the culture-specific or “recipe book”
approach) may in themselves contribute to stereotyp-
ing.14,16,18,19,22-24 

CHALLENGING ASSUMPTIONS ABOUT CULTURE AND
HEALTH
As a result of all these factors, many health providers may
feel inadequately prepared to provide care to a diverse
society. So, what do practitioners need to know in order to
provide culturally responsive care? First, let’s deal with
some of the common – and potentially dangerous –
assumptions about culture and health. 

The main challenge in intercultural care is for providers
to understand the beliefs and practices of clients from
different backgrounds. This statement encompasses two
assumptions in one. The first is that knowledge of tradi-
tional beliefs and practices is the most important thing to
know about a client’s culture. There are three perspectives
from which we can assess the impact of culture on health:
the impact of the culture of origin, the impact of the tran-
sition experience (i.e. the experiences in travelling from
one society to another), and the impact of barriers to care
once in Canada. While we commonly focus on the former,
there is good evidence that the last of these is of most
importance. For example, recent research has been able to
disentangle the influence of culture and language on
health behaviour.39-41 The key finding is that language bar-
riers, not cultural beliefs, have the greatest influence on
interaction and satisfaction with the health care system,
and that many observed “differences” among cultural
groups (from attendance at follow up appointments, to
participation in breast screening programs, to compliance
with medication regimes) can be attributed not to cultural
beliefs, but to language barriers.35,42

The second assumption is that the solution is for
providers to learn about specific practices. Traditional
practices are often not of particular concern to the clients
themselves,43,44 and it is neither feasible nor necessary for
providers to have an encyclopedic knowledge of the spe-
cific cultures in order to provide culturally responsive
care.23 While it is important to understand the client’s
beliefs and practices, particularly in the case of dental
hygienists, related to oral health (but also related to deci-
sion-making, consent, communication patterns, etc.) and



while there is evidence of differences among countries and
ethno-cultural communities that may affect care, hygien-
ists must make an individualized assessment, not based on
simplistic generalizations of what people from certain
countries or ethnic groups believe or practice.14,16,18

While learning about other cultures is a positive step, it is
important to remember that a little knowledge can be a dan-
gerous thing. Such knowledge tends to be general and
superficial, and may give the provider a false sense of con-
fidence. For example, in one case, a Public Health nurse
had assumed, because she knew something of Vietnamese
culture, that a young mother rubbing ointment into the
baby’s fontanel was a harmless traditional practice.44 Upon
assessment by a health educator from the same back-
ground, however, it was determined that this mother
knew little about traditional medicine, and was using a
substance that would be considered dangerous. The real
“cultural” issue was that she was a teen mother with no
social support.

A client’s ethnic background is the most important
aspect of his culture. A person’s country of origin or eth-
nic identity may not be of particular importance to the
health care encounter16 (unless, of course, the provider’s
assumptions or prejudices about the client’s culture get in
the way). For example, a gay Aboriginal man may be more
concerned about a provider’s beliefs and attitudes about
sexual orientation than knowledge of Aboriginal culture.
Poverty, social disruption or personal/family preference
may explain an individual’s health care practice more
appropriately than “cultural differences.” 

If you know one person from a certain country, you have
good insight into how to respond to another person from
the same country. Assuming that any individual client can
be understood in terms of commonly accepted characteris-
tics associated with a particular world area is
dangerous;14,16 this prevents the individualized assess-
ment that is essential to quality, safe care. Not every
person from the same country shares the same culture.14

Many countries encompass those of diverse ethnicities,
languages and religions. Even when a country is relatively
homogenous in terms of ethnicity, socio-economic, politi-
cal, urban/rural or regional differences may result in
significant diversity affecting every aspect of health. As
one Central American woman commented to me: “We
have two cultures in our country, the rich and the poor.”
The healthcare experiences of the rich and poor in that
Central American country were so removed from each
other that literally nothing of one person’s experience
could be assumed to apply to another. Dental care ranged
from the standards of preventive, restorative, and cosmet-
ic care we would expect in Canada (for those who could
afford it), to home-based tooth extractions using pliers (for
those who could not afford care). 

Emergency situations are the most important for cultur-
ally responsive care. Contrary to what may be believed, it
is not failure to provide appropriate care in emergency sit-
uations that ultimately has the most impact - the greatest
negative impacts result from barriers to health promotion,

prevention and primary care.17 This is not to say that there
are not emergency situations, especially around consent,
or death and dying, where cultural responsiveness is not
crucial. But many urgent situations rely on diagnostics,
and it is clear what action should be taken. Barriers to
effective prevention and promotion activities, however,
can have enormous impacts for long term health, and
affect greater numbers of the population. This finding is
particularly relevant to the field of dental hygiene, espe-
cially given the evidence on disparities in oral health
status.45,46

So what can individual providers do to be culturally
responsive? Dental hygienists face a number of challenges,
common with many other primary care providers. They
are often the first professionals to have the opportunity to
identify broadly defined health problems, and make
appropriate referrals. They often see clients when they are
in crisis or pain; they are involved in procedures that
“invade” an individual’s personal space; they deal with
clients from a variety of backgrounds, and with various
levels of understanding; and they have a professional and
ethical commitment to providing care that is safe, confi-
dential, and competent. Here are some practical
guidelines:

Recognize that you don’t know, and don’t need to
know everything about different “cultures”. Tervalon
and Murray Garcia (1998) argue that what is needed is
not greater cultural competence, but, rather, cultural
humility.19 If you are faced with a patient from Somalia
(for example) and realize, “Oh no, I don’t know any-
thing about Somalia,” that is not a problem. However, if
you assume (based on having read an article, or your
experience with a couple of other patients from
Somalia), that you know what you need to know about
the patient – that is a problem. Health care providers
who act like “experts” on underserved populations can
also further disempower clients.20 No one suggests that
a physician or nurse should be expected to predict the
religious beliefs, spousal relationship, dietary habits, or
childrearing practices of a white woman born in
Canada. Why then, do we do make such assumptions
with others? Such assumptions may be not only offen-
sive, but also dangerous.

Look at similarities, not only differences. Expressions
such as “culture of poverty” or “women’s culture” rec-
ognize the broad definition of culture, and shared
experiences that transcend national or ethnic culture.
Similarly, dental hygienists from many countries partic-
ipate in a shared “culture,” based on shared values,
training, and work experience. For example, a key
aspect of dental hygiene culture is a belief in the impor-
tance of prevention,27 a belief that may not be shared in
the same way even with others born in Canada. 

Practice reflecting on your own individual culture(s)
– your assumptions, beliefs, and values. Be aware also of
the culture of Canadian health care: in any healthcare
interaction there are three “cultures” at work: the cul-
ture of the client, the culture of the provider, and that
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of the health system (with all its values, assumptions
and beliefs) in which the interaction is taking place.16

Question why you assume that our way of doing things
is best (this is one definition of ethnocentrism). A use-
ful definition of intercultural understanding is simply
the recognition that there is more than one good way to do
something. Some dietary or alternate dental care prac-
tices may be positive for oral health and should be
supported. 

Solicit an understanding of what the client thinks is
wrong, and how the condition should be managed.16

For example, ask the patient what he thinks is the cause
of his periodontal disease, and what actions should be
taken to address it. This will provide information on the
patient’s knowledge level, as well as any cultural prac-
tices, which will provide for development of a care plan
appropriate for the client. Importantly, this is also a use-
ful strategy for providing quality care to all clients.13

Use trained interpreters. The greatest risk facing both
you and your client is miscommunication. Most profes-
sionals recognize the risks involved when there is no
communication. Fewer, however, recognize the risks
when the patient speaks some English or French, or
when family, friends or other untrained helpers are
available to help with interpretation. Risks to the pro-
fessional include violation of privacy legislation, failure
to obtain consent, and malpractice. More importantly,
poor communication can result in misdiagnosis, failure
to follow treatment, even death.35 It is tempting to rely
on gestures, or “body language” when verbal communi-
cation is compromised, but this brings additional risks.
Gestures we may believe are universal may have a com-
pletely different meaning in other cultures. Beckoning
with one finger, for example, is offensive in some Asian
cultures, where only animals are summoned in this
way. Skilled interpretation not only protects against
these risks, but by providing the means for the client to
speak for him/herself, allows the provider to learn
about what aspects of the client’s culture are relevant
and important to him. Learn how to work with effec-
tively interpreters – there are specific tips and pointers
that can be easily learned.

Be aware of what is going on in the world. Know
what world areas and countries are in turmoil, particu-
larly countries that are producing refugees – sooner or
later we will see some of them in Canada. For example,
in 2006, refugees arriving in Canada included those
from Afghanistan, Columbia, Burma, Sudan, Somalia
and Democratic Republic of Congo – all countries with
conflicts that have featured in the news in recent
years.47 

Show particular sensitivity in interacting with
refugees. A number of refugees have witnessed trauma,
or been tortured: ordinary events, including dental
care, can trigger intrusive memories. Many torture tech-
niques can cause dental damage: beatings, electroshock,
and deliberate removal of teeth.48 In addition, refugees

are more likely to have poor oral health because of lim-
ited access to dental care, and poor nutrition while in
exile.48

• When taking a history, avoid asking questions in a
way that may appear that you are interrogating the
client. This may trigger memories of interrogation by
police or army. For the same reason, it is also suggest-
ed to avoid consultations in enclosed areas, such as
small windowless rooms.48

• Don’t ask directly about traumatic events, but
leave the door open for people to share with you.
Canadian research in one study found that only 
1 of 30 war affected women had discussed any of
their experiences with their health care providers,
and none had had such a conversation initiated by
their providers, even (as in the case of one woman
with reproductive system complaints who had been
gang-raped by soldiers) when the experiences were
directly linked to their current health condition.43

• Show extra caution in explaining any procedures
and in requesting permission to proceed. Not only
procedures that cause pain, but any intrusive proce-
dure or restraining action (even the sight of
instruments) may bring back painful memories to
people who have been tortured.
• Never use an informal interpreter without prior
permission from the client. New arrival communities
from war-affected countries often have representa-
tion from both sides of a conflict. For example,
although both the Hutu and Tutsi from Rwanda
speak the same language, given the genocide of the
1990s, Tutsi clients would likely feel highly unsafe if
provided a Hutu interpreter.

Don’t assume the client prefers a provider from her
own country (or that it is supportive for you to men-
tion someone else you know from the same
ethno-cultural community). In addition to the cautions
cited above, clients from small communities may fear
lack of confidentiality if they receive care from some-
one from their own background. Class divisions within
some countries may also lead those of lower socio-eco-
nomic standing to fear they may get less respectful
treatment from a professional from their own country
than from a Canadian.44

Remember that some friendly, well-intentioned
questions can inadvertently offend. Avoid questions
such as “Why did you come to Canada?” or “How long
have you been here?” This information may be useful
to know, but try to ask questions that could be asked of
any client, e.g., “When did you last see a doctor/den-
tist? What were you treated for then? Have you lived in
Edmonton long?”

If you suspect that health care experiences have been
different than those in Canada, be especially careful to
give explanations about routine or recommended prac-
tice.  Remember that not only risks to oral health and
dental care practices, but also availability of dental and
preventive oral health services, vary significantly
between countries.45 As new arrivals are often not ori-
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ented to how the Canadian system works, they may
need clear orientation on Canadian recommended
schedules for regular checkups and cleanings, and clear
instructions on how to schedule or change appoint-
ments (including any costs for missed appointments).

Remember that lacking fluency in English or French
does not imply lack of education. The average educa-
tion of immigrants in higher than that of the Canadian
born.49 Simplify your English to make points more
understandable (use active rather than passive voice,
shorter sentences, etc.), but don’t “dumb down” the
information.  At the same time, even very well educated
immigrants may lack the language skills to understand
preventive information or after care instructions.
Additional strategies for explaining important informa-
tion, such as translations of key aftercare instructions,
will be needed. 

If there are particular ethnic groups that you see
often in your practice, try to learn more. In spite of
the cautions outlined above about the risks of stereo-
typing, it is useful to understand what areas may
present concerns to many of your clients. In addition to
knowledge and practice of oral health, organization of
dental services in country of origin, and assumptions
regarding consent; other issues may also be important.
These include patterns of communication, especially
with professionals (does nodding or saying “yes” always
signal agreement?); and issues related to female mod-
esty, touch and personal space. Also consider
developing translations of key patient materials or put-
ting up bilingual signage. However, follow established
guidelines for quality translations, and have any mate-
rials back-translated and evaluated before use.

SUMMARY
These guidelines may challenge some of the messages
readers may have received about providing culturally
responsive care. However, many will find that they are fol-
lowing all or many of them, whether or not they have had
cultural responsiveness training. The guidelines outline an
approach to care which does not stereotype, but provides
encouragement to respond in a respectful, thoughtful and
individualized way to the needs of each client.

They also reflect an emerging shift in the literature
regarding most effective approaches to preparing health
providers to work effectively in a diverse environment.
There is an evolution:

• from giving providers knowledge about different
ethnic groups to training them in the skills of intercul-
tural communication;
• from a focus on cultural sensitivity of individual
providers, to a focus on cultural responsiveness of
health organizations; and 
• from a definition of culture that focuses narrowly on
ethnicity, to one that recognizes multiple cultural iden-
tities.
There is also increasing recognition that cultural

responsiveness is essential if health care providers are to
meet the standards of their professional associations, and

for clients to receive the quality of care to which they have
a right.

Dental hygienists, as direct care providers, are in the
front line of providing culturally responsive care. Their
clients’ experience with this care will not only affect their
health, their confidence in the profession, and future uti-
lization, but very often their confidence in participating in
Canadian society.
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Interested in having your own
independent dental hygiene practice?

Then you won’t want to miss this 
information-packed, one-day workshop:

Tools for an

Independent
Practice
Friday, June 20, 2008

Toronto, Ontario

If you think you might be ready to go out
on your own, but don’t know where to
start, this workshop is for you.

• Learn from knowledgeable experts in
the fields of both dental hygiene and
regulated health practices.

• Listen to the experiences of dental
hygienists who already have their own
dental hygiene businesses.

• Find out about everything from
equipment and facility needs,
timelines and financial projections to
risk management and liability.

Space is limited! 

For more information, visit
www.cdha.ca/independentpractice

The direct connection between oral
health and overall health is becoming
increasingly clear. Lung disease, heart
disease, diabetes—what your clients
don’t know can hurt them.

You talk to them but sometimes, 
talk just isn’t enough.

Now you can reinforce your message
with a new series of educational 
resources available exclusively from
the Canadian Dental Hygienists 
Association. A healthier mouth for a
healthier you! includes a set of four
brochures, two fact sheets and a poster.

For pricing information 
and an order form, visit 
the CDHA website at 
www.cdha.ca and log into 
the members-only section.

Order now! Your clients 
may be just a few clicks 
away from better oral—
and overall—health.
www.cdha.ca

Helping your clients
achieve better health
just got easier.

La recherche confirme chaque jour le lien
direct entre une bouche en santé et un corps
en santé. Maladies pulmonaires, maladies
du cœur, diabète… Ce que vos clients 
ignorent peut nuire à leur santé. 

Vous leur en parlez, mais parfois vos paroles
n’ont pas toute la portée souhaitée.

Dans le but de vous aider à rendre votre
message plus percutant, l’Association
canadienne des hygiénistes dentaires a
produit à votre intention un jeu de nouvelles
ressources éducatives. « Une bouche en
santé, c’est un corps en santé! » comprend
quatre dépliants, deux feuillets d’information
et une affiche.

Aider vos clients à
améliorer leur santé est
maintenant simplifié.

Pour obtenir un bon de 
commande et connaître le 
prix de ces ressources, rendez-
vous dans la section réservée 
aux membres du site de l’ACHD 
à www.cdha.ca.

N’attendez pas! De quelques 
clics, commandez ces ressources
afin d’assurer à vos clients une
meilleure santé buccale et un
corps en bonne santé.
www.cdha.ca

Do you need funding 
for a dental hygiene 
project?

The Canadian Foundation for Dental Hygiene Research 
and Education issues a new Call for Proposals.
The Canadian Foundation for Dental Hygiene Research and Education
(CFDHRE) has issued a new call for proposals. The Foundation is providing
$17,000 for research, dissemination of research, public education, or 
publication of information. These projects must relate to the topic of 
dental hygiene. If you would like more information about the program
guidelines and the application form visit http://www.cfdhre.com/
call_for_proposals.asp. You can also read about other projects that the
Foundation funded from 2005 to 2007
by visiting http://www.cfdhre.ca/
fundedprojects.asp. The deadline for
applications is midnight May 1, 2008
Pacific Daylight Time.

R E S E A R C H  A N D  E D U C A T I O N

C A N A D I A N  F O U N D A T I O N  F O R

DENTALHYGIENE

Apply today!
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2008 DENTAL HYGIENE PROGRAMS RECOGNITION AWARD

PRIX DE RECONNAISSANCE 2008 POUR LES PROGRAMMES EN HYGIÈNE DENTAIRE

The Canadian Dental Hygienists Association is proud to announce the recipients of the Dental Hygiene Programs Recognition Award. 
This award officially recognizes dental hygiene programs with 100 per cent CDHA membership of full and part-time members of
faculty. The CDHA congratulates these faculties for demonstrating outstanding commitment to the dental hygiene profession to 

support and promote their national professional association, and for being exceptional role models to their students.

Camosun College, Victoria, BC
College of New Caledonia, Prince George, BC

Dalhousie University, Halifax, NS
Malaspina University-College, Nanaimo, BC
Oxford North Toronto, Richmond Hill, ON

Saskatchewan Institute of Applied Science and Technology - SIAST, Regina, SK
University of Alberta, Edmonton, AB

University of British Columbia, Vancouver, BC
University College of the Fraser Valley, Chilliwack, BC

University of Manitoba, Winnipeg, MB
Vancouver Community College, Vancouver, BC

L’Association canadienne des hygiénistes dentaires est heureuse de présenter les récipiendaires du Prix de reconnaissance pour les
programmes en hygiène dentaire. Ce prix récompense officiellement les programmes en hygiène dentaire dont 100 % des membres du
corps professoral à temps plein et à temps partiel font partie de l’ACHD. L’ACHD félicite ces corps professoraux de montrer de façon

exemplaire, par leur appui à leur association professionnelle nationale et la promotion qu’ils en font, que la profession d’hygiéniste
dentaire leur tient à cœur. Elle les félicite aussi de servir de modèles exceptionnels auprès de leurs étudiants et étudiantes.

MARK YOUR CALENDARS… 

Toronto ON, October 2008
Vancouver BC, November 1, 2008

TORONTO, ON            VANCOUVER , BC

www.cdha.ca/studentsummit2008
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NEWS

Recognizing excellence

CDHA honours leadership and dedication to the dental hygiene profession.

With her team from the graduating class of 2008, Sarah
Stender set up a booth at “Halloween Spooktacular” in
Pearkes Arena, Victoria, to promote their school and clinic.
Sugar bugs, a plaque Ninja, and a brushing game on paper
were featured activities to engage children up to 10 years of
age. Winners took home toothbrushes as prizes.
b. In the Clinic Team category, congratulations to this
year’s winner of $2,000: Careen Whorrall and team at
Shad Bay Dental Clinic, Halifax, NS

A registered dental hygienist practising in Nova Scotia
for eleven years, Careen put together an online slide pres-
entation to reach out to communities in order to educate
and promote oral and overall health for all ages. The out-
reach program’s success is solely due to the efforts of
Careen’s team.
c. In the Individual category, congratulations to this
year’s winner $1,000: Catherine Grater-Nakamura of
Pickering, ON

Advocacy for improved access to dental hygiene care is
her guiding goal. Catherine volunteers in a long term care
facility, and her experiences there make her think and act
beyond the borders of her treatment room. She also initiat-
ed a program whereby children from a local daycare centre
tour the clinic, and are given oral screenings.

4. Dentsply/CDHA Leadership Prize - 
$2,500

This prize is given to a student currently enrolled in a den-
tal hygiene program for showing leadership and making a
difference in his or her local, academic, or professional com-
munity.

Congratulations to this year’s winner, Lori Yoon of
Aldergrove, BC

Her familiarity with the University College of the Fraser
Valley dental hygiene clinic made Lori a valuable resource to
her classmates and gave her the opportunity become a strong
leader within the UCFV Dental Hygiene class of 2008 as their
class representative. She initiated the process of organizing
the UCFV DH Student Association to give students a voice,
encouraged DH study groups and mentorship programs, and
promoted fund raising activities. She is also a member of the
UCFV Dental Program Advisory Committee that meets annu-
ally to discuss DH programs at UCFV, and monitors their
progress.

5. Johnson & Johnson/CDHA 
Community Health Prize - $3,000

This prize is awarded to a student or group of students
enrolled in the final year of a dental hygiene program for
improving oral health through an innovative community oral
health project.

Congratulations to this year’s winner Dianne Ioannou of
George Brown College, Markham, ON

Dianne completed a needs assessment of the student popu-
lation at George Brown College, performing an initial survey
to determine their knowledge of oral health and how it can

The CDHA annually recognizes distinctive efforts by
dental hygienists who advance the dental hygiene pro-

fession, and congratulates all the participants and winners
of the 2007-2008 Dental Hygiene Recognition Program.

1. Crest Oral-B/CDHA Dental 
Hygiene Baccalaureate Student 
Prize - $1,500

This prestigious honour is given to a dental hygiene stu-
dent in a baccalaureate program for contributing to the
advancement of dental hygiene.

Congratulations to this year’s winner, Polly Po-Ning
Huang of Vancouver, BC

She thought her days and her life were full, working and
studying part time at the University of British Columbia.
Then a conversation with a spry 92-year old lady opened the
doors to a rewarding association with volunteering. It started
with acting as a teacher’s assistant in an ESL program at the
Pacific Immigrant Resources Society. This activity then blos-
somed into table clinic presentations about oral health for
adults and their children. The response to the first presenta-
tion was so encouraging that Polly contacted other
associations and communities to host similar sessions. Polly’s
volunteer activities have given much to others.

2. Crest Oral-B/CDHA Dental 
Hygiene Diploma Student 
Prize - $1,000

This is awarded to a dental hygiene student in a diploma
program for contributing to the advancement of dental
hygiene. 

Congratulations to this year’s winner, Lori Yoon of
University College of the Fraser Valley, BC

As a student of the DH diploma program at University
College of the Fraser Valley, Lori organized and led a volunteer
project, “A Contribution to Oral Health” at the Telus World of
Science to educate the public on different aspects of dental
hygiene. Activities included the importance of handwashing
and its impact on oral health, making thumb impressions
with alginate and making boats out of fluoride trays to pro-
mote benefits of fluoride.

3. Crest Oral-B Oral Health 
Promotion Awards

These prizes are presented for
the creative promotion of dental hygiene, including educa-
tion, community impact, and innovative partnerships to
three categories:

a. a dental hygiene school,
b. a clinic team, and 
c. an individual 
The prize money will be shared equally between the win-

ner and the winner’s local dental hygiene chapter. 
a. In the Dental Hygiene School category, congratula-
tions to this year’s winner of $2,000: Camosun College
Dental Hygiene program, Victoria, BC
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affect one’s general health. She then implemented a presenta-
tion on oral health at the Healthy–U Health Fair at the St.
James campus. On completion of the presentation, she
administered a second survey to see if her presentation had
been effective at increasing people’s knowledge on the oral-
systemic link. Improving oral health on a wider scale is high
on her agenda after graduation.

6. TD Meloche Monnex/CDHA 
Visionary Prize - $2,000

This honour is awarded to a student in a masters or doctor-
al program in dental hygiene for advancing the dental
hygiene profession by submitting a discussion paper, essay, or
thesis with a vision for the profession, including future initia-
tives, strategies, and goals.

Congratulations to this year’s winner, Sherry Priebe,
DipDH, BDSc(DH), RDH, of Kelowna, BC

The future of dental hygiene as envisioned by Sherry lies in
the investigation of scientific findings that point to novel sali-
va diagnostic tools, oral disease prevention, and even tooth
decay cures through vaccines. Dental hygienists, as primary
oral health care providers, can rethink the fundamental struc-
tures and assumptions that shape oral health practice. They
can expand the boundaries and act as a catalyst to integrate
oral health care and education into communities locally,
nationally, and globally. Equipped with scientific knowledge
and clinical ability, an entrepreneurial attitude, extensive
international experience, and priceless independence the den-
tal hygiene profession is the reform factor that seeks to
imagine and work towards global oral health.

7. Philips Sonicare/CDHA 
Professionalism Prize - $2,500 

This prize is for a graduating student in
a dental hygiene program who has demonstrated distin-
guished professionalism throughout his/her education.

Congratulations to this year’s winners Nakissa Farmand
of Ottawa, ON and Brooke Allen of Victoria, BC The prize
money will be divided equally between the two recipients.

a. Nakissa Farmand of La Cité Collégiale, Ottawa, ON
Her classmates readily attest to Nakissa’s diligence,

amazing energy, and unfailing cheerfulness in handling
multiple duties, and volunteering responsibilities. As class
representative, her tasks involve attending meetings on
curriculum, college issues, organizing her class’s gradua-
tion, liaising with other program representatives, and
volunteering time to mentor classmates. She works at two
jobs in addition to her dental hygiene program demands.
Armed with models of an oversize toothbrush and mouth,
she promotes dental care in the college.
b. Brooke Allen of Camosun College, Victoria, BC

As class leader, Brooke personifies exemplary dental
hygiene practice and professional conduct, while support-
ing her peers to do the same. She always made time to
assist their learning through further discussion and offer-
ing a student’s perspective on improving accuracy and
proficiency. When scheduling conflicts have arisen, Brooke
rearranged her clinical schedule to provide quality care for
another student’s client. Brooke accepted additional com-
munity interaction to further educate the public on dental
hygiene, enhancing its perception by the public as a caring
profession.

8. Sunstar/G.U.M./CDHA
Achievement Prize - $2,000

Awarded to a student enrolled in the final year of a dental
hygiene program, and who has overcome a major personal
challenge during his or her dental hygiene education.

Congratulations to this year’s winner Sarah Stender of
Camosun College, Victoria, BC

The personal challenges that Sarah faced in the spring of
2007 solidified her faith in the compassion and empathy that
is intrinsic to dental hygienists, and in her own determination
to become part of that community.

In early February 2007, Sarah faced an increase in personal
commitments due to family health crises. With the help of
her peers and instructors at the University Sarah worked
around the multiple demands on her time. The quality of care
and compassion her family received re-instilled her determi-
nation to provide, on graduation, the same for others seeking
dental hygiene care. Sarah’s experiences have helped her to
recognize the importance of her role in all aspects of dental
hygiene practice and provided the foundation for her future
in the profession.

9. Sunstar/G.U.M. Global 
Health Initiative Prize - $3,000

Awarded to a registered dental hygienist who has commit-
ted to volunteering as part of an initiative to provide oral
health related services to persons in a disadvantaged commu-
nity or country.

Congratulations to this year’s winner, Leanne Rodine of
Calgary, AB

For the past 5 years, Leanne has travelled to Jamaica volun-
teering in a project that is dear to her dental hygiene heart -
the 1000 Smiles dental project. The volunteer team has grown
each year, with 2007 setting a new record; over 115 volunteers
from four countries provided dental treatment for 2,333 peo-
ple and preventive education for 8,235 children in schools.

Each year Leanne gathers feedback about the oral health
lessons, revises them accordingly, and develops new lessons
for the coming year. As well, Leanne prepared an orientation
manual, and provides orientation sessions for new volunteers
on the education team.

Touching one aspect of lives in Jamaica led to Leanne’s
broader involvement in education as one of the determinants
of health. She initiated a school uniform component to the
project when she learned that some children do not attend
school because their families cannot afford uniforms. The
1000 Smiles project has Leanne’s commitment well into the
future. She plans further involvement in this education pro-
gram, and is currently looking into creating a culturally
appropriate oral health storybook for Jamaican children.

CDHA received many submissions for these awards and
appreciates the effort and inventiveness of all those who
worked to better the profession of dental hygiene and to
create awareness of the importance of dental hygiene to
one’s general health. While not every submission could
win these prizes, the community has gained tremendously
from all these initiatives. Thank you.

For further information on the CDHA Dental Hygiene
Recognition Program, please visit CDHA’s Members’ Only
section of the website (www.cdha.ca/members/index.asp)
and click on “Networking & Recognition.”



Where will your imagination take you?

NAVIGATING THE IMAGINATION
Leadership Invitational
May 26 – 28, 2008
Rimrock Resort Hotel, Banff, Alberta

If you are an emerging or an experienced
leader this program is for you!

What are you waiting for? Sign up today!

C R E A T I V E  I D E A S  ·  S T I M U L A T I N G  D I A L O G U E  ·  I N S P I R I N G  S E T T I N G

www.cdha.ca/navigate2008
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WE ARE PROUD TO BROADCAST CDHA’S

Product
Showcase
goes Live!

Bringing the hot topics in 
oral health care and products

Toronto ON, June 21, 2008

To reserve your tickets visit
www.cdha.ca/showcase



Which-hunt… for new technology

L IBRARY COLUMN

Health care technology can be defined as all drugs,
devices and procedures used in health care and the

organizational systems that support them. The appropriate
selection and adoption of new technology offers dental
hygiene clinicians the opportunity to increase client 
comfort and improve oral health outcomes while
simultaneously raising office productivity. Effective imple-
mentation will ensure that clinical and business objectives
are mutually achievable.

PRACTICE IMPLICATIONS
One of the current challenges in dental offices is pressure
caused by the pace of technological change. The ancient
saying, “May you live in interesting times” appears to have
taken effect. It is not surprising that many practitioners
have difficulty deciding which products and procedures
will work best for their clients. Therefore, a review and
analysis of research literature is essential in order to choose
and integrate effective new therapies and techniques. 

Having a strategic plan for implementing new technol-
ogy is recommended. The planning process should include
preparation of a:

• statement of expectations 
• prioritized list of requirements
• prospective technology inventory
• review of the “usability” of these products (com-

pared to alternatives)
• list of associated costs and training (including main-

tenance)
• timeline for acquisition

TECHNOLOGY ITSELF IS NOT INNATELY GOOD OR BAD
Birch and Ismail1 review the concept of utility as a meas-
ure for the individual’s well being and preferences
regarding different technologies. Their article cautions cli-
nicians to consider what the client will accept in order to
achieve desired health outcomes, and that clients with the
same clinical conditions may prefer different treatment
modalities. 

The technology utilized in oral health care delivery can
be broadly categorized as: 

• Diagnostic Systems: including oral cancer screening
tools, digital radiography or voice activated peri-
odontal probing devices, and intra oral cameras.

• Therapeutic Systems: including subgingival local
anesthetic gel, lasers and photosensitive subgingival
antimicrobial gel systems, and ultrasonic tips with
fiber optic and LED lights.

• Information Processing Systems: including soft-
ware for appointment scheduling, charting of oral
health status, and treatment planning. 

In addition, there are specific types of technology
aimed at combating the physical stressors of dental

hygiene practice. For example, surgical dental loupes and
ergonomic seating systems reduce the strain of performing
procedures where visibility is limited and where natural or
neutral body posture is often compromised.

The overall goals of technology innovation should be
to improve upon quality of care and client safety, consis-
tency of outcomes, and efficiency and cost effectiveness.2

When is the best time to adopt emerging technologies?
The answer to this question will often depend upon the
personality of employees, and work culture of the practice.
Roger’s model for the adoption and diffusion of innova-
tions classifies adopters of technology into categories
based on their openness to change.3

• Innovators are risk takers and are ready to quickly
adopt new technology.

• Early adopters are leaders but are more careful in
researching and less likely to take risks.

• Early majority are thoughtful, more conservative but
do not want to be left behind.

• Late majority are skeptics and will use new ideas or
products only when the majority have adopted
them.

• Laggards are traditionalists who want no risk whatso-
ever and are critical towards new ideas; their attitude
is “if it isn’t broken, don’t fix it.” 

In practical terms it is more effective to start by con-
vincing the innovators and early adopters of the value of
new procedures and products.

Some useful sources clinicians may wish to consult for
information on technology innovations are:

• DHnet – The National Center for Dental Hygiene
Research at: http://www.usc.edu/hsc/dental/dhnet/

• The Canadian Agency for Drugs and Technologies in
Health site offers a wide range of health technology
assessment (HTA) reports and information at:
http://www.cadth.ca

• The Cochrane Collaboration works to improve
healthcare decision-making globally, through sys-
tematic reviews of the effects of healthcare interven-
tions at: http://cochrane.org/reviews/en/topics/
84_reviews.html

• Dentalcompare – The Buyer’s Guide for Dental
Professionals provides information on new product
research and innovation at: http://www
.Dentalcompare.com
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PROBING THE NET

Care for communities

In order to deliver optimal care in the multicultural envi-
ronment, a health care worker should understand who

she or he is, and who the other is. Such learning experi-
ences are lifelong and continuous, as culture is dynamic,
individual, and primarily influenced by race, gender, her-
itage, and social, economic and educational backgrounds.  

Online resources
http://www.culturalcompetence2.com/

Cultural Competence Online presents a self assessment
quiz and other culturally competent activities. These
include developing skills through training, and imple-
menting goals and objectives to ensure that governance,
administrative policies, and clinical skills and practices are
responsive to diversity within the populations served.
Cultural competence is the willingness and ability of a sys-
tem to value the importance of culture in the delivery of
services to all segments of the population.

http://www.calendow.org/Collection_Publications.aspx?
coll_id=26&ItemID=316

The California Endowment website has useful training
material and downloadable .pdf of reports to aid health-
care workers remove barriers to service, work with youth
and connect worlds.

http://erc.msh.org/mainpage.cfm?file=2.0.htm&module=
provider&language=English&ggroup=&mgroup

The Provider’s Guide to Quality and Culture provides audio
vignettes, how to avoid stereotypes, and cultural compe-
tency pointers. Assess yourself through the 10-minute quiz
how culture influences health care.

http://www.thejcdp.com/issue033/rayman/01rayman.htm
The Journal of Contemporary Dental Practice presents an

excellent article by S. Rayman and K. Almas, “Transcultural
Barriers and Cultural Competence in Dental Hygiene
Practice.” The aim of this paper is to highlight the need to
integrate cultural care into an American dental hygiene
practice.

http://www.rnao.org/Page.asp?PageID=122&ContentID=
1200

The Registered Nurses Association of Ontario has pro-
duced practice guidelines “Embracing Cultural Diversity in
Health Care” that recommend a congruent set of work
place behaviours, management practices, and institutional
policies within a practice setting resulting in an organiza-
tional environment that is respectful and inclusive of
cultural and other forms of diversity.

http://www.cno.org/docs/prac/41040_CulturallySens.pdf
The College of Nurses of Ontario “Practice Guidelines for

Culturally Sensitive Care” provides a number of practice sce-
narios, and an extensive bibliography.

http://www.hc-sc.gc.ca/hcs-sss/pubs/acces/2001-lang-acces/
index_e.html

Language Barriers in Access to Health Care, a report pre-
pared for Health Canada by Sarah Bowen, presents a
Canadian perspective on the impact of communication
barriers on health status.

While the review includes studies done in other coun-
tries, the report is designed to provide an analysis of the
research evidence from a Canadian perspective, and to
assess the implications of findings for the provision of
health care in Canada. The report focuses on assessment of
the effects of language barriers on access to health care,
and quality of care received. It also examines a number of
indirect effects of language barriers within the health sys-
tem, including the issues of research participation, effect
on providers, and health care costs.

http://www.crncc.ca/knowledge/factsheets/index.html
Canadian research network for care in the community

(cnrcc), through its In Focus fact sheets, aims to provide
members with the most recent research and evidence on a
range of community care topics in an easily accessible for-
mat.

http://www.mhcs.health.nsw.gov.au/mhcs/topics/Dental
_Care.html

New South Wales Multicultural Health Communication
Service provides information and services to assist health
professionals to communicate with non English speaking
communities throughout New South Wales. There are over
450 publications on health in a wide range of languages
and new publications are added regularly. Some multilin-
gual resources produced by other services are also posted
on this website and there are links to related websites.

Text resources
The Healthcare Professional’s Guide to Clinical Cultural

Competence. Mosby/Elsevier: Toronto. Srivastava, Rani H,
ed. 2007. This recently published Canadian text is another
excellent contemporary resource for all health care profes-
sionals wishing to improve their understanding of
multicultural influences and their clinical proficiency. This
text may be purchased online through
chaptersindigo.ca
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CDHA CLASSIFIED ADS
Classified ads are listed primarily on CDHA’s website

(www.cdha.ca) in the Career Centre of the Members-only
section. Online advertisers can list their advertising in the
Canadian Journal of Dental Hygiene for an additional fee. The
cost of advertising in the journal only, and not online, is the
same as advertising online. For pricing, visit the CDHA web-
site.

CDHA classified advertising reaches more than 11,000
members across Canada, ensuring that your message gets to
a target audience of dental hygienists in a prompt and effec-
tive manner. Contact CDHA at info@cdha.ca or (613) 224-
5515 for more information.

CLASSIF IED ADVERTIS ING

CDHA and CJDH are not responsible for classified advertising,
including compliance with any applicable federal and provincial
or territorial legislation.

ABOUT THE COVER
People through the ages did spend time trying to

take care of their teeth and dental hygiene. 
The front covers of Volume 42 will feature herbs

used as remedies in dental treatments during 
the Renaissance period, and this note provides 

a historical perspective of their traditional 
use in oral or dental care, and hygiene.

Vol. 42.2, Mar-Apr 2008 issue, 
cover picture: Rosemary (Rosemarinus officinalis), 

credit: ©iStockphoto.com/Olga Shelego

Rosemary (Rosemarinus officinalis)
1. “A decoction thereof in wine, … . It helps the pains in the gums
and teeth, by rheum falling into them, not by putrefaction, causing
an evil smell from them or a stinking breath.”

Nicholas Culpepper (1616-54) The Complete Herbal and the English
Physician. H. Sales 1981:138. Reproduced from original edition 
J. Gleave. Manchester, 1826.

2. “Also take the timber thereof [rosemary] and burn it to coals
and make powder thereof and put it into a linen cloth and rub thy
teeth therewith, … and keep thy teeth from all evils.”

Bankes’ Herbal (1525). http://www.gallowglass.org/jadwiga/herbs/
teeth.html  Rosemary charcoal rub. (accessed January 10, 2008)

CANADIAN JOURNAL OF DENTAL HYGIENE  ·   JOURNAL CANADIEN DE L’HYGIÈNE DENTAIRE

CJDH JCHDCJDH JCHD
MARCH–APRIL 2008, VOL. 42, NO. 2

CDHA infection control practice guidelines
Infection control in DH - Part 1

Providing care in a changing society

Rosemarinus officinalis, 126

T H E  O F F I C I A L  J O U R N A L  O F  T H E  C A N A D I A N  D E N T A L  H Y G I E N I S T S  A S S O C I A T I O N

ONTARIO

EAR FALLS Company/practice name: Dr. Matthew Walkiewicz.
Position available: Dental hygienist wanted 2-4 days per week for
busy practice in Ear Falls. Excellent salary based on experience
with incentives/benefits. Flexible hours to suit schedule. During
the first year, the hygienist can expect two raises and a bonus
based on performance. Monthly paid lunch/staff meetings are
attended by all staff. Qualifications: Licence to practise dental
hygiene in Ontario, ability to work as a team with 3-4 other staff
members, willingness to commit to this position for 6 months to
a year, ability to live in or commute to Ear Falls (between Kenora
and Dryden, north of Vermilion Bay on Highway 105). Flexible
schedule i.e. can work three days and two evenings for 32-34
hours or work straight days or on alternate weeks. Some spousal
employment opportunities. Contact: Please apply in confidence
with résumé or questions to Dr. Matthew Walkiewicz, fax: 807-
548-2472 or email: mattjw@kmts.ca About Ear Falls - pristine
wilderness, fantastic outdoor recreation. Major employers are
gold mining, forestry, hydro industries and government. 11⁄2 - 
2 hours from larger towns. Clinic serves an area with a population
of about 7000.

OAKVILLE Company/practice name: Dr. Joseph Andary Position
description: Establish your own hygiene practice in South East
Oakville. Location available for entrepreneurial dental
hygienist(s). Self initiate your own treatment. Fully equipped
operatories and sterilization facilities in an ideal location. Contact:
Joe at: 905-334-9796

ALBERTA

DIDSBURY Company/practice name: Kenneth McCracken
Professional Corp. Position description: Very busy, well established
family dental practice(s) in Alberta is looking for full time and part
time hygienists. Hours are Monday through Friday, no evenings
or weekends. Benefit package offered. Contact: Please send
résumé to cdonaven@shaw.ca or fax to 1-866-291-0041. New
Grads welcome.

INTERNATIONAL

SWITZERLAND Bulle Centre Dentaire B 1 Description : Suisse
francophone. Cabinet individuel et cabinet de groupe
recherchent une hygiéniste dentaire afin de compléter son
équipe. www.centredentaireb1.ch ; www.bulle.ch Qualifications :
Esprit d’équipe; souci du travail bien fait; contact chaleureux;
avec/sans expérience. Contact : administration@centre
dentaireb1.ch ou +41 79 416 75 24
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