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1. INTRODUCTION

The term Transmissible Spongiform Encephalopathy (TSE) describes a rare and fatal degenerative condition of the central nervous system, which is transmissible and caused by prions. TSE’s occur in both man and certain animal species. There is currently no known treatment or prophylaxis for TSE’s.

The human TSE’s are:
· Creutzfeldt–Jacob Disease (CJD)

· Variant Creutzfeldt–Jacob Disease (v CJD)

· Gertsmann-Sträussler-Scheinker Syndrome (GSS)

· Fatal Familial Insomnia (FFI)

· Kuru

The animal TSE’s include:
· Scrapie in sheep and goats

· Bovine Spongiform Encephalopathy in cattle

2. PURPOSE

The purpose of the following policy is to minimise the risks of occupational exposure to TSE’s, and prevent cross-infection between patients.

This policy is based on Department of Health, Spongiform Encephalopathy Advisory Committee and NICE guidelines for preventing the transmission of TSE’s.

3. SCOPE

This policy applies to Brent Community Services (BCS) staff.
4. DEFINITIONS

Creutzfeldt–Jacob Disease (CJD) - a progressive, fatal neurological disease. It belongs to a wider group of neurodegenerative disorders known as TSE’s or prion diseases. 

Iatrogenic CJD - a CJD that arises from accidental exposure to human prions through surgical or medical procedures
Prions - infectious particles composed of abnormally folded forms of prion protein that are thought to cause transmissible spongiform encephalopathies (TSEs).

Prion protein - a normal cellular protein that is widely expressed in almost all human tissues, with the highest levels seen in nerve cells.

Transmissible spongiform encephalopathies (TSEs) - known as prion diseases, are rare, fatal, degenerative diseases affecting the central nervous system.

Variant CJD (vCJD) - is a fatal neurodegenerative disease that causes sponge-like changes in the brain. A novel form of CJD believed to result from consumption of food derived from cattle infected with bovine spongiform encephalopathy. 
5. ROLES AND RESPONSIBILITIES

5.1 Director of Infection Prevention and Control (DIPC)
· Leads the development of effective clinical processes and systems that support clinical and corporate governance to provide safe services, including the management of Infection Control. 
· Ensure that all national and local clinical guidance is adhered to and that good practice is demonstrated throughout all clinical services through supervision, training and competency assessments of all clinical staff.
5.2 Referring Clinicians

It is the responsibility of the referring clinician to notify BCS clinicians if any patient / clients considered to fall into any risk category for TSE.
5.3 All Clinical Staff

It is the responsibility of all clinical staff to:

· Maintain the safety of all staff and patients of BCS by following the contents of this policy in order to minimise TSE infection risks.

· Inform the Infection Control Team of any clients that fall within any risk category for TSE, prior to carrying out any clinical procedure.

5.4 Service Leads 
It is the responsibility of the Service Lead to:

· Ensure the Infection Control Team (ICT) is informed immediately of any patients referred to the service that fall within any risk category for TSE prior to carrying out any clinical procedure.

· Use the Policy Audit Tool, (see Appendix 3) to locally manage and monitor the embedding of this policy annually.
· Put action plans into place where required
· Use the Assurance Form (see Appendix 4) to facilitate the embedding of this policy
· Ensure that clinical staff have attended the yearly Infection Control mandatory training
5.5 Occupational Health Service
The Occupational Health Service are required to keep a list of staff who have performed an invasive clinical procedure on any patient who is confirmed, suspected or “at risk” of TSE. The list must be kept for at least 40 years after the last known exposure (NHS Executive, 1999).

5.6 Infection Control Team

It is the responsibility of the Infection Control Team to:

· Inform the Occupational Health Service (020 3114 7240) of any staff members who have performed an invasive clinical procedure on any patient who is confirmed, suspected or “at risk” of CJD.

· Provide training to all clinical staff in regards to TSE and prevention of cross infection

· Risk assess each individual case and advise the relevant service in regards to the appropriate Infection Control measures.

· Inform the BCS Director of Infection Prevention and Control (DIPC) of any known potential risk to BCS patients from TSE’s (including from retrospective cases). They will then in turn inform the Health Protection Agency and the NHS Brent DIPC.
· Participate in the internal root cause analysis investigation of an Infection Control Serious Incident cases in BCS. (see NHS Brent Serious incident Policy) 
6. TRAINING
Training for the management of patients with infection is included in the core BCS Infection Control training for clinicians. This is identified in the organisations training needs analysis and is part of the mandatory training courses which are offered to all staff on induction and subsequently as yearly refreshers. All staff with duties must attend these courses or undertake e-learning programme recommended by the infection control team.
7. BACKGROUND

The human TSE’s have a pre-clinical phase that lasts for years. This is followed by a rapidly progressive dementia, loss of memory and intellect, personality changes, or progressive unsteadiness or clumsiness. In CJD, sudden involuntary muscular jerking is frequently seen. In most cases, death occurs within a few months of onset of symptoms, and the patient is usually mute and immobile in the terminal stages of illness.

All human TSE’s are very rare. The worldwide incidence of CJD is about 1 per million people each year. The usual age of onset for CJD is late middle age (average age 63 years). However, in 1996, a new variant of CJD (v CJD) was reported, affecting individuals in a younger age group with a relatively long duration of illness (up to 2 years).

The other human TSE’s are exceptionally rare, affecting approximately 1 person in 1 billion per year worldwide. 

7.1 The Infectious Agent:
TSE’s are in many ways unique, and exhibit biological properties that are different from those of other microbiological diseases. The exact nature of the infectious agent is not known. However, TSE’s are currently thought to be caused by infectious proteins known as prions, which do not share the normal properties of viruses or bacteria.

TSE’s exhibit unusual resistance to conventional decontamination (disinfection and sterilisation) methods
7.2 Transmission:
Whilst approximately 85% of CJD cases are classical sporadic (i.e. unknown origin), most of the rest are familial in origin (i.e. inherited). However, some cases are also thought to be the result of medical treatment (iatrogenic transmission). A number of cases of CJD have been associated with administration of hormones prepared from human pituitary glands and dura mater preparations. One definite case has been reported associated with a corneal graft.
Iatrogenic transmission has also been identified following neurosurgical procedures with inadequately decontaminated instruments or EEG needles.
Since 2003, four cases (three clinical  and one asymptomatic) of presumed  person-to-person transmission of vCJD infection via blood transfusion of non-leucodepleted red blood cells have been reported in the UK.  In addition, in 2009, a case of probable symptomatic vCJD infection via plasma products was reported in a haemophiliac patient.
However, there have been no confirmed cases of transmission of TSE’s to humans as a result of occupational exposure.

All evidence suggests that both human and animal TSE’s are not transmissible by normal social contact.

However, if TSE’s could be transmitted in the occupational setting to staff, this would be most likely to occur from exposure to infected tissues or materials by direct inoculation (e.g. puncture wounds, “sharps” injuries, or contamination of broken skin, splashing onto broken membranes, or exceptionally by swallowing).

7.3 Distribution of TSE Infectivity in Human Tissues:
High Infectivity:

· Brain

· Spinal Cord

· Posterior Eye

Medium Infectivity:

· Lymphoid tissues, tonsil, appendix, lymph nodes, spleen, thymus, adrenal gland and rectum
· Olfactory epithelium

Low Infectivity:

· All other tissues

8. PATIENT RISK CATEGORIES
Universal precautions must be applied to all patients / clients. However, on access to services of BCS, all patients must also be assessed for risk of TSE.

Additional Infection Control precautions will need to be taken if the patient/client fall within one of the following risk categories (descending order of risk):

8.1 Symptomatic Patients:

· Patients who fulfil the diagnostic criteria for definite probable or possible CJD or vCJD (see Appendix1)

· Patients with neurological disease of unknown aetiology who do not fit the criteria for possible CJD or vCJD, but where the diagnosis of CJD is being actively considered 

8.2 Asymptomatic patients at risk from familial forms of CJD linked to genetic mutations:

· Individuals who have been shown by specific genetic testing to be at significant risk of developing CJD or other prion disease

· Individuals who have a blood relative known to have a genetic mutation indicative of familial CJD

· Individuals who have or have had two or more blood relatives affected by CJD or other prion disease

8.3 Asymptomatic patients identified as potentially at risk due to iatrogenic exposures:
· Recipients of hormone derived from human pituitary glands, e.g. growth hormone, gonadotrophin. In the UK human derived growth hormone was banned in 1985, but the use of human derived products may have continued in other countries
· Individuals who have received a graft of dura mater (people who underwent neurosurgical procedures or operations for a tumour or cyst of the spine before August 1992 may have received a graft of dura mater, and should be treated as at risk unless evidence can be provided that dura mater was not used).

· Patients who have been contacted as potentially at risk. These individuals will be identified by the CJD Incidents Panel and include those considered to be:
· At risk of CJD /vCJD due to exposure to certain instruments used on a patient who went on to develop CJD/vCJD or was at risk of vCJD

· At risk of vCJD due to receipt of blood components or plasma derivatives

· At risk of CJD /vCJD due to receipt of tissues / organs

· At risk of vCJD due to the probability they could have been the source of infection for a patient transfused with their blood who was later found to have vCJD

IT IS THE RESPONSIBILITY OF THE REFFERING DOCTOR TO NOTIFY BCS CLINICIANS IF ANY PATIENTS / CLIENTS ARE CONSIDERED TO FALL INTO ANY OF THE ABOVE CATEGORIES

IF ANY PATIENT / CLIENT IS ASSESSED TO FALL WITHIN ANY OF THE ABOVE CATEGORIES, THE INFECTION CONTROL TEAM MUST BE INFORMED AS SOON AS POSSIBLE, PRIOR TO ANY CLINICAL PROCEDURES BEING CARRIED OUT.

9. INFECTION CONTROL MEASURES
The use of universal infection control precautions will significantly reduce the risk of cross – infection. 

The following infection control measures apply to patients in all risk categories defined above:
9.1
Isolation:
There is no evidence that normal social or routine clinical contact with a patient with CJD or related disease present a risk to health care workers, relatives or the community. Isolation of patients with such diseases is therefore not necessary. 

9.2
Protective Clothing:
As for all other patients, health care staff must wear protective clothing when in contact with body fluids i.e. gloves and aprons, plus mask and goggles/visor when there is a risk of splashing (see BCS Policy for Standard / Universal Infection Control Precautions and Use of Protective Clothing, ICC10).
9.3
Spillages of Blood and Other Body Fluids: 

Spillages must be dealt with according to BCS Policy for the Management of Spillages of Blood and Other Body Fluids (ICC 03).
9.4
Laundry:
Used or fouled/soiled linen (contaminated with a body fluid) must be dealt with as for all other patients, according to the BCS Laundry Policy (ICC11)

9.5
Accidental Inoculation Injuries:
Drug administration by injection and the collection of blood specimens must involve the precautions used for all work of this type with any patient i.e. avoidance of sharps injuries and other forms of percutaneous exposure. Use of the appropriate protective clothing should also prevent any mucutaneous exposure via splashing onto mucous membranes etc. However, if such an inoculation injury should occur, the following must be followed (see BCS Policy for the Prevention and Management of Exposure to Blood and Other Body Fluid, ICC 09).
9.6
Occupational Health Records:
The Occupational Health Service are required to keep a list of staff who have performed an invasive clinical procedure on any patient who is confirmed, suspected or “at risk” of CJD. The list must indicate the type of work undertaken, and where known, record of any specific exposure, accident or incident. The list must also includes staff who have undertaken clinical invasive procedures on a patient subsequently shown to have CJD of any type, unless the procedure was conducted before the patient was likely to have been incubating the disease. The list must be kept for at least 40 years after the last known exposure (NHS Executive, 1999).

9.7
Safe Handling and Transport of Specimens:
All specimens collected from patients in the above risk categories must be handled in the same way as for all other high-risk patients. Particular consideration must be given to the need to maintain patient confidentiality (see BCS Policy for the Safe Collection, Transport and Storage of Clinical Specimens, ICC06).

9.8
Waste:
Waste material must be handled as for all other clinical waste, and disposed of in line with NHS Brent Clinical Waste Policy. 

9.9
Deaths:
The body of any patient from BCS bedded area, classified within any of the risk categories above, must be placed in a body bag, and labelled “Danger of Infection” (see BCS Last Offices Policy, ICC12). An Infection Control Notification sheet (see BCS Last Offices Policy, ICC12) should be completed and given to the undertakers concerned with the deceased and a copy to be kept within patients’ notes.
9.10
Clinical Invasive Procedures:

Only staff who are trained and aware of the hazards involved must carry out invasive procedures on clients who fall within the risk categories above. Any surgical procedures carried out on clients who fall within the above risk categories must be carried out in a theatre environment in an acute Trust. Wherever possible the use of disposable instruments is always recommended (see BCS Decontamination of Equipment Policy ICC 02 and BCS Policy for the Safe Use of Bench-Top Autoclaves ICC13). However, this is not always possible as disposable instruments are not always available for some procedures. Where re-usable instruments have to be used, the handling of these instruments depends on a combination of the risk category of the patient and the tissues involved in the procedure. It is unlikely that any procedures involving high or medium risk tissues will be carried out within BCS services. However, if such a procedure is planned on any patient falling within the above risk categories, the Infection Control Team should be contacted for advice prior to the procedure being carried out.

	Management of Clinical Instruments

	Tissue Infectivity
	Status of Patient

	
	Definite / Probable
	Possible
	At Risk

	
	
	
	Genetic / Familial
	Iatrogenic

	High :

· Brain

· Spinal Cord

· Posterior Eye
	D
	Q
	D
	D

	Medium :

· Tonsil
· Spleen

· Thymus

· Olfactory epithelium

· Adrenal gland
	D
	Q
	D
	D

	Low / None Detectable
	NSP
	NSP
	NSP
	NSP


D = destroy by incineration

Q = quarantine pending diagnosis (see below)

NSP = no special precautions

9.10.1
Quarantine of Instruments:

Any quarantining of instruments must involve the following:
· Minimal handling of any instrument 

· No manual cleaning of instruments. An ultra-sonic bath or washer disinfector must be used as an alternative to manual cleaning.

· Any ultra-sonic bath or washer disinfector used must then be drained, cleaned, and run through an empty cycle.

· Instruments must be placed on a disposable instrument tray and allowed to air dry.

· They must then be placed in an impervious, rigid plastic container with a tight fitting lid

· The lid must be sealed with a heavy duty tape.

· The container must be labelled with the patient’s identification (RIO number, NHS number, name and date of birth), the clinical procedure in which the instruments were used, and the name of the responsible person.

· The sealed box must be placed indefinitely in a suitable designated place, which must be locked, until the outcome of any further investigation is known.

· Quarantine must be continued until a diagnosis can be confirmed.
· If a diagnosis of CJD / TSE is confirmed, the box and its contents must be incinerated without further examination. The box must be placed in a sharps container and the BCS Clinical Waste Policy then followed for its disposal. 

· If an alternative, definitive diagnosis is confirmed, the instruments must be removed from the box and decontaminated using routine practice (see BCS Policy for the Safe Use of Bench-Top Autoclaves ICC13).

9.10.2
Dentistry:

The risks of transmission of infection from dental instruments are thought to be very low, provided optimal standards of Infection Control and decontamination are maintained. Dental instruments used on patients defined in any of the risk categories above, can be handled in the same way as those used in any other surgery as for all other instruments i.e. they can be reprocessed following the BCS Policy for the Safe use of Bench-Top Autoclaves ICC13) and BCS Policy for the Decontamination of Equipment ICC 02). However, where instruments are difficult to clean, for example in the case of matrix bands, saliva ejectors and aspirator tips, endodontic reamers and files, these items must be treated as single use only.  

There is no reason why any of the categories of patients defined above or their relatives should be refused routine dental treatment. Such people can be treated in the same way as any member of the general public.

10.
RELATED LEGISLATION

· Health and Safety at Work Act (1974) 

· Management of Health and Safety at Work Regulations (1992 & amended 1999)
· Health and Social Care Act 2008

· Control of Substances Hazardous to Health Regulations 2002 

11.
MONITORING AND REVIEW
· Service Leads will use the Policy Audit Tool, (see Appendix 3) to locally manage and monitor the embedding of this policy annually and implement action plans into place where required.
· Embedding of this policy will be documented through the use of the Assurance Form (see Appendix 4). 
12.
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APPENDIX 1

CJD Diagnostic Criteria (DH, 2003)

Symptomatic patients are those who fulfil the internationally accepted diagnostic criteria, set out below, for definite, probable and possible CJD or vCJD.

Suspected cases are classified according to these criteria by a neurologist from the National CJD Surveillance Unit (NCJDSU), on an on-going basis.

The classification is recorded at 4 key stages:

• at notification

• when the patient was first seen in life by a NCJDSU neurologist

• the highest classification on the sole basis of clinical information

• when a NCJDSU review is completed (i.e. when the case-file is closed); the completed case file may, or may not, include neuropathological data

The date of any change of classification and the reason for the change is recorded as necessary.

Classification criteria

Sporadic CJD

Neuropathological / immunocytochemical confirmation is required for a diagnosis of definite sporadic CJD.

Probable sporadic CJD patients will have rapidly progressive dementia, and at least two of the following four symptoms:

(a) myoclonus

(b) visual or cerebellar problems

(c) pyramidal or extrapyramidal features

(d) akinetic mutism
plus typical EEG with generalised triphasic periodic complexes at approximately 1 per second,

or clinical criteria for possible sporadic CJD (see below) and a positive assay for 14-3-3 protein in the cerebrospinal fluid.

Possible sporadic CJD patients will have rapidly progressive dementia, two of the symptoms listed above and duration of less than 2 years.

Iatrogenic CJD

Iatrogenic CJD patients display progressive cerebellar syndrome in a pituitary hormone recipient or sporadic CJD with a recognised exposure risk, e.g. dura mater transplant. A definite diagnosis of iatrogenic CJD still requires a neuropathological examination.

Familial CJD

Patients with familial CJD will have definite or probable CJD plus definite or probable CJD in a first degree relative (a parent, child or sibling)

or a neuropsychiatric disorder plus a disease-specific mutation in the prion protein gene.

Variant CJD (vCJD)

Definite vCJD patients will have a progressive neuropsychiatric disorder and neuropathological confirmation of the disease.

Probable vCJD patients can be classified under two sets of criteria:
(I)They will have a progressive neuropsychiatric disorder of duration greater than 6 months where routine investigations do not suggest an alternative diagnosis. They will also have at least four of the following five symptoms:
(a) early psychiatric symptoms

(b) persistent painful sensory symptoms

(c) ataxia

(d) myoclonus or chorea or dystonia

(e) dementia

An EEG will not show the typical appearances of sporadic CJD, or no EEG has been done and there is a symmetrical high signal in the posterior thalamus on a MRI brain scan (Zeidler et al, 2000).

(II) Alternatively, a probable vCJD patient will have had a progressive

neuropsychiatric disorder for a period of longer than six months, where routine investigations do not support an alternative diagnosis, and where there is no history of potential of iatrogenic exposure, plus a positive tonsil biopsy.

Possible vCJD patients will have progressive neuropsychiatric disorder of a duration greater than 6 months where investigations do not suggest an alternative diagnosis, and there is no history of iatrogenic exposure. They will also have at least four out of five of the symptoms listed above and an EEG does not show the typical appearance of sporadic CJD or no EEG has been performed.

Patients who do not fulfil the criteria for possible CJD

The NCJDSU have designated three additional categories for patients who are referred to them but who do not meet the criteria for possible CJD.

These can be summarised as:

(i) Diagnosis unclear –the diagnostic criteria’s for definite, probable or possible CJD are not met, nor is there a reasonable alternative diagnosis. CJD remains a possibility.

(ii) CJD thought unlikely – information indicates that a clinical diagnosis of CJD is very unlikely because of atypical disease features, or an atypical course, or atypical clinical investigation results, or a reasonable alternative diagnosis is made but is not confirmed. This category includes cases which recover clinically without a firm alternative diagnosis.

(iii) Definitely not CJD – information indicates that CJD is not the diagnosis and there is an alternative definite diagnosis proven on the basis of clinical examination, clinical investigations or pathology
APPENDIX 2
 Policy Audit Tool for the Policy for the Management of Patients with CJD and Related Disorders 

The following are questions to assess your understanding and implementation of this policy

(Score yourself - Yes or No)

	Do you understand that there are different types of CJD?       
                                                                                                                     Yes / No


	

	Do you understand the different levels of infectivity of different tissues?      

                                                                                                                     Yes / No
	

	Do you understand what the different risk categories of patients are?        
                                                                                                                     Yes / No   

	

	Do you understand the Infection Control measures required for dealing with patients who fall into the risk categories?  

                                                                                                                     Yes / No

	

	Do you understand the process for quarantining instruments if required?

                                                                                                            Yes / No

	

	Do you understand your role in identifying and managing the safe care and treatment of these patients?

                                                                                                                      Yes / No


	


If you score No for any of the questions, please re read the relevant section of the policy. If you are still unclear please contact the author / service for clarification

A copy of this should be kept in your personal file and may be used as part of a continuous profession development folder

Signed………………………………………….   Role……………………………..

Date…………………………………………………….
APPENDIX 3
Assurance Form

Policy for the Management of Patients with CJD and Related Disorders 
Department: …………………………...
I have read and understood the above document and agree to abide by its content.
	Name
	Signature
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


APPENDIX 4
Equality Impact Assessment 

	DOCUMENT AUTHOR:  

Mitchell Fernandez
	DIRECTORATE:  
BCS Infection Control Services

	NAME OF POLICY: 
Policy for the Management of Patients with CJD and Related Disorders (i.e. Transmissible Spongiform Encephalopathies (TSE’s)

	EXISTING √



	DATE : 28th February 2011
	


Aim/Status

	[a] What is the aim/purpose of the policy/strategy/procedure?
The purpose of the following policy is to minimise the risks of occupational exposure to TSE’s, and prevent cross-infection between clients.

	

	[b] Who is intended to benefit from this policy/strategy/procedure and in what way?

BCS staff and patients by minimising the risks of occupational exposure to TSE’s, and prevent cross-infection between clients.
Mortuary staff – improved safety through notification and appropriate labelling of the deceased. 

	[c] How have they been involved in the development of this policy/strategy/procedure?

All members of the Infection Control Committee – February 2011
All members of the Clinical Advisory & Effectiveness Group –March 2011
All members of the Brent Community Services Committee – March 2011

	[d] How does it fit into the broader corporate aims?

1. To provide high quality, evidence based and accessible services that meet the needs of our communities and commissioners, ensuring that our services are benchmarked in the top quartile in London.
6.   To agree and implement service improvements and innovations, requiring workforce modernisation to ensure continued improvement in the healthcare of our communities
7.  To maintain and deliver existing service contracts and to develop market intelligence and  business capability, allowing BCS to respond to and be awarded tenders for service delivery

9.  To have a live Board Assurance Framework, including the recognition and management of risks, to ensure compliance with local and national requirements


	[e] What outcomes are intended from this policy/strategy/procedure?

Infection risks are minimised

Reduced risk of complaints and litigations

	[f] What resource implications are linked to this policy/strategy/procedure?

No additional BCS resources necessary for implementation of this policy.

Policy will minimise the risk for litigation and its accompanying cost implications
Policy will help propel BCS status as one of the leading healthcare provider in London where patient and staff safety is paramount.


Impacts
	[a] what is the likely impact [whether intended or unintended, positive or negative] of the initiative on individual users or on the public at large?

See (e) above

	[b] Is there likely to be differential impact on any group? If yes, please state if this impact 

     may be adverse and give further details [e.g. which specific groups are affected, in 

     what way, and why you believe this to be the case]

No

	[i] Grounds of race, ethnicity, 

    colour, nationality or 

    national origin 
	Please tick box

No
	 Please tick box

[image: image1.jpg]NHS

Brent Community Services



Adverse?         Please give 

                         further details 

	[ii] Grounds of sex or marital

     Status Women and Men
	No
	[image: image2.emf] Adverse?         Please give 

                    further details 

	[iii] Grounds of gender:

      Transgender or 

      Transsexual People
	No
	Adverse?         Please give 

                         further details 

	[iv] Grounds of religion or

      belief:

      Religious /faith or other 

      Groups with a recognised 

      belief system  
	No
	 

Adverse?         Please give 

                         further details 

	[v]  Grounds of disability
	No
	 Adverse?         Please give 

                         further details 

	[vi] Grounds of age:

      Older people, children

      and Young people                           
	No
	 Adverse?         Please give 

                         further details 

	[vii]   Grounds of sexual 

         orientation:

         Lesbian, gay, bisexual
	No
	 Adverse?         Please give 

                         further details 

	[viii] Grounds of carers:

       Older relatives, children
	No
	 Adverse?         Please give 

                         further details 

	[ix] Grounds of human rights

 
	No            
	 Adverse?         Please give 

                        further details 

	Is the policy directly discriminatory?

    No


	Is the policy indirectly discriminatory?

No

If you said yes, is this objectively justifiable or proportionate in meeting a legitimate aim

 
	Is the policy intended to increase equality of opportunity by permitting positive action or action to redress disadvantage?

No

	If the policy is unlawfully discriminatory it must go to a full impact assessment (please 

contact the Equalities, Diversity & Human Rights Advisor – (Nursing and Clinical Standards)

n/a

	Quality Check: Screening document has been checked by:

 Faisal Ahmed


	Persons conducting screening: 

Nolan Victory, Faisal Ahmed, Mitchell Fernandez


	Signed



	Date:  28th February 2011


	Director Level (sign-off)


	

	Name:


	Nola Ishmael

	Job Title and Directorate


	Deputy Director of Nursing & Clinical Standards

	Date:


	2nd March 2011

	Signature:
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	Date

	Policy for the Management of Patients with CJD and Related Disorders (i.e. Transmissible Spongiform Encephalopathies (TSE’s)  version 3
	8th March 2011

	Reason for Submission (Please Tick)

	Scheduled Review
(
New Policy

□ Urgent Amendments
□


	Purpose of Policy

	The purpose of the following policy is to minimise the risks of occupational exposure to TSE’s, and prevent cross-infection between clients.

	Supporting Evidence Please state list of reviewers/stakeholders and their job title (use a separate sheet if required) along with evidence of their participation in the review/creation of the policy.

	All members of the Infection Control Committee 

Policy Scrutiny and Equality Impact Panel

All members of the Clinical Advisory & Effectiveness Group 

All members of the Brent Community Services Committee

	New Policy:
(Please reference sources of Best Practice used, and list applicable legislation)

	N/A

	Reviewed/Amended Policy:

	· Department of Health (2011) Transmissible spongiform encephalopathy agents: Safe Working and the Prevention of Infection. Infection control of CJD, vCJD and other human prion diseases in healthcare and community settings

· Department of Health (2010) Health and Social Care Act 2008: Code of Practice for Health and Adult Social Care on the Prevention and Control of Infections

· Department of Health (2009) Health Technical Memorandum 01-05: Decontamination in primary care dental practices

	Policy Equality Impact assessed

(please state date)

	28th February 2011

	Policy Approval 

	Name:
	Geoff Berridge (Chair)

	Date:
	22nd March 2011

	Policy Publication 

	Date policy is uploaded on the intranet via the Communications Department

	March 2011

	Policy to be  emailed to Heads of Services to discussed at team meetings and staff forums 

	April 2011

	Policy to be audited annually 
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