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The risk of encountering human-to-human infections, including emerging infectious diseases, should be adequately and appropriately
addressed in the emergency department. However, guidelines based on sufficient evidence on infection control in the emergency
department have not been developed anywhere in the world. Each facility examines and implements its own countermeasures. The
Japanese Association for Acute Medicine has established the “Committee for Infection Control in the Emergency Department” in
cooperation with the Japanese Association for Infectious Diseases, Japanese Society for Infection Prevention and Control, Japanese
Society for Emergency Medicine, and Japanese Society for Clinical Microbiology. A joint working group has been established to con-
sider appropriate measures. This group undertook a comprehensive and multifaceted review of infection control measures for emer-
gency outpatients and related matters, and released a checklist for infection control in emergency departments. This checklist has
been prepared such that even small emergency departments with few or no emergency physicians can control infection by following
the checklist, without committing any major errors. The checklist includes a control system for infection control, education, screening,
and vaccination, prompt response to suspected infections, and management of the risk of infection in facilities. In addition, the timing
of the check and interval at which the check is carried out are specified as categories. We hope that this checklist will contribute to
improving infection control in the emergency department.
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INTRODUCTION

IN THE EMERGENCY department, there is a risk of
encountering several human-to-human infections, includ-

ing emerging diseases. Thus, infection control should be
adequate and appropriate. However, while emergency outpa-
tient care should be prompt, diagnosis is often difficult due
to the complexity of collecting information from patients
and their families. Hence, there is a high risk in the
delay in infection control. The solution could be to
enhance occupational infection control for health-care
workers in emergency departments (including paramedics
who transport victims). However, no guidelines or manu-
als based on sufficient evidence on infection control in
the emergency department have been prepared worldwide.
For this reason, those who engage in medical treatment
in the emergency department have great anxiety and rely
on old empirical procedures and notification from the
government to examine and implement their own
response plans. In addition, there are large disparities
between the operating systems of emergency departments.
Therefore, it is undesirable to strongly recommend items
with scientific evidence to impose a heavy burden on
each facility and its medical staff. Considering the current

situation, it is necessary to consider the perspective of
not only emergency medicine but also infection control
in the emergency department.

INITIATIVES OF THE JAPANESE ASSOCIATION
FOR ACUTE MEDICINE

IN JANUARY 2011, the Japanese Association for Acute
Medicine (JAAM) established the “Committee for Infec-

tion Control in the Emergency Department” and organized
the “Joint Working Group”, together with the Japanese Soci-
ety for Infection Prevention and Control, the Japanese Asso-
ciation of Infectious Diseases, Japanese Society for
Emergency Medicine, and the Japanese Society for Clini-
cal Microbiology, to examine the countermeasures against
infection in the emergency department of the five soci-
eties. In this Joint Working Group, from the standpoint
of a professional academic organization, a comprehensive
and multifaceted examination of infection control and
related matters in the emergency department was carried
out. As the first step, we undertook three surveys on the
current situations using a questionnaire: infection control
measures in emergency departments at facilities certified
as educational institutions for board-certified acute care
physician by JAAM,1 infection control measures in pre-
hospital care for national fire departments,2 and microbio-
logical testing system in emergency departments for
clinical microbiological technician-registered facilities cer-
tified by the Japanese Society for Clinical Microbiology.3

The second step was to disseminate the infection control
measures, taking into account the peculiarities of the
emergency department based on these findings, to the
world as academic societies. As a result, we have
released the “Checklist for Infection Control in the
Emergency Department.”

OVERVIEW OF THIS CHECKLIST

THE PURPOSE OF the "Checklist for Infection Control
in the Emergency Departments" is to ensure that appro-

priate infection control measures can be carried out without
major errors in small-scale emergency departments, where
the number of full-time physicians in the emergency depart-
ment is small or unstaffed, if preparations are made in accor-
dance with this checklist. This checklist includes the
management system for infection control, education/medical
examination/vaccination system, response to suspected
infection, and infection risk management for facility struc-
ture/hardware. Furthermore, assuming that all items are dif-
ferent, the timings and intervals to be checked are specified
as categories, as follows:
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1. Once a year: Mainly to check the facility structure/hard-
ware and management system

2. Quarterly (always): Mainly to confirm software aspects,
such as procedures

3. Specific: Items aimed at new hires, introduction of goods,
and update of information, taking into account the epi-
demic situation of infectious diseases

4. Temporary: Pandemics and responses to emerging infec-
tious diseases

Management system

Organization

Item 1. The hospital’s infection control committee
includes a chief of emergency outpatient care.

Category

Once a year

Commentary

Emergency departments are visited by patients with various
diseases and serve as a gateway for patients who need to be
hospitalized. Invasive procedures, such as emergency device
insertion and medical examination of patients with infec-
tious disease, are common in the emergency department. In
addition, in the event of a disaster or infectious disease out-
break, it is often assumed that emergency departments will
be the contact point for the patient. Therefore, emergency
departments are considered departments where patients are
prone to health-care-associated infections. However, as med-
ical care is undertaken based on limited information, it is
often impossible to fully evaluate the risk of infection.
Indeed, in the Middle East respiratory syndrome (MERS)
epidemic in South Korea in 2015, tertiary care emergency
departments became the primary place of transmission.4

In addition to the practice of infection control in emer-
gency care outpatients, it is critical for the entire hospital to
recognize and work on the importance of infection control
in emergency care. The Infection Control Committee in
emergency departments (not only physicians but also those
who are dedicated to emergency outpatients and managing
the substance) collects information on health-care-associated
infections and decides on measures to be taken.5 It is
expected that the specialty of emergency departments will
raise the interest of individuals in other departments and that
measures for infection control in emergency departments
will be improved.

Item 2. The Emergency Headquarters, which is set up in
the event of an emerging or re-emerging infectious

disease, such as pandemic influenza, includes a person in
charge of the emergency department.

Category

Temporary.

Commentary

Emergency departments are expected to become the point of
contact for patients during epidemics of emerging and re-
emerging infectious diseases, such as the pandemic influen-
za. In fact, during the acute outbreak of severe acute respira-
tory syndrome (SARS) in 2003, pandemic influenza in
2009, and MERS in South Korea in 2015, a large number of
patients visited emergency departments.4 Because some
patients are admitted to the ward from the emergency depart-
ment, performing countermeasures for infection in the emer-
gency department is also an issue in the entire hospital. In
addition, during disasters, such as earthquake, influenza, and
viral gastroenteritis are prevalent in evacuation centers, and
it is expected that patients will visit emergency departments.
During the occurrence of such disasters, infection control
could be necessary, and emergency departments are recog-
nized to play an important role.

From this point of view, it is desirable that the person in
charge of emergency departments (a person who not only is
a physician but also manages the emergency outpatient
department) participates in the headquarters established at
the time of the epidemic of emerging or re-emerging infec-
tious diseases, such as pandemic influenza.6

Item 3. A system is available to provide 24-h consulta-
tion to infection control specialists when needed.

Category

Once a year.

Commentary

Infection control includes emergency procedures, such as
preventing post-exposure onset after a needlestick injury. It
is also assumed that when emerging or re-emerging infec-
tious diseases, such as pandemic influenza, become epi-
demic, the number of emergency outpatients will increase
rapidly, and the waiting area should be expanded. In emer-
gency departments, where 24-h medical care is often carried
out, it is necessary to assume that this event could occur at
night or on holidays. When these cases emerge, it is often
necessary to make emergency judgments, such as assessing
the risk of infection and certifying the procedures by experts.
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In-hospital infection control specialists (those who are
involved in the in-hospital infection control department or
those prescribed in the in-hospital infection control manual)
who have experience and knowledge, are required in the
emergency department whenever necessary (evening and
holidays). It is important to establish a system that allows
consultation.7

Item 4. An infection control manual specifically for
emergency departments has been prepared, or the infec-
tion control manual includes items related to emergency
departments and is regularly reviewed and revised.

Category

Once a year.

Commentary

Emergency departments are visited by patients with various
diseases and serve as the gateway for patients who need to
be hospitalized. Invasive procedures, such as emergency
device insertion, or infectious diseases, such as influenza or
viral gastroenteritis, are common in the emergency depart-
ment. Emergency departments are often the point of contact
for patients during emergencies, such as disasters and pan-
demic influenza. Medical care is often carried out in limited
space and time, and emergency departments are considered
to be the departments where health-care-associated infec-
tions are likely to develop. It is desirable to have an infection
control manual that takes into account the special character-
istics of emergency departments.7 According to a survey of
specialized medical institutions by the Japanese Society for
Emergency Medicine, undertaken in 2015, 51 facilities
(16.8%) did not have an infection control manual for emer-
gency departments.1 An emergency department item could
be included in the hospital infection manual, instead of an
infection control manual dedicated to emergency depart-
ments. It is important that they are reviewed and revised reg-
ularly.

Education, medical examination, and
vaccination systems
Management and education on infection control

Item 5. In addition to full-time staff, training on infection
control is provided to all staff involved in the emergency
department.

Category

Once a year.

Commentary

The staff involved in the management of emergency depart-
ments have a variety of occupations (including reception
staff, cleaning staff, and security guards, in addition to medi-
cal staff in a narrow sense), on a full- or part-time basis.
Regardless of the type of employment, training on infection
control needs to be carried out, assuming that all employees
are at risk of infection.7 The goal is to ensure that infection
control can be implemented even during emergencies. If
there are mid-career recruits, it is necessary to provide train-
ing at the time of recruitment. Training content should
include performing standard precautionary measures (in-
cluding the use of personal protective equipment [PPE] to
prevent exposure to blood and body fluids), securing periph-
eral venous lines,8 and controlling infections in drug dis-
pensing and administration, depending on the type of job.
Checking the flow from the reception to the waiting room
and enforcing cough etiquette for patients with respiratory
symptoms (cough, flu-like symptoms, increased respiratory
secretions, etc.) are important contents for the reception
staff. In the event of an emerging or re-emerging infectious
disease, such as pandemic influenza, it is advisable to hold
temporary training on national case definitions, suspected
patient triage procedures, and use of PPE.

Item 6. Training to properly attach and detach the N95
mask and regular fit tests are carried out.

Category

Once a year.

Commentary

The fit test (preferably a quantitative method) allows you to
check the size and shape of the N95 mask that suits you,
state of fitting, and state of leakage, numerically, and acquire
knowledge and skills to prevent occupational exposure.
According to the US Centers for Disease Control and
Prevention (CDC) guidelines,9 the fit test is intended to
ensure the safety of health-care professionals and train on
proper wearing methods.

The rules for the N95 mask fit test are not implemented in
Japan, but they must be carried out when accepting a job or
when assigned to a department with high exposure risk. The
US Occupational Safety and Health Administration10

requires that a fit test be carried out when the N95 mask is
introduced, once a year thereafter, and when there is a
change in weight or facial appearance or at the request of the
wearer.
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Item 7. In the event of an emerging or re-emerging infec-
tious disease, such as pandemic influenza, information on
case definitions, infection control methods, etc., will be
promptly disseminated.

Category

Temporary.

Commentary

When a specific infectious disease has spread, prompt
information sharing and countermeasures are particularly
important in emergency outpatient departments. The dis-
closure of information on the occurrence of infectious dis-
eases, such as pandemic influenza, and measures to be
implemented are also specified in the Japanese law – Act
on the Prevention of Infectious Diseases and Medical Care
for Patients with Infectious Diseases (Infectious Diseases
Control Law).11

Additionally, measures related to “designated infectious
diseases” in the Infectious Diseases Control Law and “desig-
nated infectious diseases” related to other highly pathogenic
avian influenza will also affect the hospital business continu-
ity plan (BCP) in the event of an emergency. Therefore, it is
important to establish in-hospital governance regarding
information collection, sharing, and dissemination so that it
can respond to public notices promptly, even if it is tempo-
rary.

Screening for tuberculosis (TB)
Item 8. Regular medical examinations for TB are pro-
vided at the time of employment and at least annually.

Category

Once a year.

Commentary

Regular health examinations for TB are specified in Japan
under the Infectious Diseases Control Law.11 A medical
institution is designated as a company that conducts regular
health examinations for health-care workers and is required
to conduct a health examination annually. The target person
also has a duty to consult. Medical examinations mainly
focus on chest X-ray examinations. In addition, if a person
contacts a patient with TB, a contact check-up is undertaken
as needed. Separate from medical examination, if cough per-
sists for more than 2 weeks, health-care workers should also
be examined for possible TB by chest X-ray.

To date, many medical institutions perform tuberculin
tests during employment. However, the use of interferon-
gamma release assay (IGRA) has recently been recom-
mended because of the effects of childhood bacille Cal-
mette–Gu�erin vaccination. In Japan, it is recommended that
staff working in an environment constantly exposed to
Mycobacterium tuberculosis, such as a TB ward, undergo
regular examinations even after joining the company. In
contrast, it is unusual for emergency departments to under-
take the procedure uniformly. Guidelines in the USA, a
country with low TB prevalence, recommend that facilities
treating at least three patients with TB in the previous year
be assessed as moderate risk and that health-care workers
should undergo an annual tuberculin test or IGRA.12 This
guideline aims to identify relatively early infections within
2 years and treat latent TB infection (preventive oral admin-
istration) to prevent the onset in staff.

Bacille Calmette–Gu�erin vaccination is not recommended
for emergency departments at the time of employment.

Vaccination
Item 9. Influenza vaccination is recommended and man-
aged.

Category

Once a year.

Commentary

Prevention of infection with vaccination is considered the
most effective defense against influenza. Regarding the
effects of influenza vaccination, if vaccine and epidemic
strains are similar, 70–90% of healthy adults aged <65 years
will have 70–90% prevention of onset. The prevention effect
is 30–40%. However, similar vaccinations have been
reported to be 50–60% effective in preventing hospitaliza-
tion and pneumonia and 80% effective in preventing
death.13

Aggressive vaccination is recommended, especially for
health-care professionals at high risk of contact with patients
with influenza, from the perspectives of preventing occupa-
tional infections to oneself, transmission of infection to
patients and other staff members at facilities, and absen-
teeism due to influenza.13 Emergency outpatients among
medical professionals are at higher risk of contact with
patients with influenza, and it is strongly recommended that
all emergency department staff who are eligible for vaccina-
tion be vaccinated.

As vaccination needs to focus on adverse events to be
administered to healthy individuals, it is necessary to
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enhance interviews and pay attention to the health status
after vaccination. In addition, as an organizational effort, it
is necessary to manage the information related to implemen-
tation (i.e., person receiving the vaccination, vaccination
date, lot number).

Item 10. Measles, varicella, rubella, mumps, and hepati-
tis B virus immunity (vaccination frequency, antibody
titer) have been confirmed and managed.

Category

Specific.

Commentary

When a medical professional develops measles, chickenpox,
rubella, or mumps, it could become a source of infection for
surrounding patients and medical professionals, in addition to
the possibility of deterioration of the individual’s health. For
this reason, it is desirable for medical personnel to acquire
immunity.14 Especially in the emergency department, many
patients are referred for symptoms, such as sudden fever and
rash, and the risk of contact with affected patients is high.
Therefore, it is strongly recommended to acquire various
immunities. As these four diseases could have their immunity
attenuated over the years after vaccination, multiple vaccina-
tions (in principle, twice a year for those aged ≥1 year) are
recommended. In addition, there are cases where immunity
cannot be obtained even after vaccination and cases where
vaccination is inappropriate. For this reason, it is necessary to
manage the history of vaccination in childhood, results of anti-
body titer measurement, and history of vaccination in recent
years. Such manage on a regular basis will lead to prompt
response in the event of contact with an affected person.13

Health-care workers are more likely to come into contact
with the patient’s blood and body fluids, especially in emer-
gency departments, where many open procedures are carried
out and the risk of exposure to blood and body fluids is
extremely high. In addition, patient information is often
unavailable, and attention must be paid to blood-borne infec-
tions. The hepatitis B virus is the most infectious blood-
borne pathogen, and infection is established by needlestick
injuries and cuts with sharp instruments used in patients and
exposure of blood and body fluids to mucous membranes.
Based on the patient’s background and health-care provided,
the emergency department staff should be vaccinated with
hepatitis B vaccine and have sufficient immunity.

Item 11. In the event of an emerging or re-emerging
infectious disease, such as pandemic influenza, there is a
system that allows temporary vaccination in cooperation
with the government.

Category

Once a year and temporary.

Commentary

Medical facilities could be subject to specific vaccinations
(medical field) based on the provisions of the Act on Special
Measures for Pandemic Influenza. To receive specific vacci-
nations, hospital operators need to register with the specific
vaccination management system. To register, it is necessary
to be in a medical service business and have a BCP.15

Registered hospital operators must endeavor to provide
medical services continuously even in the event of pandemic
influenza. Therefore, it is necessary for the business operator
to know the number of vaccine recipients in the facility and
determine the vaccination order in advance.

Emergency departments are likely to be the first to treat
emerging and re-emerging infectious diseases, such as pan-
demic influenza, and among the facilities with the highest
priority for vaccination. Emergency department staff should
ensure that vaccination targets are highly prioritized.

Response to suspected infection
In the hospital
Early recognition and initial response

Item 12. In the event of a prior telephone call from the
patient or at the patient reception desk, the information
obtained by the first staff contacting the patient to recog-
nize the infectious disease is created in a checklist format
and updated as appropriate.

Category

Quarterly (always).

Commentary

A checklist is needed to screen for patients with a possible
infection during a telephone call or at the emergency outpa-
tient reception9 (Fig. 1).

Emerging infectious diseases are screened based on the
travel history and symptoms based on the notification of the
government, and the patient is guided to an isolation area. In
addition, if necessary, patients are screened for airborne,
droplet, and contact-borne diseases based on symptoms and
contact history and guided to isolation areas. It is assumed
that staff members other than physicians and nurses will lis-
ten in a short time, and questions will be prepared in a
checklist format on paper. Screening targets are examined
according to the circumstances of each facility.
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Screening for emerging infectious diseases is based on tra-
vel history and symptoms of the relevant country or region in
accordance with the notification of the government.

A history of fever or weight loss is confirmed to be useful
in screening for pulmonary TB. From a crisis management
perspective, additional questions may be expected, such as
questions on cough that lasts for more than 3 weeks, blood
in the sputum, and contact with a patient with TB.16

For measles,17 rubella, and varicella, the patient is exam-
ined for red bumps (rash) on the body, fever, and history of
contact with a patient with measles or varicella.

In patients with severe vomiting and diarrhea, or noro-
virus infection, the vomit is aerosolized and causes disease
transmission.18 The patients are instructed to use a toilet that
is different from that of other patients.19

Emerging infectious diseases need to be recreated each
time there is notification from the government, including
case definitions.

Item 13. In the case of telephone contact, there are
explanatory systems and easy-to-read signs that guide a
patient with suspected infectious disease to the appropri-
ate entrance.

Category

Quarterly (always) and temporary.

Commentary

Most SARS20 and MERS4 infections have been transmitted
in hospitals, including emergency departments, and organi-
zations in various countries are calling for enhanced
response in emergency departments.9 In addition, common

perennial infections and seasonal diseases, such as influenza
and norovirus infection, can be transmitted to other patients.

Based on item 12, if a patient at risk is found through
screening for an infectious disease during an interview,
guidance will be provided to avoid inadvertent contact with
other patients. If a telephone call is made in advance, guid-
ance to a dedicated entrance or waiting in a car can be con-
sidered. If the severity is high, the staff should be notified of
the symptoms of infection, and measures such as directing
them to individually separated units should be considered.

The notices are intended for patients, attendants, and visi-
tors, and it is important that they be described in plain text
or figures and must include specific actions to be taken
(Fig. 2). The purpose of the bulletin is to guide patients with
infectious diseases to appropriate places or implement infec-
tion control.9

After guiding to a predetermined place, the following
points should be considered:
1. Ask the patient to wash their hands.
2. If the patient has respiratory symptoms, such as cough or

nasal discharge, instruct them to wear a surgical mask in
principle. However, in infants in whom it is difficult to fit
a mask or patients with severe respiratory disorders,
instruct the patient to maintain a distance of ≥1 m. It is
desirable to have a notice on the vending machine on the
correct method of wearing the surgical mask.

3. Promote the use of surgical masks during the flu season.
4. For patients with diarrhea or vomiting, specify the toilet

to be used, and guide them to wash their hands with soap
and running water.19

When an emerging infectious disease develops, it is nec-
essary to recreate notices, whenever there is notification
from the government, including case definitions.

Within the last 14 days, have you or anyone in your family traveled to any country in the Arabian 

Peninsula, Africa, or China and have symptoms of cold (fever, cough, runny nose)? 

Yes     No 

Have you had cough lasting for more than 3 weeks or have sputum mixed with blood? 

Yes     No 

Have you or anyone in your family come in contact with a person who has mumps, tuberculosis, 

measles, chickenpox, or herpes zoster (shingles) in the past 3 weeks? 

Yes     No 

Do you currently have fever and rash? 

Yes     No 

Fig. 1. Example of a questionnaire on infectious diseases (These contents are not recommended and should be prepared in accor-

dance with the circumstances of each facility).
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Item 14. When treating patients, the emergency depart-
ment staff, including emergency receptionists, should
wear surgical masks in principle.

Category

Quarterly (always) and temporary.

Commentary

Staff who work in the emergency department are often
exposed to acute respiratory infections, so it is essential to
wear surgical masks when in contact with patients, regard-
less of occupation.21,22 There are also reports of transmis-
sion between staff.23 It is known that many acute infectious
diseases are transmitted several days before the onset of the
disease. Therefore, masks should be worn by staff in emer-
gency departments even if they are not directly involved in
patient treatment.

After examining a patient with a respiratory infection, the
surface of PPE, such as a surgical mask, is considered con-
taminated, and replacement is important.24 It is necessary to
learn the correct surgical mask attachment/detachment
method and hand hygiene before and after. Even in the
transmission of Ebola virus, inappropriate use of PPE has
been a source of transmission and has killed many health
care workers.25 When performing procedures exposed to
wet body fluids, aerosolization is assumed, and an eye shield
is required in addition to a surgical mask.

The use of surgical masks is inappropriate for treating cer-
tain emerging infectious diseases suspected of airborne
transmission. For TB, an N95 mask must be worn, and for
measles and varicella, medical staff who have been con-
firmed to receive immunization should provide medical
treatment.13

When an emerging infectious disease develops, it is nec-
essary to recreate notices, whenever there is notification
from the government, including case definitions.

Item 15. Inquiry forms or questionnaires (including the
destination and length of stay and risk of exposure to
infectious diseases) are used for the emergency outpatient
staff, including receptionists, to conduct triage in Japa-
nese and foreign languages (English, it is desirable to
include the language used in the disease endemic area).

Category

Quarterly (always) and temporary.

Commentary

To ensure that the measures described in item 12 are imple-
mented, a clerk needs a questionnaire on severity assessment
and estimation of the route of infection.26

Ideally, in addition to Japanese, the questionnaire should
be available in other languages, such as English, Chinese,
and Korean. However, if it is difficult for each facility to
prepare its own, a publicly available questionnaire will be
used instead.27

When an emerging infectious disease develops, it is nec-
essary to recreate notices, whenever there is notification
from the government, including case definitions. The con-
tent is updated temporarily or quarterly.

Item 16. An infection screening system has been pre-
pared in advance.

Category

Once a year.

Commentary

An emergency clinic is a place where the risk of encounter-
ing infectious diseases is high, so a system is needed to clas-
sify patients according to their travel history and symptoms.
The system for implementing the measures described in

If you have fever, rash, vomiting, or diarrhea,  

please contact the hospital reception staff. 

If you have fever or cough, wear a mask.  

Please use the mask vending machine at the emergency outpatient entrance. 

If you stayed in an endemic area or country within one month and have fever or cough,  

please contact the hospital reception staff. 

Fig. 2. Example of a bulletin to be presented at the entrance to the emergency department (These contents are necessary in order

to direct patients with infectious diseases to the appropriate location or to implement infection control measures).
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items 12–17 requires the cooperation of multiple depart-
ments and occupations and should be developed with an in-
hospital arrangement.28

Screening is undertaken based on the questionnaires, but it
is necessary to clarify “who and where” to carry out the
screening. By incorporating infectious disease screening into
the workflow from patient visits to reception and consultation,
a smooth response is possible. First, check for the presence of
fever, rash, and respiratory symptoms using a questionnaire
and create a notice to encourage the patient self-report the
symptoms. In addition, the roles of each staff member will be
clarified, and a double/triple safety net will be established so
that no staff will be missed. For example, the reception staff
asks a patient with respiratory symptoms to wear a surgical
mask, guides them to a predetermined waiting area, and con-
tacts a triage nurse. Triage nurses will dictate the details of
route-specific precautions for pathogens postulated based on
the symptoms and medical history. The physician who under-
takes the medical treatment consults with the administrator or
infection control team for the decision to release from isola-
tion based on the diagnosis. The response differs depending
on the organization, structure, and resources of each hospital
and requires adjustments centered on the site.

Item 17. In the event of an emerging or re-emerging
infectious disease, such as pandemic influenza, infection
screening systems based on case definitions, including
suspected cases, will be strengthened.

Category

Temporary.

Commentary

In addition to the usual infection screening system, if a
specific infectious disease becomes epidemic, the system
must be promptly strengthened according to the route and
severity of the infection.28 Following the communication
from the government, it is necessary that the procedures for
strengthening the system and notification be clearly specified
as in-hospital decisions.

When a particular infectious disease is widespread, a noti-
fication from the government is sent to the hospital clerk.
The office clerk in the hospital receives this and informs the
necessary department. The point of contact is usually the in-
hospital infection control officer, but depending on the situa-
tion at the facility, the emergency or other departments could
be contacted.

When strengthening the screening system on a temporary
basis, it is necessary to clarify the person in charge in advance.
After consulting with stakeholders, including emergency

departments, it is important that the person notified is autho-
rized to present and implement concrete measures. The mini-
mum required action must be promptly implemented at the
discretion of the actual medical field. When necessary, consul-
tations will be held at meetings involving temporary hospital
infection prevention committees and other executives,
depending on the disease and situation to be dealt with, and
the decisions will be made known throughout the hospital.

Item 18. The flow of patients and health-care profession-
als to special or specific rooms equipped with negative
pressure, high-efficiency particulate air (HEPA) filters,
etc., is well known and implemented.

Category

Quarterly (always) and temporary.

Commentary

A special or specific room equipped with negative pressure,
HEPA filters, etc. (see item 42), should be used for patients
with airborne precautions (pulmonary TB, measles, varicella/
disseminated shingles: all suspected). To shield and prevent
the spread of the droplet nuclei discharged by the patient, it is
necessary to immediately isolate them in the examination
room.9 If respiratory symptoms are present, patients who need
precautionary measures are selected by infection route. There-
fore, to respond promptly in cooperation with receptionists, it
is necessary to provide procedures for response and wear PPE
to educate patients and attendants. Directing an infectious
patient to the consultation room immediately can minimize
occupational exposure and the number of individuals exposed
in general waiting areas. Checking the hardware and software
aspects of such measures is necessary as a preventive measure
in an emergency if it is necessary to confirm and disseminate
them during normal times.

Item 19. The basic flow line, isolation method, and
response for each major symptom (fever/rash, gastroin-
testinal symptoms, respiratory symptoms) are documented
in a manual. The flow of patients with suspected infections
and that of other patients and staff are well established.

Category

Quarterly (always).

Commentary

Appropriate route-specific precautions can reduce the risk of
transmission when patients develop symptoms or signs of
infectious disease or arrive at medical facilities.9
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Although it is difficult to treat all patients who require
transmission-based precautions, it is recommended that
transmission-based precautions be implemented empirically
while waiting for test results.9 Consideration must also be
provided to prevent exposure during patient transfer and
waiting. For this reason, it is necessary to develop proce-
dures for responding to new infectious diseases, designated
infectious diseases, etc., for the establishment or guidance of
visiting places, receptions, waiting areas, and alternatives.

Patient flow and spatial separation are carried out to avoid
contact with the patient. This is mainly an additional mea-
sure when an emerging infectious disease is assumed.
Although somewhat controversial, restricting access to con-
gested areas is part of transmission-based precautions and
can provide a certain consensus as a measure against infec-
tions in individuals with underlying diseases.
1. Points to consider in patient flow (airborne infection or

suspicion):
a. Providing access from a dedicated or designated

entrance (preferably contacting the hospital in
advance).

b. Waiting in a dedicated waiting room (negative pres-
sure air conditioning, HEPA filter air cleaning, open-
ing windows after ensuring safety).

c. Securing dedicated passages for inspections and other
transportations or avoiding congested areas.

2. Points to keep in mind in patient flow (droplet infection
or suspicion):
a. Using a dedicated waiting room or separate the wait-

ing area.
b. Avoiding congested areas during inspections and

other transportations.
3. Other common items:

a. Screening symptoms.
b. Enforcing cough etiquette for patients and staff.
c. Provide announcements, notices, etc.
d. Disseminating information to response staff.

Specific measures to prevent infection
Item 20. Personal protective equipment required for stan-
dard precautions is available in sufficient quantities in
various sizes and ready for use when needed.

Category

Quarterly (always) and temporary.

Commentary

In the Ebola outbreak in Guinea, Liberia, and Sierra Leone
from 2014 to 2016, health-care workers were 21–32 times

more at risk than the general population. It has been reported
that one of the causes was due to improper use or lack of
PPE for health-care workers at the forefront of the field.29

This report suggests that it is important to have sufficient
supplies in each size for infection control and ready to use.
The importance of PPE that can be used immediately when
needed is included in the checklist for the addition of regio-
nal countermeasures to prevent infection in Japan. It is
important to confirm that there is no shortage daily, but we
will investigate the use quarterly and examine the necessary
amount.

It is also important to prepare an N95 mask for emergency
outpatients because unexpected contact with patients with
TB could occur in an emergency outpatient service where an
unspecified number of patients are treated.

In addition, as for stockpiling of items related to
infection prevention, in normal times, PPE used for
standard and transmission-based precautions should be
sufficient. In the case of a pandemic, there are reports
that the estimated period of stockpiling of PPE is
8 weeks,30 but stockpiling should be undertaken in
accordance with the government’s action plans and
guidelines.31

Item 21. In response to symptoms, such as trauma and
vomiting, emergency departments are prepared so that
items necessary for infection control can be used immedi-
ately.

Category

Quarterly (always).

Commentary

As mentioned in item 20, in the prevention of infection, it is
important that the necessary items are readily available in
sufficient quantities. Immediate care is difficult because
patients with various symptoms are examined in the emer-
gency department. Packaging of necessary items according
to standard and transmission-based precautions is considered
useful for infection control. For this purpose, methods, such
as a single package of articles to be used, arrangement of
articles on a shelf, and cart for each symptom or transmis-
sion, can be considered.

Item 22. Even when inserting peripheral venous cathe-
ters, clean operations are carried out according to the hos-
pital manual.

Category

Quarterly (always).
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Commentary

The incidence of catheter-related bloodstream infections
(CRBSIs) due to peripheral venous catheters has been
reported to be 0–2.2%,32 which is considered generally to be
low due to the short detention period.

However, securing peripheral venous lines in the emer-
gency department significantly increases the incidence of
CRBSI.8,33 In urgent situations, infection control could be
inadequate.

In addition, in patients with chronic skin lesions caused
by atopic dermatitis or psoriasis vulgaris or with insufficient
skin preservation, normal skin bacterial flora, such as Sta-
phylococcus spp. and Bacillus spp., proliferate. The risk of
bloodstream infection in securing peripheral catheters is
increased.

With aging, the number of patients with skin lesions and
insufficient cleansing increases. Therefore, it is necessary to
be more careful in securing peripheral venous lines.

Item 23. Even when infection is not suspected, standard
precautions (gloves, eye guards, surgical masks, etc.) are
used in carrying out tracheal intubation.

Category

Quarterly (always).

Commentary

Standard precautions are based on the concept that all
patients’ blood, body fluids, secretions, vomit, excrement,
wounds, mucous membranes, etc., must be regarded as
sources of infection. This indicates that it is necessary to
carry out non-specific infection measures before the diagno-
sis of the infectious disease is confirmed, rather than under-
taking measures against infections specific to the causative
microorganism or disease. In addition, there is a need to
carry out infection control measures that consider body flu-
ids, secretions, or exudates that can transmit pathogens as
vectors of infection.34 Personal protective equipment, such
as gloves, long-sleeved gowns, eye protection (goggles or
face shields), and face masks (surgical masks, treatment
masks, or particulate respirators), should be used during
aerosol-generating procedures with a consistently high risk
of pathogen transmission. Currently available evidence sug-
gests that the risk of transmission is consistently higher
when tracheal intubation is carried out alone or in combina-
tion with other procedures (e.g., cardiopulmonary resuscita-
tion and bronchoscopy).35 From the above discussion, even
in patients without suspected infection, compliance with
standard precautions is necessary because of the risk of

exposure to secretions and blood in the respiratory tract and
oral cavity.

Item 24. Urinary catheters are not routinely inserted in
patients who have been admitted.

Category

Quarterly (always).

Commentary

Urinary tract infections account for approximately 40% of
health-care-associated infections, and approximately 80%
have been caused by urinary catheter placement.36,37 As
indwelling urinary catheters themselves pose a risk of uri-
nary tract infection, not inserting unnecessary urinary cathe-
ters into hospitalized patients can prevent urinary tract
infection and health-care-associated infections.38 It is very
important for infection control in emergency departments to
examine indications without routine insertion of a urinary
catheter. Indications for urinary catheters include urinary
retention and bladder dysfunction, and it is recommended
that the indwelling catheter be kept for as long as necessary.
Careful consideration is needed for urinary catheterization in
patients at high risk, such as women, elderly patients, and
those with immune dysfunction.

Item 25. Urinary catheter insertion is carried out asepti-
cally.

Category

Quarterly (always).

Commentary

As mentioned in item 24, urinary tract infections account
for approximately 40% of health-care-associated infec-
tions, and approximately 80% have been caused by
indwelling urinary catheters.36,37 To prevent urinary tract
infection as much as possible, it is necessary to pay
attention to aseptic operation when inserting a urinary
catheter to prevent urine reflux and bacterial invasion
from the circuit.39 Aseptic procedures include the follow-
ing: (i) ensuring hand hygiene and wearing gloves,40,41

(ii) using sterile gloves, drapes, sponges, lubricating jel-
lies, and other sterilizing equipment, (iii) cleaning the uri-
nary opening and surrounding area before catheter
insertion using specific disinfectants or sterile solutions,
(iv) maintaining a closed urination circuit after aseptic
insertion of the catheter.38,41 The infection manager
checks quarterly whether the urinary catheter is inserted
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aseptically and provides guidance and reconfirmation if
the sterile technique has not been followed.

Item 26. When there is a risk of exposure to blood and
body fluids, eye guards and surgical masks are used for
medical examinations, thoracic drainage, and lumbar
puncture.

Category

Quarterly (always).

Commentary

As in item 23, the standard precaution states that all patients’
blood, body fluids, secretions, vomit, excrement, wounds,
mucous membranes, etc. must be regarded as sources of
infection.34

Based on this concept, standard precautions should be
adhered to when examining patients at risk for thoracic drai-
nage, lumbar puncture, or blood fluid exposure. According
to the statistics for each tissue exposed to blood and body
fluid, 60.1% of the eyes were more exposed than other tis-
sues, and exposure to unprotected skin and mucous mem-
branes was reported in 82.1%.42 Therefore, it is necessary to
use eye guards thoroughly.

Item 27. Careful consideration should be given to central
venous catheter insertion. If inserted, the central line-as-
sociated bloodstream infection (CLABSI) prevention
bundle must be followed.

Category

Quarterly (always).

Commentary

Most in-hospital bloodstream infections are associated with
indwelling intravascular catheters. The incidence of CRBSI
is higher for central venous catheters than for peripheral
venous catheters.43 The incidence of CLABSI has been
reported to be 1.93/1,000 catheter-days in the emergency
department. Because CLABSI is a risk factor for increased
in-hospital mortality,44 the most effective method of pre-
venting CLABSI is to avoid inappropriate central venous
catheterization. If a central venous catheter is determined to
be necessary, a CLABSI prevention bundle should be fol-
lowed.45 The CLABSI prevention bundle consists of the fol-
lowing five practices that are useful for CLABSI prevention:
(i) before inserting the catheter, the hands should be disin-
fected with an antibacterial soap or alcohol-based prepara-
tion, (ii) central venous catheter insertion should be carried

out while ensuring maximum sterile barrier precautions, (iii)
skin disinfection before insertion of the central venous
catheter should be carried out with chlorhexidine at a con-
centration of >0.5%, and the catheter is inserted after the dis-
infectant has dried (iv) avoid the femoral vein at the site of
the central venous catheter puncture, (v) immediately
remove unnecessary catheters.

Item 28. When inserting a central venous catheter, the
maintenance of cleanliness is monitored by a health-care
professional who has not carried out the insertion proce-
dure. If there is a violation, the procedure is discontin-
ued.

Category

Quarterly (always).

Commentary

As described in item 27, when inserting a central venous
catheter, the CLABSI prevention bundle should be fol-
lowed.45 In emergency departments, although clean opera-
tions may be difficult due to time constraints and
complicated situations, efforts will be made to adhere to the
CLABSI prevention bundle. For this reason, it is useful to
avoid unnecessary insertion of the central venous catheter
and to insert the catheter under the supervision of another
health-care professional. In addition, an intervention was
undertaken that included “giving the nurse the authority to
stop the insertion of the central venous catheter when the
required action was omitted.” Furthermore, an improvement
in the rate of adherence to clean operations and a decrease in
the incidence of CLABSI were observed.46 Therefore, it is
thought that monitoring the maintenance of clean operations
will lead to an improvement in the bundle adherence rate
and decrease in the incidence of CLABSI.

Item 29. Procedures are in place for responding to sus-
pected infections.

Category

Once a year.

Commentary

Patients with trauma or bleeding symptoms are often treated
in emergency departments, and the risk of needlestick inju-
ries and mucosal exposure to blood and body fluids is gener-
ally considered high, where invasive medical procedures are
often undertaken.5 If exposed to blood or body fluid that is
positive for hepatitis B virus, hepatitis C virus, HIV, severe
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febrile thrombocytopenia syndrome (SFTS) virus, etc., the
exposed area is immediately washed with running water.
Simultaneously, post-exposure preventive measures and
screening must be carried out depending on the risk of infec-
tion.47,48 Among the diseases in which droplets and droplet
nuclei are transmitted, prior confirmation of immunity is
important for measles, rubella, varicella, and mumps.47 If
unimmunized or unknown personnel are exposed, vaccines,
globulin, or antivirals are administered49 (see Table 1). In
case of contact with a patient with meningococcal infection,
the risk of infection is assessed based on the medical prac-
tice performed by the health-care worker and PPE worn. It is
necessary to consider the indication of antimicrobial agents.
As both cases require urgency, it is imperative that proce-
dures to be followed after an exposure to specimens with a
high risk of infection be described in the manual and that a
24-h consultation with a hospital infection control specialist
be available. If contact is made with a patient with TB in an
emergency department, it is advisable to determine the risk-
specific procedures in advance with the relevant organiza-
tions.50

Improvement of environment
Item 30. Procedures for cleaning the examination room
after use, improving the environment for frequent contact
surfaces and contaminated sites (wet process), and pro-
viding appropriate drugs and concentrations for alcohol-
resistant microorganisms are well known.

Category

Quarterly (always) and temporary.

Commentary

Examination room cleaning and surface disinfection are also
important in the emergency department. Cleaning is the
physical removal of dust, sand, and other invisible microor-
ganisms.7 When cleaning, use a brush or mop with a surfac-
tant, detergent, water, or the like. Instruments, such as
ultrasonic cleaners, may be used. Many microorganisms can
be removed by cleaning. The effect is limited if only disin-
fection is carried out alone. Cleaning is essential before dis-
infection. Disinfection is less effective in inactivating
microorganisms than sterilization but can remove almost all
microorganisms. However, it should be noted that spores
cannot be inactivated.

Regarding cleaning and surface disinfection in the emer-
gency department, it is necessary to understand the distinc-
tive features of the emergency department. In the
consultation room (or consultation space) where the initial
treatment is carried out, there is a continuous inflow and out-
flow of patients in the emergency department. When the
number of examined patients is high, it is necessary to
examine a new patient in the consultation room immediately
after the previous patient has moved. Cleaning and surface
disinfection should not be skipped for facilitating quick
patient consultation. Cleaning and surface disinfection are
essential to prevent secondary transmission to patients and
health-care professionals. It is necessary to establish a sys-
tem to quickly clean and disinfect the empty consultation
room. Even if the patient has multidrug-resistant bacteria,
the results, such as those of culture test, are often found after
the patient leaves the emergency department and is admitted
to another ward. In such a case, it is necessary to establish
an in-hospital information transmission system that can
ensure that the information reaches the emergency depart-
ment and that appropriate disinfection can be carried out. In
addition, it is necessary to prepare multiple types of disinfec-
tants for patients with multidrug-resistant bacteria, clearly
indicate proper use, and use them appropriately according to
the instruction manual.7 For example, in environments with
patients who have shed bacteria, such as methicillin-resistant

Table 1. Post-exposure actions

What to do after exposure to blood and body fluids

Hepatitis B HBs antibody (+): no treatment

required

HBs antibody (�): HBIG + HB vaccine

Hepatitis C Monitoring (HCV-RNA, liver function)

HIV/AIDS Antiviral drugs (emtricitabine/

tenofovir + raltegravir)

Severe febrile

thrombocytopenia

syndrome (SFTS)

2-week monitoring (symptoms,

blood cell calculations)

Response after droplet and droplet nuclei exposure

(if the contact is not immunized or unknown)49,84

Measles Within 72 h: measles-containing

vaccine

Immunodeficiency within 6 days

+ pregnancy, etc.: globulin

Mumps 3-week monitoring

Rubella 3-week monitoring

Chickenpox Within 72 h: chickenpox vaccine

Within 7 days: acyclovir

Meningococcal

infection

Ciprofloxacin

Tuberculosis Contact person screening

Bird flu

(H5N1/H7N9)

Oseltamivir

© 2020 The Authors. Acute Medicine & Surgery published by John Wiley & Sons Australia, Ltd on behalf of
Japanese Association for Acute Medicine

Acute Medicine & Surgery 2020;7:e540 ER infection control checklist 13 of 31



Staphylococcus aureus (MRSA), vancomycin-resistant ente-
rococci (VRE), and Clostridioides (Clostridium) difficile, it
is recommended that quaternary ammonium salts or alcohol
were used to disinfect the surfaces that the patient with the
infection could have possibly touched.51 In addition, as the
virus can survive for a relatively long time in the environ-
ment, it is important to disinfect the environment immedi-
ately after the consultation of patients with viral
infections.52,53 For environments contaminated with viruses,
alcohol or sodium hypochlorite is used. Care must be taken
because non-enveloped viruses are resistant to alcohol.
Viruses with strong alcohol resistance include norovirus,
hepatitis A virus, rotavirus, poliovirus, coxsackievirus, and
echovirus.54,55 Sodium hypochlorite is used for disinfection
of environment contaminated with these viruses. However,
sodium hypochlorite has a corrosive effect on metals and
drifting effect on textiles. Moreover, contact with wood
reduces its efficacy. Alcohol is used for such an object.
When using alcohol, the object to be disinfected is wiped
twice to enhance the effect.56 Generally, the higher the con-
centration of the disinfectant, the higher the bactericidal
effect; however, it is necessary to consider the effect on the
disinfectant. Disinfectants could have reduced concentra-
tions in a variety of situations, as described below; thus, care
must be taken when using and managing them. Concentra-
tions of low-level disinfectants (e.g., chlorhexidine glu-
conate), povidone-iodine, and sodium hypochlorite decrease
due to organic contaminants. Some low-level disinfectants
are adsorbed by fibers, such as cotton swabs and mops, and
this adsorption can decrease the disinfectant concentration.
The concentration of sodium hypochlorite decreases over
time, and that of alcohol preparations decreases due to
volatilization.

Once a year or quarterly, it should be confirmed that the
above mentioned procedure is carried out.7 In the event of
an outbreak of multidrug-resistant bacteria, check the above
information temporarily.

Item 31. Reusable devices (e.g., ultrasound, point-of-care
items such as blood glucose measurements, endoscopes,
etc.) are properly cleaned, disinfected, and sterilized
before using in the next patient.

Category

Quarterly (always).
Item 32. When cleaning, disinfecting, and sterilizing the
reusable equipment, appropriate PPE is used.

Category

Quarterly (always) and temporary.

Item 33. The procedure of reuse (cleaning, disinfection,
or sterilization) is taught using a hands-on approach.

Category

Once a year and specific.

Commentary

It is necessary to know whether medical devices and equip-
ment in the emergency department are single use or reusa-
ble. There are many devices in the emergency department,
including point-of-care products such as blood glucose mea-
surement, gastrointestinal endoscopes, bronchoscopes, sur-
gical instruments for incision sutures, and needles. All
reusable medical devices must be properly cleaned and
maintained according to the instructions of preventing hori-
zontal transmission among patients.7 In this regard, the
Spaulding classification is helpful (Table 2).57 The Spauld-
ing classification categorizes reusable devices, regarding
how much sterilization or disinfection is required, based on
the risk of horizontal transmission. If dirt remains on the
equipment, the effects of disinfection and sterilization will
be insufficient. Therefore, cleaning is necessary before disin-
fection and sterilization.7

There are three types of puncture devices for collecting
small amounts of blood, such as those used for measuring
blood glucose: (i) the entire instrument is a disposable pro-
duct, which is for single use only, (ii) the puncture needle
and peripheral part are disposable products, which can be
used by several individuals to replace the needle and its sur-
roundings, (iii) the puncture needle is replaced, but the area
around the puncture needle is not disposable. Therefore, if
the blood was contaminated by the previous blood sampling,
the replaced puncture needle could be contaminated. Unlike
(ii), it cannot be used by several individuals. Regarding the
cleaning and disinfection of gastrointestinal endoscopes, the
“Multi-society Practice Guide for Infection Control of Gas-
trointestinal Endoscopes, Revised Edition” has been pub-
lished and should be consulted.58

To use reusable medical devices aseptically and appropri-
ately, the device instructions should be readily accessible.7

When cleaning, disinfecting, or sterilizing reusable equip-
ment, PPE is used to prevent transmission to health-care
workers and patients through health-care workers. The use
of PPE could be categorized as a standard precautionary
measure. Provide hands-on training on the proper method of
cleaning, disinfecting, and sterilizing each reusable device
and using appropriate PPE. The training is provided once a
year, when new equipment is introduced, or when the
method is changed.7 It is important to educate the entire
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department, not just those who mainly clean, disinfect, and
sterilize equipment.

Outside the hospital
Transport by ambulance

Item 34. Based on information from staff undertaking
prehospital rescue operations, staff in the emergency
department can either instruct or undertake appropriate
precautionary measures against staff carrying out prehos-
pital rescue operations.

Category

Specific and temporary.

Commentary

Standard precautionary measures are fundamental when
dealing with all suspected infections.9 Furthermore, if any
infection-related events occur, it is important to communi-
cate and share information with the medical institution that
will house patients and health centers that have jurisdiction.
Conceptually, there are roughly two types of infectious dis-
eases: those that are seasonally prevalent in the community
and those that can enter from overseas.

The former corresponds to respiratory syncytial (RS)
virus infection that precedes the influenza epidemic in chil-
dren from summer to autumn,59 infectious gastroenteritis
(especially norovirus) from autumn to winter, and influenza
from winter to spring. In the case of infectious gastroenteri-
tis and influenza, transmission-based precautions in addition
to standard precautions are carried out,9 and it is ensured that
the information is transmitted to the destination (category:
specific).

The latter is in preparation for emerging or re-emerging
infectious diseases, such as MERS, that are rare or not
encountered in Japan60; however, these outbreaks are still

persistent in the Middle East. These occur when contacting a
victim who has traveled or lived abroad. Public information
is disclosed on the website of the Quarantine Station of the
Ministry of Health, Labour, and Welfare. If information on
the victim’s travel to or residence in an infected area is
obtained at the time of medical history recording, it is neces-
sary to determine what transmission-based precautions
should be followed in addition to the standard precautions.
The medical institution scheduled to receive the patient or
the health center in charge is contacted, and instructions,
such as the destination and infection control measures at the
time of transport, are obtained. Localized tick-related infec-
tions, such as SFTS, which are prevalent in western Japan,
might be suspected based on medical history and physical
findings. The information is transmitted to the destination
medical institution in advance.61

Item 35. For each relevant infectious disease, instruc-
tions are prepared for infection control measures to be
provided to staff undertaking prehospital rescue opera-
tions.

Category

Specific.

Commentary

Responding to an infectious disease begins with an assump-
tion about the nature of the infectious disease. An effective
means of controlling infection appropriately for the relevant
infection is to block the transmission route.9 These are called
transmission-based precautions. However, transmission-
based precautions are measures that can be applied if the
infectious disease is identified in the patient. The personnel
carrying out prehospital rescue operations must contact the
affected patient in a situation where it is unknown if the vic-
tim has an infectious disease. Therefore, realistically,

Table 2. Spaulding classification

Classification Uses Example Degree of disinfection and

sterilization

Critical items Inserted into sterile tissues or blood vessels Surgical instruments Sterilization

Semicritical

items

In contact with mucous membranes or non-

healthy skin

Upper or lower

gastrointestinal

endoscope

High-level disinfection

Non-critical

items

In contact with normal skin

Does not come in contact with the mucous

membrane

Cuff and stethoscope for

blood pressure

measurement

Low- to medium-level

disinfection
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countermeasures are started from standard precautions. Stan-
dard precautions involve basic infection control measures in
which all wet body fluids, such as the saliva, nasal dis-
charge, sputum, urine, stool, ascites, and pleural effusion,
except for the victim’s sweat, are treated as infectious.
Transmission-based precautions are added to standard pre-
cautions.9 While applying standard precautions, when deal-
ing with diarrhea/vomiting, rash, fever, cough, and drainage,
the implementation of empirical transmission-based precau-
tions is required. Specifically, if respiratory disease is
expected, droplet and airborne infection precautions are
added, and for gastrointestinal diseases, contact and droplet
infection prevention measures are added while treating the
patient. Simultaneously, a protocol for specific precaution-
ary measures will be prepared quarterly, as instructions, for
appropriate infection control for staff undertaking prehospi-
tal rescue activities. For example, influenza is assumed to be
the infectious disease in winter and infectious gastroenteritis
primarily involving norovirus infection the infectious dis-
ease from autumn to winter. The “Rescue team infection
prevention manual (version 1.0)” is based on the manual
from a previous study.62

Item 36. If a staff member carrying out prehospital res-
cue operations receives information about a confirmed or
strongly suspected case of TB, measles, chickenpox, etc.,
the staff member carrying out prehospital rescue opera-
tions is instructed to take appropriate infection prevention
measures.

Category

Quarterly (always).

Commentary

If a prehospital rescue worker receives information that TB,
measles, chickenpox, etc. is confirmed or strongly sus-
pected, measures should be taken to prevent airborne infec-
tion. It is essential to collect the following information
before contacting the victims when dispatching to TB-af-
fected areas: (i) complaint of prolonged cough for more than
2 weeks, (ii) contact with Mycobacterium tuberculosis
smear-positive patients within 1 year, (iii) cough and fever
that are difficult to cure and occurring during treatment of
other diseases, (iv) unknown fever with poor response to
chemotherapy.63 In the abovementioned case, measures in
accordance with “transportation of tuberculosis victims”64

against infection are taken during transport, specifically: (i)
the victim should wear a surgical mask (a face mask may be
used when administering oxygen), (ii) the ventilation fan is
turned on or the window is opened to improve ventilation in

the ambulance, (iii) personnel performing prehospital rescue
operations should wear N95 masks (involved passengers
should also wear them), (iv) equipment and materials are
cleaned and disinfected in an appropriate manner, (v) the
environment for responding to contaminated patients and
surfaces of large equipment in an ambulance are to be wiped
off of large contaminants, such as blood, and then cleaned
and disinfected using an appropriate disinfectant. Personnel
undertaking prehospital rescue operations in contact with a
patient with suspected measles or chickenpox should priori-
tize immunized, antibody-positive individuals or those who
have received two vaccinations. Measles and varicella are
contained in moist body fluids, such as nasal secretions and
saliva of infected patients, and are often transmitted by
inhaling droplets. It is important to wear emergency masks
in emergency services as a measure against infection. Unlike
TB, it is essential that individuals with immunity to measles
and varicella respond. Staff performing prehospital rescue
operations should check for antibody titers for measles, vari-
cella, rubella, mumps, hepatitis B, etc., and receive vaccina-
tion as necessary.

Item 37. Based on the diagnosis, staff undertaking pre-
hospital rescue operations are advised on occupational
infection control, surface disinfection, and environmental
recovery.

Category

Temporary.

Commentary

As paramedics expand the range of treatments, such as drug
administration and infusion prior to cardiac arrest, occupa-
tional infection control, surface disinfection, and environ-
mental recovery for staff undertaking prehospital rescue
operations are important issues.64 Occupational infection
control is a measure against needlestick injury and exposure
of blood and body fluids to damaged skin and mucous mem-
branes (especially eyes). Countermeasures are divided into:
(i) preventive measures, (ii) actions to be taken, (iii) mea-
sures to be taken after occurrence (Table 3). This response
requires cooperation with medical institutions. Regarding
surface disinfection and sterilization of equipment, instru-
ments, or environment for emerging infectious diseases, and
environmental recovery, it is necessary to respond based on
the “Act on the Prevention of Infectious Diseases and Medi-
cal Care for Patients with Infectious Diseases (the Infectious
Diseases Control Law).”11 As a general rule, surface disin-
fection and sterilization of equipment, instruments, and envi-
ronments contaminated with infectious disease pathogens
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should be carried out appropriately and promptly to prevent
the spread of contamination.
1. Disposable products are used as much as possible for

gloves, caps, infection-prevention clothing, and emer-
gency equipment to be used directly for the victims of
staff performing prehospital rescue operations.

2. After use, they are sealed in a dedicated infectious waste
container or double sealed in a plastic bag, and then the
outer bag surface is wiped off and disinfected and it is
taken out of the site where it is in contact with the
patient. Then it is incinerated.

3. In accordance with the Spaulding classification
(Table 2), contaminated reusable equipment should be
immersed in a disinfectant suitable for the intended use
of the equipment after manual cleaning (Table 4).

4. After necessary processing, such as sterilization, it can be
reused. After cleaning, it is soaked in disinfectant. As
linen is not immersed, it is limited to partial contamina-
tion (blood).

5. Large contaminants, such as blood, adhering to the sur-
face are removed.
Subsequently, the environment for responding to the con-

taminated victims and the surfaces of large equipment in the
ambulance should be cleaned and disinfected using an
appropriate disinfectant. As much as possible, reducing the
amount of contaminating microorganisms before wiping will

increase its effectiveness. Unlike sterilization, disinfection
has a limited range of target microorganisms. Microorgan-
isms that exceed the antimicrobial spectrum are always pre-
sent, and some microorganisms survive and grow in
disinfectant solutions. Therefore, it is necessary to select an
appropriate disinfectant in consideration of the target
microorganism. It is advisable to refer to the disinfection
manual of the medical institution in selecting a disinfectant.

Item 38. Based on the diagnosis, advice on occupational
infection control, surface disinfection, and environmental
recovery is provided to staff undertaking prehospital res-
cue operations.

Category

Specific.

Commentary

Personal protective equipment, such as gloves, caps, and
infection-control clothing, for staff undertaking prehospital
rescue operations and rescue equipment used directly for the
victims should be disposable as much as possible. For this
reason, occupational infection control measures for staff car-
rying out prehospital rescue activities must be prepared in
advance. It is checked in advance whether the dedicated

Table 3. Occupational infection control

Measures to prevent needlestick injury

Use a venous indwelling needle with a safety device.

Place the dedicated container where it can be reached after securing the venous route.

The punctured indwelling needle is to be thrown into the special container by the staff responsible for prehospital rescue activities

after the puncture.

Do not hand over the indwelling needle or temporarily place it on the stretcher or floor.

Do not recap.

Prevent exposure to the eyes with goggles and face shield and to the mouth and nose with a surgical mask.

Action when it occurs

Rinse with running water. Do not smoke.

Wash thoroughly with soap and a large amount of running water.

Gargle when blood or body fluid enters the mouth.

If blood or body fluid enters the eyes, wash them with running water.

If blood or body fluid touches the wound, rinse it with running water.

Response after occurrence

Collect information on hepatitis B/C and HIV infections of victims.

Examine the exposed staff undertaking prehospital rescue activities for hepatitis B/C, HIV infection, liver function, etc.

Based on the previous two steps, determine the necessity of emergency treatment, such as inoculation of anti-hepatitis B human

immunoglobulin to the staff undertaking prehospital rescue activities, whether regular observation is sufficient, and the examination

schedule thereafter.
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infectious waste container is full, and if so, the contents are
discarded and the surface is thoroughly disinfected. The
expiration date is checked, and the disinfectants are replen-
ished, such as alcohol for disinfection, and linens are
checked for contamination with blood or body fluids. When
contacting, handling, and transporting a suspected infected
person specified in the Infectious Diseases Control Law,
preparations for surface disinfection and environmental
recovery measures supplement the methods specified for
each category.64

Glutaral is not normally used for disinfection by immer-
sion to prevent formaldehyde gas exposure. As a general
rule, surface disinfection and sterilization of equipment,
instruments, and environments contaminated with infectious
disease pathogens should be undertaken appropriately and
promptly to prevent the spread of pathogens. Additionally,
as the Infectious Diseases Control Law is revised from time
to time, it is necessary to update information as needed.65

Emerging infectious diseases will be handled based on the
Infectious Diseases Control Law. With regard to MERS, the
number of victims who may have been exposed to camels
while traveling or living in the Middle East is still constant,
and bird flu is sporadic mainly in Asia. Information should
be updated and collected in advance.60,66 The Infectious
Diseases Control Law is fundamental for emerging

infectious diseases. Moreover, there is a need to strengthen
measures against the pandemic influenza and new infectious
diseases that can spread quickly and nationwide, and local
governments are taking the initiative in improving opera-
tions and systems. Medical institutions across the country
are required to create and maintain a medical version of the
BCP, assuming an increase in medical demand and absence
of staff.47

Item 39. If TB, measles, chickenpox, etc., are confirmed
or strongly suspected, based on the diagnosis, staff carry-
ing out prehospital rescue operations are advised on mea-
sures to prevent occupational infection, appropriate
cleaning, surface cleaning, and disinfection, and environ-
mental recovery.

Category

Quarterly (always).

Commentary

Airborne infection precaution is required for TB and
measles, so the equipment used for the victim and environ-
ment of the victim should be disinfected after transport.
After transport, it is important to take measures against TB

Table 4. Definition of sterilization, disinfection, or cleaning and target equipment

Classification Definition Equipment

Sterilization Used for items usually inserted into the sterile tissue or blood vessels Intravenous indwelling needle

Tracheal tube

Disinfection Used for items that come in contact with intact mucous membranes

and skin with wounds

Supraglottic airway device

Combitube

Laryngeal tube

Laryngeal mask

Laryngoscope blade

McGill forceps

Oral airway

Nasal airway

Suction catheter

Cleaning Used for items that come in contact with undamaged skin Stethoscope

Sphygmomanometer cuff

Oxygen mask

Thermometer

Bag valve mask

Cervical spine collar

Splint

Tarpaulin stretcher

Bag board

Reproduced from Yasuda (2014): Emergency field activities series 2.64
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in urban areas, and it is essential to collect information after
emergency transport. If there is a staff member who under-
takes a prehospital rescue operation without an N95 mask
and heavily contacts the patient, the procedure will be stric-
ter because “contact screening” is indicated. In May 2000,
the newMycobacterium tuberculosis test guidelines changed
the description of TB bacillus evacuation in the Gaffky scale
to a simple notation of 1+ to 3+.67 It is important to check
the health status of all members on a quarterly basis and
members who have cough for more than 2 weeks. In addi-
tion, TB is a potentially progressive disease, even asymp-
tomatic. Therefore, at least once a year, all staff undertaking
prehospital rescue operations should be checked for health
by chest X-ray.62

Transport between hospitals
Item 40. If necessary, appropriate advice is given to the
transfer requester regarding infection control, taking into
account the patient’s personal information.

Category

Temporary.

Commentary

If necessary, especially for emerging infectious diseases,
appropriate advice on infection control is given to the previ-
ous physician, taking personal information into considera-
tion, especially for those with strong infectiousness or high
pathogenicity. In Japan, local tick-related infections, such as
SFTS, are prevalent mainly in western Japan,61 and MERS,
which is an infectious disease from abroad60 and highly
pathogenic avian influenza (H5N1 and H7N9) are emerging
or re-emerging infectious diseases that are rare or not
encountered in Japan. The latest information on these is pub-
licly disclosed on the website of the Quarantine Information
Office, Ministry of Health, Labour and Welfare (FORTH).68

In response to the threat of domestic invasion of emerging
infectious diseases, which has become a problem overseas
in recent years, efforts have been made to strengthen mea-
sures against pandemic influenza and new infectious dis-
eases that could spread rapidly and nationwide. These
countermeasures have been established and developed under
the initiative of local governments.69 At the time of the inva-
sion of emerging infectious diseases and response to a pan-
demic where this measure is applied, infection control
measures are taken under the direction of local governments
or health centers. From the viewpoint of prevention of sec-
ondary infection, it is necessary to obtain information on the

final diagnosis of infectious diseases of transported patients
appropriately from the government.

Item 41. According to the information from the physi-
cian who requested the patient’s medical treatment,
instructions are given on the appropriate transport timing
and method.

Category

Temporary.
Item 42. When transporting patients from a hospital to
an outside facility, the requester provides appropriate
information on infection control to the receiving facilities
and transport vehicles and provides guidance.

Category

Specific and temporary.

Commentary

When handling patients with suspected infections or trans-
porting them between hospitals, appropriate information
from the requester will be given to the transfer destination,
and the appropriate transport timing and method, taking into
account personal information: (i) infectious diseases that are
prevalent in the public seasonally, (ii) infectious diseases
from abroad that could invade Japan. Examples of (i) are RS
virus infection from summer to autumn, infectious gastroen-
teritis (especially norovirus infection) from autumn to win-
ter, and influenza from winter to spring. Examples of (ii) are
regional tick-related infections, such as SFTS that are preva-
lent mainly in western Japan,61 MERS60 that could enter
from overseas, and emerging infectious diseases that require
special measures, including highly pathogenic avian influ-
enza (H5N1 and H7N9). In the event of a domestic invasion
or pandemic response, the instructions of local governments
and health centers are followed. The availability of transfers
and methods of transport are basically determined by discus-
sions between medical institutions. If you suspect an emerg-
ing infectious disease for which the pathogenic
microorganism cannot be identified, especially a pandemic
influenza or new infectious disease that has arisen overseas,
the local government or health center is contacted in accor-
dance with the Infectious Diseases Control Law70 and fur-
ther instructions are obtained. When sending patients from
their own hospital, it is important to provide information on
infection control to the receiving hospital and transport vehi-
cles. This is because vehicles and isolators specified by the
government could be required.
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Monitoring

Equipment, environment, etc.

Item 43. A special examination room is set up, and there
is a system to periodically check the negative pressure
(differential pressure) and filter management in the nega-
tive pressure room.

Category

Once a year.

Commentary

Emergency departments receive patients with infectious dis-
ease before they are diagnosed. A private room (medical
space for isolation) is preferred for patients with suspected
microbial infections that can cause airborne, droplet, or con-
tact infections (e.g., diarrhea, respiratory symptoms with
fever, rash with fever).7,71 Negative pressure isolation rooms
are needed to prevent secondary infections in health-care
workers and patients by airborne microorganisms.72,73

Microbes that cause airborne infections include TB, vari-
cella-zoster, measles, and smallpox viruses. Regarding viral
hemorrhagic fever (Ebola hemorrhagic fever, Marburg dis-
ease, Lassa fever, Crimean Congo hemorrhagic fever), there
are no reports of airborne infections in medical institutions.
However, in the CDC guidelines, it is recommended to man-
age airborne infections in a negative-pressure private room
with an anterior room for caution.72 This is to minimize
exposure to these risk factors, as blood, vomit, liquid stools,
and respiratory secretions in end-stage patients, which might
aerosolize and mediate infection.74 We will examine how
many negative-pressure private rooms are needed in the
emergency department based on the actual conditions of
patients and local community.72 If the emergency depart-
ment does not currently have a negative-pressure private
room, a negative-pressure private room should be consid-
ered for renovation or relocation. Regardless of viral hemor-
rhagic fever, it is desirable to have an anterior room for
negative-pressure private rooms to prevent airborne infec-
tion.72 If there is no anteroom, installing an air purifier with
a HEPA filter inside the negative-pressure private room can
reduce particles in the air. However, as the effect is limited,
it is difficult to replace the air purifier with a HEPA filter to
create a negative-pressure private room. It is ensured that the
negative pressure differential in the negative-pressure room
is appropriate and that the filters are used and managed prop-
erly at least once a year. Recommendations, such as differ-
ential pressure, are presented in the CDC guidelines.72

Infection risk management for facility
structure and hardware

Toilet facilities

Item 44. There are multiple toilet facilities in the emer-
gency department.
Item 45. There are toilet facilities in or close to a private
room (medical space for isolation).
Item 46. Hand washing facilities are provided in the toi-
let space.
Item 47. The floor of the toilet space is easy to clean.

Category

Once a year.

Commentary

In a hospital, toilets are easily contaminated by pathogens;
hence, managing these contaminations is important. It is
necessary to frequently clean and disinfect the surface of toi-
let bowls, articles around the toilet bowls, floors, walls, etc.,
to keep them clean.9,75 Toilets should be separated for staff
and patients. Especially in the emergency department, it is
necessary to pay attention to the epidemic period of infec-
tious gastroenteritis, such as norovirus infection. Patients
suspected or diagnosed with intestinal microbial infections
should use toilets separate from those used by other patients
to prevent transmission to others.9 To realize such a situa-
tion, it is desirable to install multiple patient toilets in the
emergency department. If the toilet bowl or its surroundings
are contaminated by stools, temporarily stop using the entire
toilet until cleaning and disinfection are completed. It is
more desirable that only one patient can use it by providing
a private room with toilet.9 If a private room is unavailable,
one mobile toilet is used for each patient. Furthermore, it is
important to thoroughly clean and disinfect not only the toi-
let bowls but also the surrounding items, floors, walls, etc.,
where feces can adhere.9,76,77 In such infections, an appro-
priate drug is used depending on the microorganisms that
are prevalent. An automatic faucet is desirable for the wash-
basin in the toilet. It is desirable that the floor of the toilet is
easy to clean. If the toilet bowl is a wall drain type, it is easy
to clean the floor. These should be adopted when building or
reconstructing a hospital or emergency department.

Waiting area

Item 48. Waiting and examination rooms are divided
during epidemics or when necessary.
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Category

Quarterly (always) and temporary.

Commentary

Prolonged stay of patients who require transmission-based
precautions poses a risk of transmission to other patients and
accompanying family members through the waiting and
examination rooms. Therefore, when patients (including
patients suspected of infection) who need transmission-
based precautions visit the hospital, waiting and examination
rooms are separated, and contact with other patients and
accompanying families is avoided as much as possible.51

During an epidemic, such as influenza, posters will be dis-
played to detect symptomatic persons at an early stage, and
a triage system will be established to confirm symptomatic
persons at the reception. It is desirable for symptomatic per-
sons to have a separate waiting room, but if this is not possi-
ble, measures, such as sitting at a minimum distance of 1 m,
are taken.78 Moreover, the chairs in the waiting room should
be placed facing each other to prevent exposure of droplets
between patients. Although it might be difficult in terms of
equipment, such as the size of the waiting room, considera-
tion must be given to prevent outbreaks in emergency
departments as much as possible.

Item 49. Surgical masks, hand sanitizers, and tissue
papers are always available at the reception. These wastes
are collected so that they can be immediately and prop-
erly disposed of in a foot-operated trash can.

Category

Quarterly (always).

Commentary

Many patients who come to the emergency department have
infectious diseases. Many patients are untested at the time of
visit, and it is important to properly implement standard pre-
cautions for all patients. Hand hygiene is the basis of infec-
tion control, and it is necessary to prepare the environment
so that it can be carried out immediately when necessary.51

The reception desk is the place where visiting patients must
stop by. It is necessary to install hand sanitizers so that
everyone, including patients, can easily carry out hand
hygiene when needed.

Even if there are respiratory symptoms, such as fever
and cough, many patients visit the hospital without wear-
ing a surgical mask, which is necessary to prevent the

spread of microorganisms. Patients with respiratory symp-
toms should wear a surgical mask at the reception.51

Patients might also cough and expel sputum while in the
waiting room. To handle such patients, it is necessary to
keep tissue paper at the reception desk and install a trash
can so that it can be discarded immediately after use. If
the lid of the trash can is opened by hand, infection could
spread by touching it with contaminated hands, so a foot-
operated trash can should be installed.7 Hand hygiene
should always be undertaken after the tissue is discarded.
If your fingers are contaminated, wash your hands quickly
with soap and running water. If there is no visible contam-
ination, hand hygiene with sanitizer is carried out. When
performing hand hygiene with soap and running water, it
is also necessary to avoid touching the common areas so
as not to spread the infection while moving to the hand
washing facility.

Item 50. Outside the building, there are facilities, such as
intercom and telephone, that staff in the hospital can
respond to.

Category

Once a year.

Commentary

If a patient suspected of having an emerging or re-emerging
infectious disease, such as the pandemic influenza, directly
enters the examination room, other patients and health-care
workers are exposed, and the risk of spreading the infection
increases. To reduce the exposure of other patients and
health-care workers as much as possible, it is necessary to
examine the patient as far as possible from the usual exami-
nation area.51

Therefore, if an infectious disease, such as pandemic
influenza, develops overseas, and its pathogenicity is likely
to be strong, it is necessary to prepare an acceptance system
for medical treatment of patients suspected of having it.
When receiving a patient, it is necessary to secure a conduct-
ing wire that does not intersect with other patients and use
appropriate protective equipment, such as gowns, gloves,
N95 masks, and goggles.51

For that purpose, it is desirable to have equipment, such
as an intercom or telephone, that allows the patient to con-
tact the staff directly from outside the building to inform
them of their visit and symptoms. It is also important to pub-
licize that you have such equipment and systems.

Item 51. There is equipment in the patient waiting room
for hand hygiene.
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Category

Quarterly (always).

Commentary

Many patients with infectious diseases also visit the emer-
gency department. Depending on the patient’s symptoms,
the emergency department environment could be contami-
nated with blood, body fluids, and excrement. Fingers of
patients with infectious diseases and attending families are
likely to be contaminated. Hand hygiene is the basis of
infection control, and it is hoped that not only medical per-
sonnel but also patients will comply with hand hygiene. To
improve compliance with hand hygiene, it is important to
create an environment in which hand hygiene can be imple-
mented.

It is easy to install a hand sanitizer in the reception
desk or waiting room. If it is contaminated with organic
substances, such as blood and body fluids, it is necessary
to perform hand hygiene with soap and running water,
and a hand-washing sink is required. Although it might
be difficult to install a hand-washing sink immediately, it
is recommended to install a hand-washing facility in the
patient waiting room when it is possible to review the
facilities, such as new construction or renovation. It is
also important to manage and clean the hand-washing
sink.

Item 52. Chairs are made of wet cleanable material.

Category

Specific.

Commentary

There are no reports showing spread of infection through
the hospital chair. However, the basic procedure of envi-
ronmental cleaning in hospitals are wet cleaning, and it is
necessary to use materials that can be wet cleaned daily
with environmental cleaning agents. Especially in emer-
gency departments, there is a high risk of environmental
pollution, such as blood and vomit, so chairs in the wait-
ing room should be made of materials that are easy to
clean.

In addition, when contaminated with organic substances,
disinfectants, such as sodium hypochlorite and alcohol, may
be used, so it is desirable to use materials that can withstand
these disinfectants.

Item 53. There is a toilet near the waiting room, and the
patient’s flow line is clear.

Category

Specific.

Commentary

Patients with symptoms of infectious diseases, such as diar-
rhea and vomiting, often visit the emergency department.
Therefore, there is a high possibility that the patient will sud-
denly go to the toilet, and it is desirable to have a toilet near
the waiting or consultation room. In addition, if the attendant
has a family infection, sudden symptoms could occur in the
attendant. In that sense, it is desirable to have a toilet near
the waiting room.

The location of the toilet is posted so that it can be recog-
nized immediately. For patients with symptoms, such as
diarrhea and vomiting, the location of the toilet at the time
of reception and the location of the waiting area for medical
examination near the toilet should be considered.

Patients and families suspected of having infectious dis-
eases could pollute the environment or cause environmental
pollution after use. Depending on the scale of the facility, it
is desirable to have multiple and separate toilets for use with
other patients and attendants. At the time of construction or
large-scale renovation, it is desirable to consider the number
of toilet rooms installed.

Medical area

Item 54. The special examination room has an anterior
room equipped with PPE.

Category

Once a year.

Commentary

When functioning as a negative-pressure room for airborne
precautions, the purpose of using the special examination
room is twofold. The first is to generate a differential pres-
sure and appropriately control the indoor airflow. The sec-
ond, in addition to the standard precautions, is to confirm
that patients are physically isolated in terms of contact pre-
cautions, compliance with infection control measures is
maintained, and the risk of indirect contact infections is
reduced. Except for airborne precautions, the following is
recommended when dedicated isolation rooms cannot be
used: secure space to ensure that the patient is physically
isolated (>1 m and install privacy curtain between beds to
minimize heavy contact.9,72,73
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Item 55. Sliding doors are installed in the examination
and anterior rooms.

Category

Temporary.

Commentary

If it is difficult to install a new front room, it is recom-
mended to use a sliding door. A sliding door is recom-
mended because the pressure difference inside and outside
the door is maintained when opening the door, and the air-
flow from outside to inside is easily maintained.79,80

According to the previous implementation guidelines in
Japan,81 a sliding door is especially required for the entrance
and exit of the negative-pressure examination room to mini-
mize the effect on air circulation as much as possible. If
there is a provision to improve a facility by installing sliding
doors, this should be done. Therefore, it is a confirmation
item (temporary) when designating an isolation room or at
the time of construction.

Item 56. The samples that must be submitted to the
administrative body and the infection control method at
the time of collection are well known.

Category

Temporary.

Commentary

National laws and enforcement regulations stipulate man-
agement regulations, such as compliance matters. The main
content relates to hardware management and legal exchange.
At the time of sample collection, it is necessary to take trans-
mission-based precautions according to the assumed disease
and microorganisms. There should be a written statement
regarding collection environment management (isolation
room or negative-pressure room), correct attachment or
detachment of PPE, storage of sample collection, and envi-
ronmental management of collection environment (ventila-
tion and environmental disinfection or cleaning).
Furthermore, they should be well known.

Newly adopted medical devices and
materials

Item 57. When new medical devices and materials are
introduced, infection control specialists are confirmed,
and appropriate advice is given to the site.

Category

Specific.

Commentary

The education and training of employees is essential in
ensuring the understanding and practice of standard and
transmission-based precautions. In addition, education or
training and advice on the principles and practice of preven-
tive measures related to the transmission of infectious
microorganisms should be provided at the start of work or
when using the device for the first time. For the purpose of
preventing exposure to blood and body fluids and indirect
contact infection through contamination of fingers and envi-
ronment, it is necessary to have effective information provi-
sion, education, training, and advice opportunities through
specialists in infection control and respond to them.9 When
revising the procedures for changing or introducing medical
devices and materials, it is necessary to provide education or
training and advice based on the latest information. To dis-
seminate infection control measures and improve their learn-
ing effect, the timing and educational form (information
transmission, exercises, simulations, time) for employees’
occupations, users, and managers is considered. In addition,
education or training and advice suitable for each individual
should be provided. This is different from the regular educa-
tion and training, so it should be undertaken when the situa-
tion arises.

Monitoring and response to multidrug-
resistant bacteria

Item 58. If multidrug-resistant bacteria are detected,
information can be shared within the hospital, such as
notification in a medical record.

Category

Once a year.

Commentary

Patients with a history of hospitalization or admission to an
elderly facility often visit the emergency department. In such
patients, it is necessary to assume the possibility of having
multidrug-resistant bacteria. It is often necessary to wait for
a long time in an emergency department before hospitaliza-
tion. Affected by small space and busy medical personnel,
multidrug-resistant bacteria are easily transmitted between
patients, and environmental pollution is likely to occur. In
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the case of patients for whom it has been previously known
that multidrug-resistant bacteria (MRSA, VRE, multidrug-
resistant Pseudomonas aeruginosa, multidrug-resistant
Acinetobacter, etc.) that require contact precautions have
been detected, information should be clearly provided.
These should be on the cover of the medical record (top
page in the electronic medical record) so that they can be
quickly recognized by the medical staff who will treat the
patient for the first time in the emergency department.5 If
there are outbreaks of multidrug-resistant bacteria in multi-
ple wards in the hospital, there is a risk that the emergency
department will be a place to spread the infection. For this
reason, it is desirable to share information on the detection
status of multidrug-resistant bacteria in the hospital with
emergency departments82.

Measures against emerging and re-emerging
infectious diseases

Item 59. Initial response procedures for patients with
emerging and re-emerging infectious disease are pre-
pared.

Category

Temporary.

Commentary

In Japan, where emerging or re-emerging infectious dis-
eases, such as the pandemic influenza, require a physi-
cian’s notification under the Infectious Diseases Control
Law, it is assumed that patients with confirmed symptoms
will be admitted to hospitals designated for infectious dis-
eases. It is also necessary to assume that a suspected
patient will be referred to an emergency department of a
general medical institution before undergoing an adminis-
trative test (pathogen test at a local health institution)
through a public health center. Diseases that are prevalent
primarily in foreign countries are assumed. Hence, the
Ministry of Health, Labour and Welfare often publishes
the case definition based on the history of stay in the
endemic area and incubation period. Based on this case
definition, it is desirable to use an algorithm to summarize
the initial response procedure (including waiting room,
examination room, securing of flow lines) in an easy-to-
understand manner when a suspected patient visits the
hospital.6,83 It is also recommended to collect contact
information of related organizations, such as the nearest
public health center. It is also advisable to consult with
public health centers and designated medical institutions

for infectious diseases to envision procedures for adminis-
trative inspections and transfers.

Collaboration with the government

Item 60. The reporting procedures and contact informa-
tion for infectious diseases designated by the Infectious
Diseases Control Law are well known.

Category

Once a year.

Commentary

Infectious diseases that require notification by a physician
under the Infectious Diseases Control Law are classified into
new infectious diseases, category 1 to 5 infectious diseases,
pandemic, and re-emerging influenza (infectious diseases
designated for 2 years in addition to these). New infectious
diseases, category 1 to 3 infectious diseases, and some cate-
gory 4 and 5 infectious diseases (measles, rubella, meningo-
coccal infection) require notification to the nearest public
health center immediately after diagnosis. Notification of
infectious diseases should be organized in an easy-to-under-
stand manner. Simultaneously, it is desirable to have a sys-
tem that allows 24-h contact with public health centers
(prefectural health departments) for emergency departments
who often treat patients at night or on holidays. When a
patient is hospitalized, it is recommended to establish a sys-
tem that allows them to discuss infection countermeasures
and contact in-hospital infection control specialists when
necessary.6 In addition, when a pandemic influenza devel-
ops, the presence or absence of the notification changes
depending on the epidemic situation, so it is necessary to
refer to the notification from the government at any time to
inform the hospital.
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AIDS: acquired immune deficiency syndrome

BCG: bacille Calmette–Gu�erin

BCP: business continuity plan

CDC: Centers for Disease Control and Prevention

CLABSI: central line-associated bloodstream infection

CRBSI: catheter-related bloodstream infection

FORTH: FOR Traveler’s Health

HB: hepatitis B

HBIG: hepatitis B immunoglobulin

HBs: hepatitis B virus surface

HBV: hepatitis B virus

HCV-RNA: hepatitis C virus-RNA

HEPA: high-efficiency particulate air

HIV: human immunodeficiency virus

ICT: infection control team

IGRA: interferon-gamma release assay

MERS: Middle East respiratory syndrome

MRSA: methicillin-resistant Staphylococcus aureus

MSBP: maximal sterile barrier precautions

PPE: personal protective equipment

RSV: respiratory syncytial virus

SARS: severe acute respiratory syndrome

SFTS: severe fever with thrombocytopenia syndrome

VRE: vancomycin-resistant enterococci

REFERENCES

1 Kudo D, Sasaki J, Ikeda H et al. A survey on infection control
in emergency departments in Japan. Acute Med. Surg. 2018;
5: 374–9. (in Japanese).

2 Morita M, Sasaki J, Sato N et al. Current situation and issues
of infection control in prehospital care. JJSEM 2018; 21:
572–7. (in Japanese).

3 Shime N, Yanagihara K, Watanabe M et al. A multicenter
survey for microbiological testing in emergency department.
JJSCM 2019; 29: 28–31. (in Japanese).

4 Cho SY, Kang JM, Ha YE et al. MERS-CoV outbreak fol-
lowing a single patient exposure in an emergency room in
South Korea: an epidemiological outbreak study. Lancet
2016; 10048: 994–1001.

5 Liang SY, Theodoro DL, Schuur JD et al. Infection preven-
tion in the emergency department. Ann. Emerg. Med. 2014;
64: 299–313.

6 World Health Organization (WHO). Hospital preparedness
for epidemics. 2014.

7 Centers for Disease Control and Prevention (CDC). Guide to
infection prevention for outpatient settings. 2015.

8 Trinh TT, Chan PA, Edwards O et al. Peripheral venous
catheter-related Staphylococcus aureus bacteremia. Infect.
Control Hosp. Epidemiol. 2011; 32: 579–83.

9 Siegel JD, Rhinehart E, Jackson M et al. 2007 Guideline for
Isolation Precautions: Preventing Transmission of Infectious
Agents in Health Care Settings. Am. J. Infect. Control 2007;
35: S65–164.

10 Occupational Safety and Health Administration. Respirator
fit testing. [cited 1 Feb 2020]. Available from: https://
www.osha.gov/video/respiratory_protection/fittesting_transc
ript.html.

11 Act on the Prevention of Infectious Diseases and Medical
Care for Patients with Infectious Diseases (the Infectious Dis-
eases Control Law). [cited 1 Apr 2016]. Available from:
https://elaws.e-gov.go.jp/search/elawsSearch/elaws_search/
lsg0500/detail?lawId=410AC0000000114. (in Japanese).

12 Jensen PA, Lambert LA, Iademarco MF et al. Guidelines for
preventing the transmission of Mycobacterium tuberculosis in
health-care settings, 2005. MMWR Recomm. Rep. 2005; 54:
1–141.

© 2020 The Authors. Acute Medicine & Surgery published by John Wiley & Sons Australia, Ltd on behalf of
Japanese Association for Acute Medicine

Acute Medicine & Surgery 2020;7:e540 ER infection control checklist 25 of 31

https://www.osha.gov/video/respiratory_protection/fittesting_transcript.html
https://www.osha.gov/video/respiratory_protection/fittesting_transcript.html
https://www.osha.gov/video/respiratory_protection/fittesting_transcript.html
https://elaws.e-gov.go.jp/search/elawsSearch/elaws_search/lsg0500/detail?lawId=410AC0000000114
https://elaws.e-gov.go.jp/search/elawsSearch/elaws_search/lsg0500/detail?lawId=410AC0000000114


13 Okabe N, Arakawa S, Iwata S et al. Japanese Society for
Infection Prevention and Control, Vaccine guidelines for
medical personnel, 2nd edition. JJIPC 2014; 29: np1–S13. (in
Japanese).

14 Guidelines for infection control in university hospitals 2018
edition Edited by Japan Infection Prevention and Control
Conference for National and Public University Hospitals. (in
Japanese).

15 Ministry of Health, Labour and Welfare Japan. Specific vacci-
nation (medical field). [cited 1 Feb 2020]. Available from:
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_
iryou/kenkou/kekkaku-kansenshou/infulenza/tokutei-sesshu.
html. (in Japanese).

16 Gonc�alves Bd, Lambert Passos SR, Borges dos Santos MA
et al. Systematic review with meta-analyses and critical
appraisal of clinical prediction rules for pulmonary tuberculo-
sis in hospitals. Infect. Control Hosp. Epidemiol. 2015; 36:
204–13.

17 Bloch AB, Orenstein WA, Ewing WM et al. Measles out-
break in a pediatric practice: airborne transmission in an
office setting. Pediatrics 1985; 75: 676–83.

18 Bonifait L, Charlebois R, Vimont A et al. Detection and
quantification of airborne norovirus during outbreaks in
healthcare facilities. Clin. Infect. Dis. 2015; 61: 299–304.

19 Verani M, Bigazzi R, Carducci A. Viral contamination of
aerosol and surfaces through toilet use in health care and
other settings. Am. J. Infect. Control 2014; 42: 758–62.

20 Chen YC, Huang LM, Chan CC et al. SARS in hospital emer-
gency room. Emerg. Infect. Dis. 2004; 10: 782–8.

21 Jefferson T, Del Mar CB, Dooley L et al. Physical interven-
tions to interrupt or reduce the spread of respiratory viruses.
Cochrane Database Syst Rev 2011; 7: Cd006207.

22 Radonovich LJ Jr, Simberkoff MS, Bessesen MT et al. N95
respirators vs medical masks for preventing influenza among
health care personnel: a randomized clinical trial. JAMA
2019; 322: 824–33.

23 Gehanno JF, Pestel-Caron M, Nouvellon M et al. Nosocomial
pertussis in healthcare workers from a pediatric emergency
unit in France. Infect. Control Hosp. Epidemiol. 1999; 20:
549–52.

24 Otter JA, Donskey C, Yezli S et al. Transmission of SARS
and MERS coronaviruses and influenza virus in healthcare
settings: the possible role of dry surface contamination. J.
Hosp. Infect. 2016; 92: 235–50.

25 Fischer WA 2nd, Hynes NA, Perl TM. Protecting health
care workers from Ebola: personal protective equipment
is critical but is not enough. Ann. Intern. Med. 2014;
161: 753–4.

26 Bureau of Social Welfare and Public Health, Tokyo
Metropolitan Government. In preparation for the outbreak of
pandemic influenza. 2017 [cited 1 Feb 2020]. Available from:
http://www.fukushihoken.metro.tokyo.jp/iryo/kansen/shinga
tainflu/keihatsu.files/polyglot-pamphlet.pdf. (in Japanese)

27 Bureau of Social Welfare and Public Health, Tokyo
Metropolitan Government. Multilingual guidebook for medi-
cal consultation. [cited 1 Feb 2020]. Available from: http://
www.fukushihoken.metro.tokyo.jp/iryo/kansen/tagengogu
ide.files/tagengogaido2019-mihiraki.pdf. (in Japanese)

28 Srinivasan A, McDonald LC, Jernigan D et al. Foundations
of the severe acute respiratory syndrome preparedness and
response plan for healthcare facilities. Infect. Control Hosp.
Epidemiol. 2004; 25: 1020–5.

29 World Health Organization (WHO). Global open consultation
for innovative personal protective equipment. 2017.

30 Hashikura M, Kizu J. Stockpile of personal protective equip-
ment in hospital settings: preparedness for influenza pan-
demics. Am. J. Infect. Control 2009; 37: 703–7.

31 World Health Organization (WHO). Hospital preparedness
checklist for pandemic influenza: focus on pandemic (H1N1)
2009. 2009.

32 Helm RE, Klausner JD, Klemperer JD et al. Accepted but
unacceptable: peripheral IV catheter failure. J. Infus. Nurs.
2015; 38: 189–203.

33 Pujol M, Hornero A, Saballs M et al. Clinical epidemiology
and outcomes of peripheral venous catheter-related blood-
stream infections at a university-affiliated hospital. J. Hosp.
Infect. 2007; 67: 22–9.

34 Centers for Disease Control and Prevention (CDC). Guideline
for isolation precautions: Preventing Transmission of Infec-
tious Agents in Healthcare Settings 2007. 2007.

35 Tran K, Cimon K, Severn Met al.Aerosol-generating proce-
dures and risk of transmission of acute respiratory infections:
a systematic review [Internet]. 2011 [cited 1 Feb 2020].
Available from: http://www.cadth.ca/media/pdf/M0023__Ae
rosol_Generating_Procedures_e.pdf.

36 Krieger JN, Kaiser DL, Wenzel RP. Urinary tract etiology of
bloodstream infections in hospitalized patients. J. Infect. Dis.
1983; 148: 57–62.

37 Haley RW, Culver DH, White JW et al. The nationwide noso-
comial infection rate. A new need for vital statistics. Am. J.
Epidemiol. 1985; 121: 159–67.

38 Gould CV, Umscheid CA, Agarwal RK et al. Guideline for
prevention of catheter-associated urinary tract infections
2009. Infect. Control Hosp. Epidemiol. 2010; 31: 319–26.

39 Turck M, Goffe B, Petersdorf RG. The urethral catheter and
urinary tract infection. J. Urol. 1962; 88: 834–7.

40 Ehrenkranz NJ, Alfonso BC. Failure of bland soap handwash
to prevent hand transfer of patient bacteria to urethral cathe-
ters. Infect.. Control Hosp. Epidemiol. 1991; 12: 654–62.

41 Tenke P, Kovacs B, Bjerklund Johansen TE et al. European
and Asian guidelines on management and prevention of
catheter-associated urinary tract infections. Int. J. Antimicrob.
Agents 2008; 31(Suppl 1): S68–78.

42 The Research Group of Occupational Infection Control and
Prevention in Japan. Exposure Prevention Information Net-
work Japanese edition 2011. (in Japanese).

© 2020 The Authors. Acute Medicine & Surgery published by John Wiley & Sons Australia, Ltd on behalf of
Japanese Association for Acute Medicine

26 of 31 J. Sasaki et al. Acute Medicine & Surgery 2020;7:e540

http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/kenkou/kekkaku-kansenshou/infulenza/tokutei-sesshu.html
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/kenkou/kekkaku-kansenshou/infulenza/tokutei-sesshu.html
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/kenkou/kekkaku-kansenshou/infulenza/tokutei-sesshu.html
http://www.fukushihoken.metro.tokyo.jp/iryo/kansen/shingatainflu/keihatsu.files/polyglot-pamphlet.pdf
http://www.fukushihoken.metro.tokyo.jp/iryo/kansen/shingatainflu/keihatsu.files/polyglot-pamphlet.pdf
http://www.fukushihoken.metro.tokyo.jp/iryo/kansen/tagengoguide.files/tagengogaido2019-mihiraki.pdf
http://www.fukushihoken.metro.tokyo.jp/iryo/kansen/tagengoguide.files/tagengogaido2019-mihiraki.pdf
http://www.fukushihoken.metro.tokyo.jp/iryo/kansen/tagengoguide.files/tagengogaido2019-mihiraki.pdf
http://www.cadth.ca/media/pdf/M0023__Aerosol_Generating_Procedures_e.pdf
http://www.cadth.ca/media/pdf/M0023__Aerosol_Generating_Procedures_e.pdf


43 Theodoro D, Olsen MA, Warren DK et al. Emergency depart-
ment central line-associated bloodstream infections
(CLABSI) incidence in the era of prevention practices. Acad.
Emerg. Med. 2015; 22: 1048–55.

44 Siempos II, Kopterides P, Tsangaris I et al. Impact of cathe-
ter-related bloodstream infections on the mortality of critically
ill patients: a meta-analysis. Crit. Care Med. 2009; 37: 2283–
9.

45 O’Grady NP, Alexander M, Burns LA et al. Guidelines for
the prevention of intravascular catheter-related infections.
Am. J. Infect. Control 2011; 39: S1–34.

46 Berenholtz SM, Pronovost PJ, Lipsett PA et al. Eliminating
catheter-related bloodstream infections in the intensive care
unit. Crit. Care Med. 2004; 32: 2014–20.

47 Kimura T. Prevention of occupational infections and post-ex-
posure coping in medical practice. Med. Drug J. 2015; 96–
100. (in Japanese).

48 National Center for Global Health and Medicine, Disease
Control and Prevention Center. Guidance for the treatment of
severe febrile thrombocytopenia syndrome. 2016. (in Japa-
nese)

49 Heymann DL. Control of Communicable Diseases Manual,
20th edn. Washington, DC: APHA Press, 2014.

50 Abiko T, Inokari H, Kubo S et al. Guideline for nosocomial
(institutional) infection control for tuberculosis, 2014 edition.
(in Japanese).

51 Guidelines for infection control in university hospitals 2018
edition. Edited by Japan Infection Prevention and Control
Conference for National and Public University Hospitals. (in
Japanese).

52 Zachoval R, Fr€osner G, Deinhardt F et al. Persistence of hep-
atitis B virus antigens in dried blood. Lancet 1981; 8223: 778.

53 Doultree JC, Druce JD, Birch CJ et al. Inactivation of feline
calicivirus, a norwalk virus surrogate. J. Hosp. Infect. 1999;
41: 51–7.

54 Mbithi JN, Springthorpe VS, Sattar SA. Chemical disinfec-
tion of hepatitis A virus on environmental surfaces. Appl.
Environ. Microbiol. 1990; 56: 3601–4.

55 Centers for Disease Control and Prevention (CDC). Updated
norovirus outbreak management and disease prevention
guidelines. 2011.

56 Japan Alcohol Association. Guideline for ethanol use related
to norovirus. 2015 [cited 1 Feb 2020]. Available from: http://
www.alcohol.jp/download/noroguideline1.pdf. (in Japanese).

57 Japanese Association for Infectious Diseases, Japanese Soci-
ety of Chemotherapy, Japanese Society for Infection Preven-
tion and Controlet al. Handling of puncture device for micro
blood sampling. 2008. (in Japanese).

58 Japanese Society for Infection Prevention and Control, Japan
Gastroenterological Endoscopy Society, Japan Gastroentero-
logical Endoscopy Technicians Society. Multi-society prac-
tice guide for gastrointestinal endoscope infection control,
Revised edition. 2013. (in Japanese).

59 IDWR. RS virus infectious disease. 2017 [cited 1 Feb 2020].
Available from: https://www.niid.go.jp/niid/ja/rs-virus-m/rs-
virus-idwrc/7509-idwrc-1734.html. (in Japanese)

60 Quarantine Information Office, Ministry of Health, Labour,
and Welfare Japan. Report on the outbreak of the Middle East
respiratory syndrome coronavirus (MERS-CoV). 2017 [cited
1 Feb 2020]. Available from: http://www.forth.go.jp/topics/
2017/06141127.html. (in Japanese).

61 Ministry of Health, Labour, and Welfare Japan. Severe febrile
thrombocytopenia syndrome (SFTS) Q & A. 2017 [cited 1
Feb 2020]. Available from: http://www.mhlw.go.jp/bunya/ke
nkou/kekkaku-kansenshou19/sfts_qa.html. (in Japanese)

62 Fire and Disaster Management Agency, Ministry of Internal
Affairs and Communications Japan. Infection prevention
manual for emergency medical services (Ver. 1.0). March 28,
2019. (in Japanese).

63 Aoki M. Diagnosis of tuberculosis, diagnosis of onset. Jpn J.
Chest Dis. 2000; 59: 944–59. (in Japanese).

64 Yasuda Y. Infection prevention and personal protection.
Tokyo, Japan: Herusu Shuppan, 2014, p44. (in Japanese).

65 Ministry of Health, Labour, and Welfare Japan. Request of noti-
fication by doctor based on the Infectious Diseases Control Law.
[cited 1 Feb 2020]. Available from: http://www.mhlw.go.jp/
stf/seisakunitsuite/bunya/kenkou_iryou/kenkou/kekkaku-kansen
shou/kekkaku-kansenshou11/01.html. (in Japanese)

66 National Institute of Infectious Diseases, National Center for
Global Health and Medicine, Disease Control and Prevention
Center. Infection control in transporting patients with Middle
East respiratory syndrome (MERS) and bird flu (H7N9).
2014 [cited 1 Feb 2020]. Available from: https://www.niid.
go.jp/niid/ja/flu-m/flutoppage/2273-flu2013h7n9/idsc/4859-
patient-transport-mersandh7n9.html. (in Japanese).

67 Yamanaka K. New tuberculosis test guidelines and mycobac-
terial tests in general hospitals. Bull. Japan. Soc. Tuberculosis
2002; 77: 99. (in Japanese).

68 Quarantine Information Office, Ministry of Health, Labour,
and Welfare Japan. To stay healthy overseas. [cited 1 Feb
2020]. Available from: http://www.forth.go.jp/moreinfo/topic
s/index.html. (in Japanese).

69 Ministry of Health Labour and Welfare Japan. Measures for
pandemic influencers. 2014 [cited 1 Feb 2020]. Available
from: https://www.niid.go.jp/niid/images/idsc/kikikanri/H26/
20141015-03.pdf. (in Japanese).

70 Act on the Prevention of Infectious Diseases and Medical Care
for Patients with Infectious Diseases (the Infectious Diseases Con-
trol Law). [cited 1 Feb 2020]. Available from: https://elaws.e-
gov.go.jp/search/elawsSearch/elaws_search/lsg0500/detail?
lawId=410AC0000000114&openerCode=1#H. (in Japanese).

71 The Australasian College for Emergency Medicine (ACEM).
Emergency Department Design Guidelines. 2014.

72 Centers for Disease Control and Prevention (CDC). Guideli-
nes for environmental infection control in health-care facili-
ties. 2003.

© 2020 The Authors. Acute Medicine & Surgery published by John Wiley & Sons Australia, Ltd on behalf of
Japanese Association for Acute Medicine

Acute Medicine & Surgery 2020;7:e540 ER infection control checklist 27 of 31

http://www.alcohol.jp/download/noroguideline1.pdf
http://www.alcohol.jp/download/noroguideline1.pdf
https://www.niid.go.jp/niid/ja/rs-virus-m/rs-virus-idwrc/7509-idwrc-1734.html
https://www.niid.go.jp/niid/ja/rs-virus-m/rs-virus-idwrc/7509-idwrc-1734.html
http://www.forth.go.jp/topics/2017/06141127.html
http://www.forth.go.jp/topics/2017/06141127.html
http://www.mhlw.go.jp/bunya/kenkou/kekkaku-kansenshou19/sfts_qa.html
http://www.mhlw.go.jp/bunya/kenkou/kekkaku-kansenshou19/sfts_qa.html
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/kenkou/kekkaku-kansenshou/kekkaku-kansenshou11/01.html
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/kenkou/kekkaku-kansenshou/kekkaku-kansenshou11/01.html
http://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/kenkou/kekkaku-kansenshou/kekkaku-kansenshou11/01.html
https://www.niid.go.jp/niid/ja/flu-m/flutoppage/2273-flu2013h7n9/idsc/4859-patient-transport-mersandh7n9.html
https://www.niid.go.jp/niid/ja/flu-m/flutoppage/2273-flu2013h7n9/idsc/4859-patient-transport-mersandh7n9.html
https://www.niid.go.jp/niid/ja/flu-m/flutoppage/2273-flu2013h7n9/idsc/4859-patient-transport-mersandh7n9.html
http://www.forth.go.jp/moreinfo/topics/index.html
http://www.forth.go.jp/moreinfo/topics/index.html
https://www.niid.go.jp/niid/images/idsc/kikikanri/H26/20141015-03.pdf
https://www.niid.go.jp/niid/images/idsc/kikikanri/H26/20141015-03.pdf
https://elaws.e-gov.go.jp/search/elawsSearch/elaws_search/lsg0500/detail?lawId=410AC0000000114&openerCode=1#H
https://elaws.e-gov.go.jp/search/elawsSearch/elaws_search/lsg0500/detail?lawId=410AC0000000114&openerCode=1#H
https://elaws.e-gov.go.jp/search/elawsSearch/elaws_search/lsg0500/detail?lawId=410AC0000000114&openerCode=1#H


73 Centers for Disease Control and Prevention (CDC). Guideli-
nes for preventing the transmission of Mycobacterium tuber-
culosis in health-care facilities. 2005.

74 Centers for Disease Control and Prevention (CDC). Notice to
readers update: management of patients with suspected viral
hemorrhagic fever--United States. 1995.

75 Martinez JA, Ruthazer R, Hansjosten K et al. Role of environ-
mental contamination as a risk factor for acquisition of van-
comycin-resistant enterococci in patients treated in a medical
intensive care unit. Arch. Intern. Med. 2003; 163: 1905–12.

76 Donskey CJ. The role of the intestinal tract as a reservoir and
source for transmission of nosocomial pathogens. Clin. Infect.
Dis. 2004; 39: 219–26.

77 Dassut B. The implementation of a commode cleaning and
identification system. Nurs. Times 2004; 100: 47.

78 Dick EC, Jennings LC, Mink KA et al. Aerosol transmission
of rhinovirus colds. J. Infect. Dis. 1987; 156: 442–8.

79 Tang JW, Nicolle A, Pantelic J et al. Different types of door-
opening motions as contributing factors to containment fail-
ures in hospital isolation rooms. PLoS One 2013; 8: e66663.

80 Kalliom€aki P, Saarinen P, Tang JW et al. Airflow patterns
through single hinged and sliding doors in hospital isolation
rooms – effect of ventilation, flow differential and passage.
Build. Environ. 2016; 107: 154–68.

81 Bureau of Social Welfare and Public Health, Tokyo
Metropolitan Government. Implementation guidelines for
tuberculosis patient accommodation model business. 2007
[cited 1 Feb 2020]. Available from: http://www.fukushihoken.
metro.tokyo.jp/iryo/kansen/kekkaku/model.files/model_yoryo.
pdf. (in Japanese).

82 Maesaki S. The clinical problem of the drug resistant bacterial
infection in emergency units. JJAAM 2010; 21: 51–62.

83 Kato Y, Saijo M, Adachi Tet al.Viral hemorrhagic fever-med-
ical guidance-2017 revised new edition. 2017. (in Japanese).

84 World Health Organization (WHO). Avian influenza A
(H7N9) virus: post-exposure antiviral chemoprophylaxis of
close contacts of a patient with confirmed H7N9 virus infec-
tion and/or high risk poultry/environmental exposures. 2014.

APPENDIX 1

LIST OF CHECKLIST ITEMS

Management system
Organization
Item 1. The hospital’s infection control committee
includes a chief of emergency outpatient care.
Item 2. The Emergency Headquarters, which is set up in
the event of an emerging or re-emerging infectious dis-
ease, such as pandemic influenza, includes a person in
charge of the emergency department.

Item 3. A system is available to provide 24-h consulta-
tion to infection control specialists when needed.
Item 4. An infection control manual specifically for
emergency departments has been prepared, or the
infection control manual includes items related to
emergency departments and is regularly reviewed
and revised.
Education, medical examination, and vaccination sys-
tems
Management and education on infection control
Item 5. In addition to full-time staff, training on infection
control is provided to all staff involved in the emergency
department.
Item 6. Training to properly attach and detach the N95
mask and regular fit tests are carried out.
Item 7. In the event of an emerging or re-emerging infec-
tious disease, such as pandemic influenza, information on
case definitions, infection control methods, etc., will be
promptly disseminated.
Screening for tuberculosis (TB)
Item 8. Regular medical examinations for TB are pro-
vided at the time of employment and at least annually.
Vaccination
Item 9. Influenza vaccination is recommended and man-
aged.
Item 10. Measles, varicella, rubella, mumps, and hepati-
tis B virus immunity (vaccination frequency, antibody
titer) have been confirmed and managed.
Item 11. In the event of an emerging or re-emerging
infectious disease, such as pandemic influenza, there is a
system that allows temporary vaccination in cooperation
with the government.
Response to suspected infection
In the hospital
Early recognition and initial response
Item 12. In the event of a prior telephone call from the
patient or at the patient reception desk, the information
obtained by the first staff contacting the patient to recog-
nize the infectious disease are created in a checklist for-
mat and updated as appropriate.
Item 13. In the case of telephone contact, there are
explanatory systems and easy-to-read signs that guide a
patient with suspected infectious disease to the appropri-
ate entrance.
Item 14. When treating patients, the emergency depart-
ment staff, including emergency receptionists, should
wear surgical masks in principle.
Item 15. Inquiry forms or questionnaires (including the
destination and length of stay and risk of exposure to
infectious diseases) are used for the emergency outpatient
staff, including receptionists, to conduct triage in
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Japanese and foreign languages (English, it is desirable
to include the language used in the disease endemic
area).
Item 16. An infection screening system has been pre-
pared in advance.
Item 17. In the event of an emerging or re-emerging
infectious disease, such as pandemic influenza, infection
screening systems based on case definitions including
suspected cases will be strengthened.
Item 18. The flow of patients and health-care profession-
als to special or specific rooms equipped with negative
pressure, high-efficiency particulate air (HEPA) filters,
etc., is well known and implemented.
Item 19. The basic flow line, isolation method, and
response for each major symptom (fever/rash, gastroin-
testinal symptoms, respiratory symptoms) are docu-
mented in a manual. The flow of patients with suspected
infections and that of other patients and staff are well
established.
Specific measures to prevent infection
Item 20. Personal protective equipment required for stan-
dard precautions is available in sufficient quantities in
various sizes and ready for use when needed.
Item 21. In response to symptoms, such as trauma and
vomiting, emergency departments are prepared so that
items necessary for infection control can be used immedi-
ately.
Item 22. Even when inserting peripheral venous cathe-
ters, clean operations are carried out according to the hos-
pital manual.
Item 23. Even when infection is not suspected, standard
precautions (gloves, eye guards, surgical masks, etc.) are
used in carrying out tracheal intubation.
Item 24. Urinary catheters are not routinely inserted in
patients who have been admitted.
Item 25. Urinary catheter insertion is carried out asepti-
cally.
Item 26. When there is a risk of exposure to blood and
body fluids, eye guards and surgical masks are used for
medical examinations, thoracic drainage, and lumbar
puncture.
Item 27. Careful consideration should be given to central
venous catheter insertion. If inserted, the central line-as-
sociated bloodstream infection (CLABSI) prevention
bundle must be followed.
Item 28. When inserting a central venous catheter, the
maintenance of cleanliness is monitored by a health-care
professional who has not carried out the insertion proce-
dure. If there is a violation, the procedure is discontinued.
Item 29. Procedures are in place for responding to sus-
pected infections.

Improvement of environment
Item 30. Procedures for cleaning the examination room
after use, improving the environment for frequent contact
surfaces and contaminated sites (wet process), and pro-
viding appropriate drugs and concentrations for alcohol-
resistant microorganisms are well known.
Item 31. Reusable devices (e.g., ultrasound, point-of-care
items such as blood glucose measurements, endoscopes,
etc.) are properly cleaned, disinfected, and sterilized
before using in the next patient.
Item 32. When cleaning, disinfecting, and sterilizing the
reusable equipment, appropriate PPE is used.
Item 33. The procedure of reuse (cleaning, disinfection,
or sterilization) is taught using a hands-on approach.
Outside the hospital
Transport by ambulance
Item 34. Based on information from staff undertaking
prehospital rescue operations, staff in the emergency
department can either instruct or undertake appropriate
precautionary measures against staff carrying out prehos-
pital rescue operations.
Item 35. For each relevant infectious disease, instruc-
tions for infection control measures to be provided to
staff undertaking prehospital rescue operations are pre-
pared.
Item 36. If a staff member carrying out prehospital res-
cue operations receives information about a confirmed or
strongly suspected case of TB, measles, chickenpox, etc.,
the staff member carrying out prehospital rescue opera-
tions is instructed to take appropriate infection prevention
measures.
Item 37. Based on the diagnosis, staff undertaking pre-
hospital rescue operations are advised on occupational
infection control, surface disinfection, and environmental
recovery.
Item 38. Based on the diagnosis, advice on occupational
infection control, surface disinfection, and environmental
recovery is provided to staff undertaking prehospital res-
cue operations.
Item 39. If TB, measles, chickenpox, etc., are confirmed
or strongly suspected, based on the diagnosis, staff carry-
ing out prehospital rescue operations are advised on mea-
sures to prevent occupational infection, appropriate
cleaning, surface cleaning, and disinfection, and environ-
mental recovery.
Transport between hospitals
Item 40. If necessary, appropriate advice is given to the
transfer requester regarding infection control, taking into
account the patient’s personal information.
Item 41. According to the information from the physi-
cian who requested the patient’s medical treatment,
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instructions are given on the appropriate transport timing
and method.
Item 42. When transporting patients from a hospital to
an outside facility, the requester provides appropriate
information on infection control to the receiving facilities
and transport vehicles and provides guidance.
Monitoring
Equipment, environment, etc.
Item 43. A special examination room is set up, and there
is a system to periodically check the negative pressure
(differential pressure) and filter management in the nega-
tive pressure room.
Infection risk management for facility structure and hard-
ware
Toilet facilities
Item 44. There are multiple toilet facilities in the emer-
gency department.
Item 45. There are toilet facilities in or close to a private
room (medical space for isolation).
Item 46. Hand washing facilities are provided in the toi-
let space.
Item 47. The floor of the toilet space is easy to clean.
Waiting area
Item 48. Waiting and examination rooms are divided
during epidemics or when necessary.
Item 49. Surgical masks, hand sanitizers, and tissue
papers are always available at the reception. These wastes
are collected so that they can be immediately and prop-
erly disposed of in a foot-operated trash can.
Item 50. Outside the building, there are facilities, such as
intercom and telephone, that staff in the hospital can
respond to.
Item 51. There is equipment in the patient waiting room
for hand hygiene.
Item 52. Chairs are made of wet cleanable material.
Item 53. There is a toilet near the waiting room, and the
patient’s flow line is clear.
Medical area
Item 54. The special examination room has an anterior
room equipped with PPE.
Item 55. Sliding doors are installed in the examination
and anterior rooms.
Item 56. The samples that must be submitted to the
administrative body and the infection control method at
the time of collection are well known.
Newly adopted medical devices and materials
Item 57. When new medical devices and materials are
introduced, infection control specialists are confirmed,
and appropriate advice is given to the site.

Monitoring and response to multidrug-resistant bacteria
Item 58. If multidrug-resistant bacteria are detected,
information can be shared within the hospital, such as
notification in a medical record.
Measures against emerging and re-emerging infectious
diseases
Item 59. Initial response procedures for patients with
emerging and re-emerging infectious disease are prepared.
Collaboration with the government
Item 60. The reporting procedures and contact informa-
tion for infectious diseases designated by the Infectious
Diseases Control Law are well known.
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