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ASHFORD & ST. PETER’S HOSPITALS NHS FOUNDATION TRUST 

 
POLICY FOR PRECAUTIONS DURING CLINICAL PROCEDURES/SURGERY  

FOR KNOWN OR  SUSPECTED CJD PATIENTS 
 

See also:  Policy for infection control of CJD and other transmissible  
spongiform encephalopathies (TSE). 

 
 

1.  AIM OF THIS POLICY 
 

This policy aims to provide guidance on the precautions which must be taken during clinical 
procedures and surgery on patients known, suspected or at risk of CJD/TSE, to prevent 
transmission to others. It also details how instruments and other equipment should be 
quarantined, decontaminated and/or disposed of.   
Note: The CJD Incidents Panel (for advice) no longer exists 

 
2. PURPOSE 
 

To ensure the correct procedures are adhered to, to prevent any onward transmission. 
 

 
3. PATIENT RISK GROUPS 
 

Patients may be grouped according to whether they have known or suspected CJD/TSE, or 
are potentially at risk of developing one of these diseases, i.e. who are asymptomatic, but 
have a clinical or family history which places them in a risk group. The requirements 
detailed in this policy apply only to patients who fall into one of these groups. 

 
 

Categorisation of patients by risk 

Patients should be categorised as follows, in descending order of risk: 

1. Symptomatic patients 1.1 Patients who fulfil the diagnostic criteria for definite, 
probable or possible CJD or vCJD . 
 
1.2 Patients with neurological disease of unknown 
aetiology who do not fit the criteria for CJD or vCJD, 
but where the diagnosis of CJD is being actively 
considered. 
 

2. Asymptomatic patients “at increased 
risk” from familial forms of CJD 

2.1 Individuals who have been shown by specific 
genetic testing to be at significant risk of developing 
CJD or other prion disease; 
 
2.2 Individuals who have a blood relative known to 
have a genetic mutation indicative of genetic CJD; 
 
2.3 Individuals who have or have had two or more 
blood relatives affected by CJD or other prion disease 
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3. Asymptomatic patients identified as 
potentially “at increased risk” of CJD due 
to iatrogenic exposures 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

So far, vCJD has only been transmitted 
human – to human iatrogenically via blood 
or blood products.  

3.1 Recipients of hormone derived from human 
pituitary glands, e.g. growth hormones, gonadotrophin. 
In the UK, cadaver-derived human growth hormone 
was banned in 1985 the UK use of human – derived 
gonadotrophin was discontinued in 1973 but use of 
human-derived products may have continued in other 
countries. 
 
3.2 Individuals who have received a graft of dura 
mater. (People who underwent intradural neurosurgical 
procedures or operations for a tumour or cyst of the 
spine before August 1992 may have received a graft of 
dura mater, and should be treated as “at increased 
risk”, unless evidence can be provided that human-
derived dura mater was not used). 
 
3.3 Patients who have been contacted as potentially “at 
increased risk”, including individuals considered to be 
**: 
 

a) At risk of CJD/vCJD due having had surgery 
using  instruments used on a patient who went 
on to develop CJD/vCJD, or was “at increased 
risk” of vCJD; 

 
b) At risk of vCJD due to receipt of labile blood 

components(whole blood,red cells or white 
cells) or plasma derivatives;(platelets) from a 
donor who later went on to develop vCJD. 

 
c) At risk of CJD/vCJD due to receipt of tissue or 

organ; from a donar infected with CJD or “at 
increased risk” of CJD/ vCJD 

 
d) At risk of vCJD due to the probability they could 

have been the source of infection for a patient 
transfused with their blood who was later found 
to have vCJD. 
 

e) Someone who identified as having received 
blood or blood components from 300 or more 
donors since January 1990 
 

f) In receipt of certain implicated UK sourced 
plasma products between 1990 and 2001.  

 
 
G.Ps should identify such patients and include this information if relevant surgery or 
treatment is planned.  
 
NB recipients of ocular transplants, including corneal transplant, are not considered to be 
“at increased risk” of CJD.  

 
In most routine clinical contact, no additional precautions are needed for the care of 
patients in the “asymptomatic but at increased risk” group. However, when certain invasive 
interventions are performed there is potential for exposure to the agents of TSE. In these 
situations it is essential that control measures are in place to prevent the transmission of 
TSE to others. 
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The “at increased risk” group of patients are asked to avoid making certain donations (e.g 
blood, breast milk) and to identify themselves to Healthcare providers if undergoing 
medical, dental or surgical procedures.  
The tissues that present the highest risk of exposure to the agents of TSE are the brain, 
spinal cord and retina. Therefore special precautions need to be taken for interventions 
involving these tissues in patients who fall into the “at increased risk” group.  

 
 
4. PRECAUTIONS DURING ALL SURGICAL AND CLINICAL PROCEDURES FOR 

SYMPTOMATIC CJD/TSE PATIENTS  
 
4.1 General points 
 

Whenever appropriate and possible, the intervention should be performed in an operating 
theatre. The procedure should be performed at the end of the list to allow normal cleaning 
of theatre surfaces before the next session. The minimum number of staff necessary to 
perform the procedure should be involved. A one way flow of instruments must be 
maintained. 

 
If the clinical procedure has to be performed at the bedside e.g. lumbar puncture, chest 
drain insertion, care must be taken to ensure that the environment can be readily cleaned 
should a spillage occur (see Policy for infection control of CJD and other transmissible 
spongiform encephalopathies (TSE)). 

 
4.2 Protective Clothing 
 

Staff should wear the following single-use protective clothing: 
 

 liquid repellent plastic gown should be worn over a plastic apron 
 gloves 
 mask 
 visor or goggles 

  
4.3 Surgical instruments and equipment 
 

Single use disposable instruments and equipment should be used wherever possible. If 
single-use disposable items are not available the instruments should under no 
circumstances be re-used, but must be destroyed by incineration. 

 
Expensive instruments e.g. drills may be protected from contamination by using guards etc. 
so that entire items do not require incineration, The drill bit and other parts in contact with 
high risk tissue, and the protective covering must be incinerated. 

 
Where single use instruments are not available, instruments should be incinerated if used 
on brain, spinal cord, posterior and anterior eye or olfactory epithelium and lymphoid tissue. 
 
Instruments for incineration should be placed in a special incineration bin for instruments, 
be clearly identified and removed as soon as possible.  

 
All used drapes, dressings and protective clothing must be destroyed by incineration. 

 
 
5. PRECAUTIONS DURING SURGICAL AND CLINICAL PROCEDURES FOR SUSPECTED 

CJD/TSE PATIENTS FOR PROCEDURES ON HIGH OR MEDIUM INFECTIVITY 
TISSUES (see Appendix 2) 
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Follow the guidance as for known cases and use single-use equipment wherever possible. 
If re-usable instruments have to be used, they may be quarantined until the diagnosis is 
established. 
 
Possible CJD other than vCJD: quarantine instrument used for brain, spinal cord, eye and 
olfactory epithelium. Possible vCJD: quarantine instrument used for brain, spinal cord, eye, 
olfactory epithelium and lymphoid tissue. 

 
5.1 Quarantining of instruments 
 

Instruments used on suspected CJD patients should be washed to remove gross soil, 
avoiding aerosols by holding instruments below the surface of the water in a sink in which 
water is running and draining out continuously. Wear gloves and goggles. Air dry on a 
disposable instrument tray. Instruments may then be quarantined by securely storing in a 
rigid, leak proof container labelled with patient’s details and kept in a locked cupboard in 
Main Theatres until diagnosis is confirmed. They must not be decontaminated prior to 
quarantine. 

 
If the case is confirmed as CJD or, if after testing the diagnosis remains suspected, the 
instruments should be incinerated as for known cases. Only if a definitive alternative 
diagnosis is confirmed may instruments be cleaned and decontaminated and re-used. The 
Theatre Manager must be informed as soon as possible after confirmation of diagnosis . 

 
 
6.  PRECAUTIONS DURING SURGICAL AND CLINICAL PROCEDURES INVOLVING THE 

BRAIN, SPINAL CORD OR EYE FOR AT INCREASED RISK PATIENTS OR LYMPHOID 
TISSUE IF AT INCREASED RISK (IATROGENIC) OF vCJD 

 
For procedures involving brain, spinal cord or eyes follow the guidelines as for patients with 
known CJD/TSE (see Section 3).    
Patients at risk of vCJD undergoing general surgery: Instruments that have been in direct 
contact with the cut surface of medium infectivity tissues (gut associated lymphoid tissue, 
lymph nodes, appendix, spleen, thymus & tonsil) should be incinerated after use or 
quarantined for re-use exclusively on the same patient. Instruments that have only come 
into contact with the external surface of such tissues can be reprocessed. 

 
 
7. ENDOSCOPES AND GASTROSCOPES 
 

All endoscopes must have a unique identifier which should be recorded in the endoscopy 
suite, theatre or outpatients on every patient usage, irrespective or whether they are in a 
risk group. This will enable rapid and accurate identification of an endoscope that has been 
used on a patient with possible CJD, so that it may be quarantined and subsequently 
destroyed if necessary. 

 
If there is a clinical need to gastroscope a patient with known CJD, there is a scope 
available at another hospital that can be lent out for this purpose. Please contact the 
Infection Control Team if the need to borrow this scope arises. 
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8. OPHTHALMOLOGY 
 
 There are guidelines on managing CJD and vCJD in Ophthalmology. 
  

See Appendix 3 for a list of high risk posterior segment eye surgery. All patients about to 
undergo any elective or emergency surgery should be asked the question “Have you ever 
been notified that you are at increased risk of CJD or vCJD for public health purposes?” For 
patients undergoing high risk surgery also ask the questions in Appendix 4. 

 
For high risk surgical procedures instruments that come into contact with high risk tissues 
should not move from one set to another. Where possible use single-use instruments. 
There should be a separate pool of reusable instruments for high risk procedures on 
children born since 1 January 1997 (who are unlikely to have been exposed to BSE). 

 
NB There is no evidence that moved social or routine clinical contact with a CJD or vCJD 
patient presents a risk to anyone, so isolation or added precautions are not routinely 
necessary. When taking a sample or carrying out a procedure consider whether the 
relevant tissue/fluid is infective. Tissue infectivity is considered in Appendix 2.     

 
Body secretions/excretions/fluids (including saliva, blood, CSF) are all low risk for 
CJD/vCJD. Contact with small volumes of blood (including inoculation injury) is considered 
low risk. Like any patient, the blood or body fluids of those with CJD or vCJD should be 
considered potentially infectious for blood bone viruses, so routine precautions still apply:  

1) Use disposal gloves and eye protection when splashing might occur.  
2) Measures to avoid inoculation injury/contamination 
3) Softly dispose of sharps and used equipment 
4) Use single use disposal equipment if possible.  

 
9. DISSEMINATION AND IMPLEMENTATION  

 
The policy has been written by the Infection Control Team, been agreed by the Control of 
Infection Committee and ratified by the Clinical Governance Committee. The policy will be 
available on TrustNet. 
 
 

10. PROCESS FOR MONITORING COMPLIANCE WITH THE EFFECTIVENESS OF 
POLICIES 
 
Monitoring compliance of the policy will be undertaken within the individual cases as they 
occur. This would be undertaken by the Infection Control Team. Any failing is to be 
immediately addressed. 

 
 
11. EQUALITY IMPACT ASSESSMENT 

 
The Trust has a statutory duty to carry out an Equality Impact Assessment (EIA) and an 
overarching assessment has been undertaken for all infection control policies. 

 
 
12. ARCHIVING ARRANGEMENTS 
 

This is a Trust-wide document and archiving arrangements are managed by the Quality 
Dept. Which can be contacted to request master/archived copies. 
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APPENDIX I 
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APPENDIX 2 
 
 

Tissue Infectivity for CJD and vCJD 
 
 
 

CJD other than vCJD 
 
High risk:  Brain, spinal cord, posterior eye 

Medium risk:             Anterior eye, olfactory epithelium 
 
 
 
vCJD 
 
High risk:  Brain, spinal cord, posterior eye 

Medium risk: Lymphoid tissue (tonsil, appendix, lymph node, spleen, thymus, adrenal 
gland, rectum), anterior eye, olfactory epithelium 
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APPENDIX 3 
 

Surgical procedures regarded as High Risk Posterior Segment Eye Surgery 
 
Orbit (C01 -CO8) C01  
Excision of eye  
C03 Insertion of prosthesis of eye  
C04 Attention to prosthesis of eye  
These orbital operations are only included if the surgery or implant is likely to come into contact 
with the optic nerve or retinal tissue (for example, evisceration of the eye and intra-orbital implant) 
 
Operations on Optic Nerve (A29.1-A36.4) 
A29.1 Excision of lesion of optic nerve  
A30.1 Repair of optic nerve  
A32.1 Decompression of optic nerve  
A34.1 Exploration of optic nerve  
A36.4 Radial Optic Neurotomy  
 
Sciera and iris (C52-C65)  
C54 Buckling operations for attachment of retina  
 
Retina, other parts of eye and anaesthetics (C79-C90)  
C79 Operations on vitreous body (only when this involves potential contact with the 
posterior hyaloid face). For example: 
 

● Codes C7910 for vitrectomy via anterior approach and C7923 for intravitreal injections are 
specifically excluded as they are unlikely to come into contact with posterior hyaloid face 

 
● Codes C7920 and C7922, which potentially could come into contact with 

hyaloid face, are included 
 
C80 Operations on retinal membrane 
C81 Photocoagulation of retina for detachment (only when the retina is handled directly)  
C82 Destruction of lesion of retina (only when retina is handled directly). For example: 
 

● Code C82.4 for insertion of radiotherapy plaques is specifically excluded 
 
C83 Translocation of retina 
C84 Other operations on retina 
C85 Fixation of retina 
C86 Other operations on eye 
C88 Destruction of subretinal lesion 
C89 Operations on posterior segment of eye
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APPENDIX 4 
 
Table J1 – CJD risk questions for patients about to undergo elective or emergency surgical 

or endoscopic procedures likely to involve contact with tissues of potentially high level 
infectivity 

 

 Question to Patient Notes to clinician 

1  Have you a history of CJD or other prion 
disease in your family? If yes, please specify.  

Patient should be considered to be at risk from 
genetic forms of CJD if they have or have had:  

i) Genetic testing, which has indicated that they 
are at significant risk of developing CJD or other 
prion disease;  

ii) A blood relative known to have a genetic 
mutation indicative of familial CJD;  
iii) 2 or more blood relatives affected by CJD or 
other prion disease  

2  Have you ever received growth hormone or 
gonadotrophin treatment?  

If yes, please specify:  

i) whether the hormone was derived from 
human pituitary glands  

ii) the year of treatment  
iii) whether the treatment was received in the 
UK or in another country  

Recipients of hormone derived from human 
pituitary glands, e.g. growth hormone or 
gonadotrophin, have been identified as at risk of 
CJD.  

In the UK, the use of human-derived growth 
hormone was discontinued in 1985 but human-
derived products may have continued to be used 
in other countries.  

In the UK, the use of human-derived 
gonadotrophin was discontinued in 1973 but may 
have continued in other countries after this time.  

3  Have you had surgery on your brain or spinal 
cord?  

(a) People who underwent intradural 
neurosurgical or spinal procedures before 
August 1992 may have received a graft of dura 
mater and should be treated as at risk, unless 
evidence can be provided that dura mater was 
not used.  

(b) NICE guidance emphasises the need for a 
separate pool of new neuroendoscopes and 
reusable surgical instruments for high risk 
procedures on children born since 1st January 
1997 and who have not previously undergone 
high risk procedures. These instruments and 
neuroendoscopes should not be used for patients 
born before 1st January 1997 or those who 
underwent high risk procedures using reusable 
instruments before the implementation of this 
guidance.  
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APPENDIX 5 
 
Tables A and B separately set out the actions to be taken for instruments used on patients 
with or “at increased risk” of CJD. The differences in instrument management are due to 
differences in tissue infectivity between CJD and vCJD. These actions are also 
summarised in the algorithm at the end of this document.  
 
 
Table A: Handling of instruments – patients with, or “at increased risk” of, CJD 
(other than vCJD) 
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Table B: Handling of instruments – patients with, or “at increased risk” of vCJD 

 

 


