EXCERPTS FROM "Guidelines for Preventing the Transmission of Mycobacterium Tuberculosis in Health Care
Settings, 2005," MMWR 2005, Volume 54, No. RR-17.

TB Risk Assessment

Every health-care setting should conduct initial and ongoing evaluations of the risk for transmission of M. tuberculosis,
regardless of whether or not patients with suspected or confirmed TB disease are expected to be encountered in the
setting. The TB risk assessment determines the types of administrative, environmental, and respiratory-protection controls
needed for a setting and serves as an ongoing evaluation tool of the quality of TB infection control and for the
identification of needed improvements in infection-control measures. Part of the risk assessment is similar to a program
review that is conducted by the local TB-control program (42). The TB Risk Assessment Worksheet (Appendix B) can be
used as a guide for conducting a risk assessment. This worksheet frequently does not specify values for acceptable
performance indicators because of the lack of scientific data.

TB Risk Assessment for Settings in Which Patients with Suspected or Confirmed TB Disease Are Expected To Be
Encountered

The initial and ongoing risk assessment for these settings should consist of the following steps:

1. Review the community profile of TB disease in collaboration with the state or local health department.

2. Consult the local or state TB-control program to obtain epidemiologic surveillance data necessary to conduct a TB
risk assessment for the health-care setting.

3. Review the number of patients with suspected or confirmed TB disease who have been encountered in the setting
during at least the previous 5 years.

4. Determine if persons with unrecognized TB disease have been admitted to or were encountered in the setting
during the previous 5 years.

5. Determine which HCWs need to be included in a TB screening program and the frequency of screening (based
on risk classification) (Appendix C).

6. Ensure the prompt recognition and evaluation of suspected episodes of health-care—associated transmission of
M. tuberculosis.

7. ldentify areas in the setting with an increased risk for health-care—associated transmission of M. tuberculosis, and
target them for improved TB infection controls.

8. Assess the number of All rooms needed for the setting. The risk classification for the setting should help to make
this determination, depending on the number of TB patients examined. At least one All room is needed for
settings in which TB patients stay while they are being treated, and additional All rooms might be needed,
depending on the magnitude of patient-days of cases of suspected or confirmed TB disease. Additional All rooms
might be considered if options are limited for transferring patients with suspected or confirmed TB disease to
other settings with All rooms.

9. Determine the types of environmental controls needed other than All rooms (see TB Airborne Precautions).

10. Determine which HCWs need to be included in the respiratory-protection program.

11. Conduct periodic reassessments (annually, if possible) to ensure
— proper implementation of the TB infection-control plan,

— prompt detection and evaluation of suspected TB cases,
— prompt initiation of airborne precautions of suspected infectious TB cases,
— recommended medical management of patients with suspected or confirmed TB disease (31),
— functional environmental controls,
— implementation of the respiratory-protection program, and
— ongoing HCW training and education regarding TB.
12. Recognize and correct lapses in infection control.

TB Risk Assessment for Settings in Which Patients with Suspected or Confirmed TB Disease Are Not Expected
To Be Encountered

The initial and ongoing risk assessment for these settings should consist of the following steps:

1. Review the community profile of TB disease in collaboration with the local or state health department.
2. Consult the local or state TB-control program to obtain epidemiologic surveillance data necessary to conduct a TB
risk assessment for the health-care setting.



3. Determine if persons with unrecognized TB disease were encountered in the setting during the previous 5 years.

4. Determine if any HCWs need to be included in the TB screening program.

5. Determine the types of environmental controls that are currently in place, and determine if any are needed in the
setting (Appendices A and D).

6. Document procedures that ensure the prompt recognition and evaluation of suspected episodes of health-care—
associated transmission of M. tuberculosis.

7. Conduct periodic reassessments (annually, if possible) to ensure 1) proper implementation of the TB infection-
control plan; 2) prompt detection and evaluation of suspected TB cases; 3) prompt initiation of airborne
precautions of suspected infectious TB cases before transfer; 4) prompt transfer of suspected infectious TB
cases; 5) proper functioning of environmental controls, as applicable; and 6) ongoing TB training and education
for HCWs.

8. Recognize and correct lapses in infection control.

Use of Risk Classification to Determine Need for TB Screening and Frequency of Screening HCWs

Risk classification should be used as part of the risk assessment to determine the need for a TB screening program for
HCWs and the frequency of screening (Appendix C). A risk classification usually should be determined for the entire
setting. However, in certain settings (e.g., health-care organizations that encompass multiple sites or types of services),
specific areas defined by geography, functional units, patient population, job type, or location within the setting might have
separate risk classifications. Examples of assigning risk classifications have been provided (see Risk Classification
Examples).

TB Screening Risk Classifications

The three TB screening risk classifications are low risk, medium risk, and potential ongoing transmission. The
classification of low risk should be applied to settings in which persons with TB disease are not expected to be
encountered, and, therefore, exposure to M. tuberculosis is unlikely. This classification should also be applied to HCWs
who will never be exposed to persons with TB disease or to clinical specimens that might contain M. tuberculosis.

The classification of medium risk should be applied to settings in which the risk assessment has determined that HCW's
will or will possibly be exposed to persons with TB disease or to clinical specimens that might contain M. tuberculosis.

The classification of potential ongoing transmission should be temporarily applied to any setting (or group of HCWs) if
evidence suggestive of person-to-person (e.g., patient-to-patient, patient-to-HCW, HCW-to-patient, or HCW-to-HCW)
transmission of M. tuberculosis has occurred in the setting during the preceding year. Evidence of person-to-person
transmission of M. tuberculosis includes 1) clusters of TST or BAMT conversions, 2) HCW with confirmed TB disease, 3)
increased rates of TST or BAMT conversions, 4) unrecognized TB disease in patients or HCWs, or 5) recognition of an
identical strain of M. tuberculosis in patients or HCWs with TB disease identified by deoxyribonucleic acid (DNA)
fingerprinting.

If uncertainty exists regarding whether to classify a setting as low risk or medium risk, the setting typically should be
classified as medium risk.

TB Screening Procedures for Settings (or HCWs) Classified as Low Risk

e AllHCWs should receive baseline TB screening upon hire, using two-step TST or a single BAMT to test for
infection with M. tuberculosis.

e After baseline testing for infection with M. tuberculosis, additional TB screening is not necessary unless an
exposure to M. tuberculosis occurs.

e HCWs with a baseline positive or newly positive test result for M. tuberculosis infection (i.e., TST or BAMT) or
documentation of treatment for LTBI or TB disease should receive one chest radiograph result to exclude TB
disease (or an interpretable copy within a reasonable time frame, such as 6 months). Repeat radiographs are not
needed unless symptoms or signs of TB disease develop or unless recommended by a clinician (39,116).

TB Screening Procedures for Settings (or HCWs) Classified as Medium Risk

e AllHCWs should receive baseline TB screening upon hire, using two-step TST or a single BAMT to test for
infection with M. tuberculosis.



e After baseline testing for infection with M. tuberculosis, HCWs should receive TB screening annually (i.e.,
symptom screen for all HCWs and testing for infection with M. tuberculosis for HCWs with baseline negative test
results).

e HCWSs with a baseline positive or newly positive test result for M. tuberculosis infection or documentation of
previous treatment for LTBI or TB disease should receive one chest radiograph result to exclude TB disease.
Instead of participating in serial testing, HCWs should receive a symptom screen annually. This screen should be
accomplished by educating the HCW about symptoms of TB disease and instructing the HCW to report any such
symptoms immediately to the occupational health unit. Treatment for LTBI should be considered in accordance
with CDC guidelines (39).

TB Screening Procedures for Settings (or HCWs) Classified as Potential Ongoing Transmission

e Testing for infection with M. tuberculosis might need to be performed every 8—10 weeks until lapses in infection
control have been corrected, and no additional evidence of ongoing transmission is apparent.

e The classification of potential ongoing transmission should be used as a temporary classification only. It warrants
immediate investigation and corrective steps. After a determination that ongoing transmission has ceased, the
setting should be reclassified as medium risk. Maintaining the classification of medium risk for at least 1 year is
recommended.

Settings Adopting BAMT for Use in TB Screening

Settings that use TST as part of TB screening and want to adopt BAMT can do so directly (without any overlapping TST)
or in conjunction with a period of evaluation (e.g., 1 or 2 years) during which time both TST and BAMT are used. Baseline
testing for BAMT would be established as a single step test. As with the TST, BAMT results should be recorded in detail.
The details should include date of blood draw, result in specific units, and the laboratory interpretation (positive, negative,
or indeterminate—and the concentration of cytokine measured, for example, interferon-gamma [IFN-y]).

Long-Term—Care Facilities (LTCFs)

TB poses a health risk to patients, HCWs, visitors, and volunteers in LTCFs (e.g., hospices and skilled nursing facilities)
(215,216). Transmission of M. tuberculosis has occurred in LTCF (217—-220), and pulmonary TB disease has been
documented in HIV-infected patients and other immunocompromised persons residing in hospices (218,221,222). New
employees and residents to these settings should receive a symptom screen and possibly a test for M. tuberculosis
infection (see TB Risk Assessment Worksheet).

LTCFs must have adequate administrative and environmental controls, including airborne precautions capabilities and a
respiratory-protection program, if they accept patients with suspected or confirmed infectious TB disease. The setting
should have 1) a written protocol for the early identification of patients with symptoms or signs of TB disease and 2)
procedures for referring these patients to a setting where they can be evaluated and managed. Patients with suspected or
confirmed infectious TB disease should not stay in LTCFs unless adequate administrative and environmental controls and
a respiratory-protection program are in place. Persons with TB disease who are determined to be noninfectious can
remain in the LTCF and do not need to be in an All room.



Appendix B. Tuberculosis (TB) risk assessment worksheet

This mode workshea! should De considarnsd fof usa in permonming TE sk assessmants jor nealh-cang sallings and nontradtional taciity-Dasad saltings.
Facilities with mare than ane type of setting will need 1o apply this table to each sefting.

ISmrhg: ¥ or¥=Yes  XorM=No NA:NDIMEENEI

1. Incidence of TB

& What is the incidence of TB in your community (counly of region saned by the health-care Rate
setling), and how does it compars with the state and national avarage? Community

b. What is the incidence of TE In your tacility and specific settings, and how do those rates m“ "

compara? (Incidence is the number of TB cases in your community during the previous year, Facil

A rale of TB cases per 100,000 persons should be obtained for comparison,)” This information iy ;

can be obtained from the stake or local health department. D“F“E""E"E

Departrment 3

€. Are patients with suspected or confirmed TB disease encountered in your setting (inpatient and

outpatient)?

1) Hyes, how many are treated in your nealh-cane sefting in 1 year? (Raview laboratory Ho. patlents

data, Infgction-contrl records, and databases containing dischame @agnoses lor this Yoir Suspected Confirmed

Infgrmation.)

2) i no, does your health-care setting have a plan for the triage of patients with suspected or
confirmed TE disease?

d. Curently, does your healih-care setting have a cluster of persons with confirmed TB disease
that might be a result of ongoing transmission of Mycobactenium lubencuwlosis?

2. Risk Classiication
4 Inpatianl sattings

1) How many inpatient beds ang in your inpatient seling?

2} How many patients with TB disease are encountered in the inpatient setfing in 1 year?
(Feeview laboratory data, infection-cantrol records, and databases containing discharge
diagnoses. )

3) Depending on the number of Deds and TB patients encountensd in 1 year, whal is the risk
classification for your inpatient satting?

4) Does your health-care setting have a plan for triaging patients with suspected or confirmed
TE disease?

b. Outpatient seftings
1) How many TS patients are evaleated al your culpatient seting in 1 year? (Review
laboratory data, infection-control racords, and databases containing discharge diagnoses
for thiss information.)
2} s your health-care setting a TB clinic? (If yes, a classification of at leas! medium rigk is
recommended.)

3) Does evidence exist that a high incidence of TE disease has been obsarved in the
community that the healih-care sefting serves?

4)  Does evidéncs axdst of person-10-parson transrmission of M. iubarculasis in the haalth-
care setling? (Lsa infarmation from case reports. Determine il any TST or blood assay for
M. tubarcuioss [BAMT] commrmsions have occurmad among haalth-cane workers [HCWs].)

5) Does evidence exist that ongoing or unresoived health-cane—associated transmigsion has
occurred in the health-care sefiing (based on case reporis)?

Des a high incidence of immunocompromised patients or HEWS in the health-care sefting
exist?

6)
7)  Have patients with drug-resistant TH disease been encountensd in your heallf-care setting
wilhin the previous 5 years?
8)
]

When was the first time a risk classification was done for your health-cane sefting?
Considering the items above, would your healih-cane satfing need a higher risk classification’?

'|ml'ﬂgﬂ- I
2 years ago
5 years ago

Previous year
& years ago
Lo risk

" Medium risk
_ Potential cngoing transmission

Previous year
5 years ago

‘ear encountered

Date of classification



Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet

T

]

T

10} Depending on the number of TE patients evalualed In 1 year, whal ks the risk classificalion
for your outpatient setting (Appendix C)7
11} Does your healih-cane sefing have a plan for the tiage of patients with suspecied or
confirmed TB diseasa?
¢. Nontraditional tciiity-Dased settings
1) How many TE pafients are encountered at your sefting in 1 year?

2) Does evidence exisl thal a high incidence of TB disease has bean obsanved in the
community that the setting serves?

3} Does evigence exist of person-io-parson transmission of M., lubarcwiosis in the setiing?

4} Hawve any recent TST or BAMT conversions occurmed amaong stall or clients?

5} s thee a high incidence of immunocompromised patients of HCWS in the seffing?

6} Have patients with drug-resistant TB disease bean encounbaned in your healh-cane setting
within the previous 5 years?

Ty When was the first time a risk classification was done for your seffting?

&) Considering the itemns above, would your setting require a higher risk dlassification?

8)  Does your selting have & plan lor the triage of patients with suspected of confiemed TB
disoasa’?

10) Depending on the number of patients with TE disease who are encountered in a nontraditional
selting in 1 year, whal ks the risk classification for your setfing (Appendix C)?

3. Sereening of HCWs for M. tuberculasis Inlection
a. Does the health-care setting have a TE screening program fior HOWs?
If yes, which HCWs are included in the TB screening program? (check all that apply)

. Physicians
— Mid-leved praclitioners —_ Sarvics workers
(nurse practitionars [NP] and ___ Janitorial statf
physician’s assistants [PA]) _— Mainlanance or engineering stal
_ Murses . Transportation staft
___ Administrators ___ Distary staf
___ Respiratory therapists __ Trainees and students
___ Physical therapists ___ Volunteers
___ Contract staff ___ Others
___ Congtruction of rencvation workers

b |5 basaling skin Westing penormed with two-step TST for HCWS?

¢. Is baseling testing performed with CuantiF ERON®.TE or othar BAMT for HCWs?
d. How frequently ans HCWS lested for M. wibsercukosis intection?

& Are M. tubercuiosls Inflection test records maintained for HCWs?

1, Where are test reconds for HCWs maintained?

q. Who maintains the records?

I If the setting has & senal TS screaning program for HCWS 10 test for M, tuberculsis intaction,
what ane the comversion rates for the previous years?t

i. Has the lest corversion rale for M. iuberculosis infection been increasing or decreasing, or has
it remained the same over the previous 5 years? (check ona)

— Low risk
— Medium risk
___ Potential ongoing transmission

Previous year

5 years ago

‘Year encountered

Dake of classification

___ Lowrisk
___ Medium risk
___ Polantial cngoing transmission

Frequancy

Location

TN

1 year ago

2 years ago

3 years ago

4 years ago

5 years ago

___ Increasing
___ Detieasing
___ Mo change in previous 5 years



Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet

|- Do any areas of the health-care setting (e.g., wasting rooms or clinics) or any group of HOWs
{e.g., laboratory workers, emengency department stal, respiratory therapists, and HCWs who
attend bronchoscoples) have & test conversion rale for M. wbercuiosis Infection that exceeds
the health-care sefting’s annual average?

k. For HCWs who have positive fest results for M. tuberculosis infection and who leave
employment at the health setting, are efforts made to communicate test results and recommend
follow-up of latent TB infection treatment with the local health department or their primary
phiysician?

4.TB Infection-Control Program
. Does the health-care safiing have a writlen TB inlection-control plan?
L. Wnao Is responsible for the infection-control program?
¢ When was the TB infection-control plan first written?
d. When was the TB intection-control plan last reviewed of updated?
&. Does the written infection-control plan need to be updated based on the timing of the previous
update (L., »1 year, changing TE epldamiology of the community or setiing, the occurrence of

& TB outbreak, change in state of local TE policy, or other factors related 1o & change in risk ior

fransmission of M. tubercwiosis)?

1. Does the health-care setting have an infection-control committee (or another commitize with

infaction-control responsibilities)?
1) I yes, which groups are representad on the infaction-control commilttea’ (chack all that apply)
___ Physicians ___ Health and salety staff
__ Murses __ Administrator
___ Epidemiiogists ___ Risk assessment
. Engineers _ Qwuality control
— Pharmacists ___ Others (specity)

—_ Laboratory personnel
2) 11 rd, what commithes is responsibla for indection control in the safling?

5. Implementation of TB Infection-Contral Plan Based on Review by Infection-Control Commilttes

a. Has a parsan been dasignated 1o be responsible for implemanting an infection-contral plan in
your health-care sefting? If yes, list the name.

b. Based on a review of the madical reconds, what is the average nurmiber of days for the Tollowing:
. Presentation of patient until collection of specimen.
— Speciman collection unlil receipt by laboralory.
. Receipt of specimen by laboraltony until smeaar resulls are provided o health-care provider.
. Diagnosis until initiation of standard antituberculosis treatment
. Recaipt of specimen by laboratory until cuftune results are provided to health-care

prowidear.

. Recsaipt of specimen by laboratory until drug-susceptibility results are provided fo healih-
care provider.

_ Recsipt of drug-susceptibility results until adjustment of antituberculosis treatment, i
indicated.
Admission of patient 10 hospital until placemeant in aiborne infection isolation (AlT).

c. Through what means (e.g., review of TST or BAMT conversion rates, patient medical records,
and fime analysis) are lapses in infection control recognized?

d. Whal mechanisms are in place lo cormect lapses in infection conirol?

€. Based on measurement in routine GO exercises, is the infection-control plan being properly
implemenied?
f. Is ongoing training and education regarding TE infection-control practices provided for HCWs?

Rate

I yes, list.

___ Mot applicable

Date

Date

Commities

Means




Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet

6. Laboratory Processing of TB-Related Specimens, Tests, and Results Based on Laboratory Review

a. Which of the following tesis are efther conducted in-houwse at your health-care seflings
laboratory or sent out to & reference laboratory? (check all that apply)

In-house  Senl out
Acig-last bacilli [AFB) smaars
Culture using liquid media (e.9., Baclec and ME-BacT)
Culture using solid media
Drug-susceptibility testing
Mucleic ackd ampdfication testing
b, Whal i the usual trangport time lor specimens 10 reach the laboratory for the following lests?
AFE smears
Culture using liquid media (e.g., Bactec, MB-BacT)
Culture using solid media
Drug-suscaptibility testing
Mucleic acid ampiification tasting
Other (specify)
c. Does the laboratory at your health-care setting or the reference laboratory used by your health-
care safting raporl AFB smear results for all patients within 24 hours of receip of specimen?
¥What is the procadure for weekends?

7. Environmental Controls
a. Which emvironmental controls are in place in your health-care setting? (check all that apply and
describe])
[Envimnmenial conleol Dezcription
All rogims:
Local exhaust ventilation {enclosing devices
and exterior devices)

__ General ventilation (e.g.. single-pass systam,
recirculation System)

— Alrcleaning melhods (0., high eficiency
particulale air [HEPA] flfration and ultraviole!
germicidal irmadiation [LVGIT)

b, What are the actual air changes per hour (ACH) and design for various rooms in the setting?

fioom ACH Design

_ Laboratory hoods
___ Booihs for sputum induction
_ Tenis or hoods fior enclosing patient or procedune

d. What general ventiation sysiems are used in your health-care setting? (check all that apply)

___ Single-pass sysiem
___ \farable air volume
__ Constant air volurme
. Recirculation system
_ Other
. What air-cleaning methods are used In your healih-care sefting? (check all that apply)
HEPA fiteation VG
___ Fixed room-alr recirculation systems _ Duct irradiation
___ Portable room-air recirculation systems __ Upperair imadiation

__ Portable room-air cleansrs



Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet

1. How many All roms ane in the healih-care setting? Quantity

g. What ventilation methods are used for All rooms? (check all that apply)
Primary {general ventilation):
— Single-pass heating, ventilating, and air conditioning (HVAC)
____ Recircdating HVAC systems
Secondany (Methods 1o INCreass equivalent ACH):
Fixed room recirculaling units
HEF#, filtration

_uval
— Other (spacity)
h. Does your healin-cane Sefting employ, Nave ccess 10, or collaborate with an emvironmental

engineer (e.g.. prolessional engineer) of otiner professional with appropriate expertise
{€.0.. Certiied indusirial hygienist) for consultalion on design speciications, installation,
mainkanancs, and evaluation of envdronmental controls?

I, Are emaronmental controls regularty checked and maintained with results recorded in
maintenance logs?

| s the directional airfiow in All rooms checked daily wien in use with smioke fubes or visual
checks?

kA thesa results readily availabla?
1. What procedunes are in place if the All room pressune is not negative?

m. Do Al rooms meet the recommended pressure dilerential of 0.04-inch waler column negative
to surrounding siructures?
8, Respiratory-Protection Program
a. Does your health-care setting have a writien respiratory-protection program?
b. Which HCWs are included in the respiratory-protection program? (check all that apply)

___ Physicians ___ <Janitorial staff

— Mid-level practitioners (NPs and PAs) — Mainlenance or enginearing slal
_ Nurses ___ Transportation staft

— Adrministraton __ Distary staff

. Laboratory personnel . Shudents

___ Contract stast — Oitners (spacity)

_ Construction or rencwvation staff

— Service personnel

¢. Are respiratons used in this satting for HCWs working with TB patients? If yes, include
mramutaciurer, modal, and specific application (e.q., ABC model 1234 for bronchascopy and
DEF madel 5678 for routine contact with infectious TB patients).

Mamdacturer ~ Modal Specitic application

d. Is annual respiratory-profection training for HCW's performed by a person with advanced
training in respiratory protection?
&. Does your health-care sefting provide indtial fit testing for HCWs? If yes, when is B conducted? Diate

1. Doas your health-care setting provide periodic M 1esEing lor HCWST It yes, when and how Date
frequently is it conducted? c

0. What method of it testing is used? Method

h. Is qualitative Tt testing used?

I. Is quantitative i lesting used?

10



Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet

9. Reassessment of TB Risk
@, How irequently is the TB nisk assessmen] conducted or updaled in the heaRh-care setling? Frequency
b When was the last TB risk assessment conducted? Date

©. Whial profiems were identiied during 1he previous TE risk assessment?
1)

2)

3)

4)

5

d. What actions were taken to address the problemss identified during the previous TB risk
ASSASSMENtT

1

2)

3

4)

5)

e. Did the risk classification need to be revised as a result of the last TB risk assessment?

* Iif tha population served by the health-care facility is not representative of the community in which the facility is located, an atternate comparison population
might be appropriate.

Test conversion rate is calculated by dividing the number of conversions among HCWS by the number of HCWs who were tested and had previous negative
regults during a certain period (Ses Supplément, Surveillance and Detection of M. whercuioss Infections in Health-Cang Sattings).

1



Appendix A. (Continued) Administrative, environmental, and respiratory-protection controls for selected

health-care settings

Setting Administrative controls” Environmental controlst Respliratory-protection controlsS
Montraditional Facliity-Based Settings
Medical settings in « Follow recommendations for = At least one raom should mest « For HCWs or others entering the

comectional faciities inpatient and outpatient setings
as appropriate. In waiting rooms or
areas, follow recommendations lor
TH treatment tacilities.

If possible, postpone transporting
patients with Suspeched or
confirmed infectious TE disease

requirgments for an All room
(Tabde 2).

-Nr—maaru
andugg}r.anbe

usedwmeasamemmeluf

equivalent ACH (sea Supplemant,
Ervironmental Gonltrols).

All rpom of & patient with suspected
ar confirmed infactious TB disease,
&t least N5 disposable respirators
should be wom.

It the patient has signs or symptoms
al infectious TB disease (positive
AFB sputumn smear resull), considear

until they are dedermined not = Whan transporting patients with harving the patient wear a surgical or
to have TB disease or to ba suspecied or confirmed infectious procedure mask, if possible, during
nominiectious. TE disase in a vehicle (ideally an transport, in walting areas, of when
ambulance), it possible, Iy others are present.
Isolate the cab (the Tront $eat) from
rest of the vehicle, have the patient
it im the back seat, and open the
windows.
Home-based health-care +» Patienls and housahold members » Do not perform cough-inducing » For HCWs entering the homes of
and gutreach sefti should be educated or aefos0l-geners procedunes msm suspecied or confirmed
e importance of Eﬁngm' uniless q:p-gr:pliaiaw;?mmnmal infecticws TB disease, at least NS5
respiratory pgiene and cough controls are in place (see disposable respirators should be
eliquetie procedures, and proper Supplement, Environmental WOTL
medical evaluation. Controts), or perform those + For HCWs patients with
« Il possible, postpone fransporting procadures outside, if possible. siespeciad or confismed infectious
patients with suspected or TH dis=ase in a vehicle, consider at
confirmed infectious TE diseass least an NS5 disposabi respiralor.
umtil are delermined nol = |{ the palient has signs or symploms
o have T disgase of 10 be al infectious TB disgase (positve
noninfectious. AFB spulum smear resull), consider
= Certadn patients can be instructed having the patient wear a surgical or
b rarmiain al home wnlil they ans miask, it possibhe, during
determingd not to have TB dissase transport, in waling areas, of when
of 1o ba noninfactious. others are prasanl
Long-term—caneg = Patients with of = Do not perionm ineduc = [l the palient has signs of
(. Eﬂ hospices agmsh'ﬂad confirmed Inhchmmm disease or aﬂompal-genamhprmemngms af In1'|=_'<:t|nal.ﬁm'l TB dseasalg 1|:-nsrt|vemm
riursing taciities) should nol be treated in a long- unless appropriate inlection controls AFE sputum smgar regull), consider
term—care selting, unless propar are in place (see Supplemeant, having the patient wear a surgical or

adminisirative and envirgnmental

Emvironmental Conirols), or periorm

controls and a respiratony-protaction those procedures outside, i

program are in place,

possibie.

procedure mask, if possible, during
transport, in waiting areas, or when
others are present.

* Adminisirative controls must be implemented 10 ensune he eflectiveness of environmental controls and respiralony-prolection programs, and should be in

place for all saflings whera patients with
infaction-coninol

or confirmad TB disease are

sification, HCW training and education, and a TE screening program fo test HCW's for infection with A.
t Environmental controls include local exnaust and general ventilation (Le., achleving negative pressure), using All rooms, and ai-cieaning methods (Le.,

HEPA fitration and UNVGI).

§ Al settings whene patients with suspected or confirmed TB disease will be encountered need fohave a protection
program might not be necessary lor settings where patients with TB disease are nol encountered or where a procedure exists for the prompt transter of

patienis with suspecied or confirmed TB disease t0 a salting whene thay

can be evaleabed.

to be encountered. Administrative controls include a writen TB
{which should be reassessed at leaast annually), assignment of responsibility for the plan, setting risk assessment, HCW risk clas-
fubercukosis.

peOiECHON program. A respiratony:

‘vmrsmmsmpamdorwmrmmnm“mmmmm with patients, including contact with those who have suspectad or confirmed TB

disgase,

= Laboratories thal ane not based in inpatient setlings shoulkd cbsarve thir same TB inction-control Measures as lAboralones in inpatient Settings.

it Cartain bronchascopy suites are built to have positive prassura.
£ Attnough the
recommendations for inpatient settings for patient rooms.

¥ T8 treatment faciiities can include TE clinics, infectious disease clinics, or pulmonary clinics.,

of these seftings are routinely considered “outpatient” they might be part of inpatient services in certain settings. If so, iollow the
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