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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. Identify 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 AII 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 AII room is needed for 
settings in which TB patients stay while they are being treated, and additional AII rooms might be needed, 
depending on the magnitude of patient-days of cases of suspected or confirmed TB disease. Additional AII rooms 
might be considered if options are limited for transferring patients with suspected or confirmed TB disease to 
other settings with AII rooms. 

9. Determine the types of environmental controls needed other than AII 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. 
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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 HCWs 
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 

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

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

• 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 

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

• HCWs 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 

• 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. 

• 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-γ]). 

 
 

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 AII room. 
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Appendix B. Tuberculosis (TB) risk assessment worksheet 
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Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet 
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Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet 
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Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet 
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Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet 
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Appendix B. (Continued) Tuberculosis (TB) risk assessment worksheet 
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Appendix A. (Continued) Administrative, environmental, and respiratory-protection controls for selected 

health-care settings 

 
 

 


