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1. PURPQOSE To establish responsibilities and procedures_for
reducing the risk of Mcobacterium (M) tuberculosis (TB)
transmssion in Indian Health Service (IHS) operated health
care facilities, and to health care workers ( , patients,

volunteers, and other persons in these settings.

2. SCOPE. This policy applies to all Indian Health Service.
(THS) enployees, including Federal enployees assigned to
tribal IOF operated programs under Public Law (P.L.) 93-638
the Indian Self-Determnation and Education Assistant Act: as
anended, and prograns funded under Title V of Public Law
(P.L.) 94-437, the American Indian Health Care |nprovenent
Act, as anended. Tribally-operated health care facilities
are encouraged to adopt this or a simlar policy.

3.  OBJECTIVES.

A To prevent the transmssion of TB from infected patients
or visitors to Health care workers (HCW.

B. To protect IHS patients and visitors to |HS health care
facilities from being infected with TB.

b stribution:  PSD-55/  (Indian Health Mailing Key)
Date: My 23, 1995
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C.

To conply wth Gccupational Safeti/ Heal th Adm nistration
(CSHA) regulations Title 29 Part 1960.16 of the Code of
FSection | Ola.t_l_o.ns. (CFR) and Executive Order 12196,

4. RESPONSIBILITIES.

A

_ ical Consultant on TB Control e
Associate Director, O fice of Health Prograns (&HP) or
his/her designee, shall be the |HS technical consul'tant
for the control of exposure to TB.

_ fcal Consultant on TB control The Area Chief
Medi cal | cer or his/her designee, sh@II be the
techni cal consultant for service units, Title progr ans,
and P.L. 93-638 contractors. The c}v[) shal| act as
consultant for the inplenmentation of exposure control
plans and other aspects of this policy.

Service Unit Drectors and P.J, . 93-638 Program Directors
e Drectors o -operated service unifs an

P.L. 93-638 contracted/ conpacted prograns shall assune..

responsibility for the inplementation of the requirenents

of 29 CFR 1960.16 and Executive Oder 12196, Section |-

201 at the local [evel. Inplicit in thes

responsibilities is preventing occupatloneﬁ exposure to

TB.

PAICY . Managers of each health care facility shall
designate an i1ndividual or group of persons asS the TB
control officer or the TB control commttee. T{" S,
individual or group is responsible for inplementation of the
applicable TB exposure control neasures contained-in this
docunent. = A high level of suspicion on the part of health
care providers is a prerequisite for an effective

tubercul osis control ‘program |t js the undiagnosed patient

who poses the greatest risk. Diagnosis. brings about.
treatment, which usually reduces%nfsectlousgess rapidly. An

effective TB exposure control program requires early
ggtectlon, isolation, and treatment of persons with active

A. The TB exposure control program shall be acconplished by
the application of a hierarchy of control neasures,

I ncl udi ng:

(1) Use of admnistrative measures to reduce the risk of
exposure to persons wth infectious TB;
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(2) Use of effective en%i neering controls to prevent the
spread and reduce the concentration of infectious
dropl et nuclei; and

(3) Use of personal respiratory protection equipment in
areas where there is still a risk of exposure-to TB
such as isolation rooms.

B. Specific TB control neasures required include:

(1)

(2)

A facility-wide or program specific TB risk
assessment shall be conducted to identify factors
likely to increase exposure, to identify enployees
at risk of exposure, and to identify control
measures necessary to reduce TB exposure.

Each facility or program shall wuse the information
from the risk assessnment to devel .or). a TB exposure
control plan tailored to that facility. See
Appendi x C for an example of a nodel "TB exposure
control plan.,

Each inpatient facility shall have at |east one
isolation room that neets the Centers for D sease
Control and Prevention (CDC) recommendations for
Acid Fast Bacilli isolation. Additional isolation
rooms shall be provided based on the results of the
ri sk assessnent.

Ambul atory care settings in which patients with TB
frequently receive health care services shall have
at least one negative pressure room where these
patients can be seen. The need for the negative
pressure room shall be based on the risk aSsessment.

Each facility that conducts high risk procedures
(sputum induction, admnistration of aerosolized

medi cation,, etc.) shall have |ocal exhaust
ventilation devices (e.g., booths or special

encl osures) or roons under negative pressure wth at
| east 12 air changes per hour, where these
procedures will be performed.

Each facili _t?/_ shall ensure that all engineering
controls wutilized to prevent the transmssion of TB
are properly installed and naintained.

Each facility or program shall develop, inplenent,
and maintain a respiratory Bprotectlon program to
protect enployees against TB. The respiratory
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protection program nust conply with the requirenents
set forth in the OSHA Enforcenment Policy and
Procedures for QCccupational Exposure to

Tubercul osis, and 29 CFR 1910. 134.

(8 Al HCW shall receive education about TB that is
appropriate to their job category. Training shall
be conducted before initial assignment and
subsequeHné/I\Sy on a periodic basis. Contract and
afg]ency shal| receive appropriate training by
t he con?any/sponsor|ng agency before assignment at
an |HS facility.

(9) Al facilities shall have an enployee TB skin
testing program in place, as described in Appendix
A, Tuberculosis Skin Testing Program The oqr am
w il apply to all permanent and tenporary, fu [ | Ne
and part-time enployees, tribal personnel,
volunteers and trainees assigned to IHS facilities
who are considered by the facility's enployee health
physician to be at risk for contracting TB by virtue
of  exposure in the course of their assigned duties.

Screening and prophylactic treatment will be offered
in accordance with qguidelines published by the IHS
CDC, and the American Thoracic Society. ogngrac
and agency HOW shall be tested and cleared by the
conpany before assignment at an IHS facility.

(10) Individuals assigned to inplement the health care
facility TB control program and officials of health
departnents (tribal, State, local) shall coordinate
their efforts to perform appropriate contact
I nvestigations on patients and HOW wth active TB.
A discharge FI an coordinated with the patient or
HCW the health departnment, and the inpatient
facility shall be 1nplemented.

6. REFERENCES.

The IHS Standards of Care for Tuberculosis: |NH preventive
therapy." me_IHS Primary Care Provider — 1989: 14:54-58.

"Treat ment of Tuberculosis and Tuberculous Infection in
Adults and Children.": Am_J Respir Cit Care Md 149:1359-

1374, 1994.
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' Screening for Tuberculosis and Tuberculous Infection in
H%h-RISk Popul ations and The Use of Preventive Therapy for
Tuberculous Infection in the U S." m39: Suppl enent” No.
RR-8, May 18, 1990.

Di agnostic Standards and O assification of Tubercul osis.
Amer Rev Respir Di's 142:725-735, 1990.

"Prevention and Control of Tuberculosis in Facilities
Providing Long Term Care to the Elderly." MJWR 39:
Suppl ement No. RR-10, July 13, 1990.

Enforcement PAicy and Procedures for Occupational Exposure
to Tuberculosis."” US. Department of Labor (OSHA)
Mermor andum  Qct ober 8, 1993.

Quidelines for Preventing the Transmssion of Tuberculosis
in Health-Care Facilities, 1994." Centers for Disease
%gyol and Prevention: MMR 43: No. RR-13, Cctober 28,

"Control of Tuberculosis in the United States". mer__Rey
Respir DI S 146:1623-1633, 1992. A

Appendix B - Definitions of terms related to the control of
Tuber cul osi s.

7. SUPERSEDURE. This circular supersedes IHS Crcular 92-14,
" Tubercul osis_Testing Program |1HS Personnel - Poli C%x and
the Interim Policy and Procedures for QCccupational posure
to Tuberculosis established by nenorandum from the Acting

Drector, IHS dated March 11, 1994.

8. EFFECTI VE_DATE: This circular is effective upon the date of
signature by the D rector,

| HS.
Wd (Z// (A*ﬁ
Michael” H. Trtfjillo, DI ., M.P.H.
9

Assi stant Surgeon Ceneral-
Drector, Indian Health Service
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TUBERCULOSIS INFECTIQN_CONTROQL, PQLICY
TUBERCULOSTS SKIN TESTI NG PROGRAM

This section (Appendix A). outlines the Indian Health Service
(IHS) policy and procedures regarding tuberculin testing and
?rophyl actic treatment for enployees working within IHS
acilities or prograns.

L f s . gt
meww] lin Skin Test s vy

A Employee Survejllance

Al IHS facilities shall have an enployee TB screening
program in place.

The program wil | ap?[y to all pernmanent and tenporary,
full-time and part-time enployees, tribal personnel,
vol unteers and trainees assigned to IHS facilities who

are considered by the facility's enployee health
physician to be at risk for contracting TB by virtue of
exposure in the course of their assigned duties.

Consi deration should also be given to personnel in
tribally operated nursing and other group hones that
serve the same patient population.

Screening and prophylactic treatnment offered will be in
accordance wth guidelines published by the IHS
Centers for Disease Control and Prevention (CDC), and
the Anerican Thoracic Society (ATS).

B. Empl Ooyee Screening.

Covered enpl oyees shall have a tuberculin test at the
time of enploynent. If an enployee is known to have
had a positivé tuberculin test prior to entry on duty,
no tuberculin testing will be carried out; instead, the
enpl oyee will be referred to the enployee health
physician to establish an individualized program to
assure the absence of active TB in the enployee. This
rrar include one or nore chest x-ray examnations as
wel | as docunentation of prior testing and treatnent.

The enpl oyee health CPhysi cian shall review all
avail able " records and x-rays if an enployee is known to
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have had a positive tuberculin test prior to entry on
d“tg . and shall encourage the enployee to accept
preventive therapy, unless contraindicated or the
enpl oyee refuses.” Wien preventive therapy is
instituted, it is the responsibilitys of the locally
designated TB control physician to "oversee the

adm ni stration of such therapy.

) lin Skin Test.

The Mantoux technique tuberculin skin test is the
method of choice for TB screening, (i.e. tine testing
Is not acceptable). The One-tenth milliliter of PPD
(Stu) is injected just beneath the surface of the skin
of left forearm A discrete, pale elevation of the.
skin (i.e. a wheel) that is 6-10 mmin dianmeter should
be produced. (Mre conplete summary nmay be found in

. P.62. Thi s techpique is
referred for screening person6 for TB infection,
ecause it is the nost accurate test available. A 2-
step procedure should be used initially to mnimze the
likelihood of msinterpreting a boosted reaction for a
recent infection. |n the a-st%psprocedure_, an initial
tuberculin Skin test (Mantoux tu PPD) Is given, If
this test result is O9 mllimeter (mm of induration,
a second test is given at least 1 week and not nore
than 3 week6 after the first. he result of the second
test should be used as the baseline test in determning
treatment and follow up of converters/reactors. skin

test result6 should be recorded in nm of induration and

not as "positive" or "negative."
Interpretation of Results.

Interpretation varies according to the risk factor6
associ ated with the group/individual being tested. In
general, the recommendations for interpreting Skin test
results for HCW are equivalent to other nenber6 of high

or low risk groups. See Table 52-1, MMAR Vol. 43/ No.
RR- 13, p62.)g P (

(1) The prevalence of TB in the facility should be

consi dered when choosing the appropriate cut-point
for defining a positive PPD reaction. |n facilities
where there is essentially no risk for exposure to
Mycobact eri um tuberculosis (i.e., mninmal- or very
low-risk facilities), an induration of >= 15 nm may be
a suitable cut-point for HOM who have no other T7isk
factors. In facilities where TB patients receive
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care, the cut-point for health care workers with no
other risk factors may be 210 nm

(2) A recent conversion in a HCW should be defined
generally as a >=10 nmincrease in size of induration
wthin a 2-year period. For HCW who work in
facilities where exposure to TB is very unlikely, a
increase of >=15 nm induration nay be nore
appropriate.

3)  Any enployee initially nanifesting a positive
(3 tu¥)erculln reaction shall have a chest x-ray done.

(4) Recent converters, as indicated by a PPD increase_of
| O-nm induration within 2 years for those up to 35

year6 of age, and a PPD increase of >= 15-nmm
I nduration for those 35 years old and ol der.

An% enployee initially manifesting a positive
tuberculin reaction shall have a chest x-ray done.

E. Periodic Repeat Test |

The required frequency of repeat risk assessnment and PPD
skin testing is based on the level of risk mnimal,

"very low," ™"low" "intermediate," or "high") assigned by

the nmost recent risk assessnent. The frequencies are as

fol | ows:

(1) Annually for "mniml" "very low, " or "low risk"
areas.

(2) At d6 month interval6 for "internediate risk" areas,
an

(3) At 3 month intervals for "high risk" areas.

(See Appendix B for definitions of "mniml," "very |ow"
“low," “internediate," and "high" risk).

F. For HCW Wth Significant Reactions

Smear and culture examnation of at |east three sputum
speci mens collected on different days is the main
di agnostic procedure for pulmonary TB.  (P.64, MWR)

During TB screening, it is inportant to obtain an initial
chest radi ograph on those person6 wth significant skin-
test reactions, those who convert their skin test, or

those who have pulnonary synptoms that nmay be due to TB.
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There is no need to obtain routine chest films of
asynptomatic, tuberculin-negative personnel. After
initral chest filns of persons wth significant
reactions, repeated chest x-ray examnations have not
been found to be of value. Significant reactors, whether
or not they conplete preventive treatnment, do not need
repeat chest filns unless they have pul nonary synptons
that may be due to TB.

For positive skin test reactions wthout evidence of
disease, the nost current reconmendations for
chenoprophyl axis as published by the IHS, ATS, and CDC
shoul d be "consi dered. An% x-ra?/ change6 and a variety of
underlying diseases nust be evaluated on a case by case
prior to a final decision on preventive therapy.

G HCWS Exposed to Tubercul osi's.

who are contacts (i.e. those who have share

Wien unprotected enployees are exposed to a patient wth
active TB, the designated TB control person(s) Shall

I medi ately nmake a list of those enployees (and patients)
. air wth the
patient). Any contacts who have not conpleted baseline
screening should be tested as soon as possible. Skin
testing of all exposed tuberculin-negative enployees
should be completed wthin 10-12 weeks.

(1) Any enployee6 whose tuberculin reaction converts
from negative to positive shall have a Chest x-ray.

(2) Such an enployee shall be offered” appropriate
chenoprophyl actic therapy. At the discretion of the
enpl oyee health ﬁhySICI an, chest x-ray may be
repeated after the conpletion of the course of
chenopr ophyl axi s.

(3) Enployees who convert their tuberculin test and who
decline chenoprophyl axis should be considered for a
chest x-ray examnation every 3 nonths for 1 year
and every 6 nonths for the next 2 years, since they
are at high risk for developing active disease
during that tinme.

(4 1f the enployee health _Iphys.i cian determnes that any
enpl oyee has "devel oped TB with active disease, such
enpl oyee shall receive appropriate chenotherapy.

The énployee shall be deened non-infectious before
returning to duty. The enpl oyee health physician
Shall also notify the appropriate public Health
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authorities of the case and arrange for such
additional contact examnation as nmay be necessary.

(5) Incidents resulting in the conversion of an _
enpl oyee's skin test to positive or causing active
di sease should be reported in accordance wth the
facility's incident reporting program

Separation.
A tuberculin test prior to separation Shall be done for

al| covered enployees, unless the enployee is known to be
tuberculin positive.

Recor ds.

Al enpl oKees records pertaining to TB, including all
x-rays, Shall be retained with the enployee's
occupational health record.

Account abi Lity

The designated enployee health specialist (See Indian
Health Manual Part 1, Chapter 9) shall review the

enpl oyee tuberculin testh program on a yearly basis, as
a part of the overall enployee health program A copy of
the skin testing policy shall be nmade available to eath
covered enployee. Additionally, TB. infection. control
training shall be provided at “the time of assignment to
tasks where occupational exposure may occur, and the
training shall be repeated periodically.

to Wrk policy for HOW S Wth active TB

Individual 6 with evidence of active pulnonary disease are
not medically cleared to enter or return to the work site
until they have evidence of a definite clinical and
bacteriologic response to therapy (i.e., reduction in
cough, resolution of fever, and consecutive negative
smears for acid fast bacilli. In general, this response
occurs after the individual has Begn on adequate
chermotherapy for at least two to three weeks.

| ndi vidual s wi thout evidence of active pulnonary disease
are strongly encouraged to follow the nedical advice
provi ded ie.g., pr%p ylactic treatment if a new converter
or less than (<) 35 years of age) and are contacted again
in a month by the TB control officer to determne their
el ected course of action. These individual6 are .
medically cleared to enter or return to the work site
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directly.  Conpliance with prescr| bed prophyl actl C

treatment remains the resp on3| il |n| |
and hi s/ her personal pnyS| cian or ¥he commnl eaﬁj1

clinic. HOW with wthout evidence of active puI monar
di sease who cannot take or who do not accept or conplete
a full course of preventive therapy shoul not be

excluded from the workpl ace. t?
counsel ed about the risk for deve?opl ng aCPI ve 1B and

instructed regularly to seek O|proert evaluation if signs
or symptons develop that could be caused by TB.
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DEELNI TI ONS

Acid-Fast Bacilli (AFB) - Bacteria that retain certain dyes
even when washed wth an acid solution. Mst acid-fast
organisns are mycobacteria (M tuberculosis). \Wen seen on
a stained smear “of sputum or other clinical specinen, a
diagnosis of TB should be considered; however, the diagnosis
Is not confirmed until a culture is grown and identified as
M tubercul osis.

Acquired Drug Resistance - Resistance to one or nore anti-
t ubercul osis drugs which develops while a patient is on
therapy, wusually the result of non-adherence on the part of
the patient or "inadequate therapy prescribed by a health
care provider.

Adherence - Refers to the conpletion by patients of all
aspects of the treatment regimen as prescribed by the

nedi cal provider. A'so refers to health care workers (HC/$)
and enployers following all guidelines pertaining to
infection control.

Aerosol Aerosolization - |In TB, it refers to the .infectious
droplet nuclei that are expelled from a person which can be
transmtted to other people.

Air Changes - Air flow quantity to a space neasured in terns
of the room volume. i.e., volune of air delivered divided by
rr]oom volume. Usual |y expressed as nunber of air changes per
our.

Alveoli - The small air sacs in the lungs which lie at the
end of the bronchial tree. The site where carbon dioxide is
rePI aced by ox?/Pen in the lungs, and the site where TB
infection usually begins.

Anergy - The inability of a person to react to skin-test
antigens because of defects in the inmmune system even if
the person is infected with the organisns tested.

Anteroom - A small room |ocated between an isolation room
and a corridor that acts as an airlock, preventing escape of
room contamnants into the corridor.

Asynptomatic - Showing or causing no synptons.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

Bactericidal - Capable of killing bacteria. |soniazid and
rifampin are the two nost potent bactericidal
antituberculosis drugs (See Bacteriostatic).

Bacteriostatic - Capable of preventing bacterial growh but
not necessarily capable of killing bacteria. Drugs such as
et hanbutol and para-amnosalicylic acid are prinmarily
bacteriostatic (see Bactericidal)

BCG (Bacillus of Calmette and Cuerin) - A TB vaccine wdely
used in some parts of the world.

Booster Phenonenon - Seen when an individual with infection
does not react to tuberculin because his/her body's cell
responses to tuberculin have gradually waned over the years.
An initial tuberculin test may stinulate (boost) the inmune
sKstem so that the next test wll be positive. This
phenomenon is inmportant in infection control in order to

di stingui sh between recent converters and people who have
been infected for a long tine, and determne if in fact
transmssion is taking place. Athough the booster
phenonenon rra)é occur at any age, it is nost frequent among
persons over 55.

Bronchoscopy - A procedure for exanining the respiratory
tract by i1nserting an instrument (bronchoscope) through™the
mouth or nose into the trachea. Diagnostic specinens can be
obtained during bronchoscopy.

Cavity - A hole in the lung resulting from destruction of
pul nonary tissue. My be caused by TB, but also by other
pul nonary infections and conditions. TB patients wth
cavities in their lungs are said to have "cavitary disease"
and are often nore infectious than patients wthout
cavities.

Chenot herapy - Treatment of an infection or disease by
means of oral or injectable drugs.

Chest Radiograph - In patients show ng signs or synptoms of
TB, a radiograph of the chest is taken to view thé
respiratory system Abnormalities, such as |esions or
cavities in the lungs and enlarged |ynph nodes, may

i ndicate the presence of TB.

Contact - An individual who has shared the same air as a
erson with infectious TB for a sufficient anmount of tine so
hat théare Is a probability that transmssion of TB has
occurred.
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Conversion, PPD - See PPD TEST CONVERSI ON

Qulture - The process of growi nfg bacteria in the l|aboratory
so that organisms can be identified.

ution Ventilation - An engineering control technlqu? to
ute and renove air-borne contamnants by the flow of air
o and out of the area. Air that .contfai ns propl et nucl ei
removed and replaced by air that is free of contam nants.
the flow is sufficient, droplet nuclei become dispersed,
their concentration in the air is dimnished.

Droplet Nuclei - Mcroscopic particles (1 to 5 mcrons in
diameter) produced when a person coughs, sneezes, shouts, or

sings. The droplets can carry tubercle bacilli and remain
in the air by normal air currénts in the room

Drug Sensitivity - See Drug Susceptibility Pattern

Dr ug Suscegtibility Pattern . The antitubercul osis drugs to
which a tubercle bacillus js, sus%epuble and those to which
It is resistant based on susceptibility tests.

Drug Susceptibility Tests - Labgratory tests uhich deternine
iIf the tubercle bacilli cultured from a patient Is
susceptible or resistant to various antitubercul osis drugs.

Exposure - The condition of being subjected to sonething,
such as infectious agents, which may have a harnful .effect.
A person exposed to TB does not necessarily becone infected

(see Transm ssion).

Fomtes - Linens, books, dishes, or other obj ects used or
touched by a patient. They are not involved in the
transmssion of TB.

HEPA (H gh-Efficiency Particulate Ar) - Filter -
Specialized filter that is capable of removing 99.97% of.
particles 0.3 mcrons in diameter. |t pay be of assistance
In control of TB transmssion. Requires expertise in
installation and maintenance.

Human | munodeficiency Virus (HV) or HYV Infection -
Infection with the virus that causes the acquired

I mmunodeficiency syndrome (AlDS). is t
risk factor for progression from TBltlnI!gcttlhoen rIDoSta o|tveemTB.

HCW - Health Care Worker
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31.

32.

33.

34.

35.

36.

37.

38.
39.

Hgh Risk - Hgh risk areas or groups are those in which (1)
the PPD test conversion rate is significantly greater than
areas W thout occupational exposure to TB patients or than
previous rates in the same area or group, or (2) there is a
cluster of PPD test conversions, or (3) there is other
evidence of 'patient-to-patient or patient-to-HCW
transmssion of TB.

| munosuppressed - Persons with severe cellular

| mmunosuppression (i.e HV_ infected or organ transplant
patients on imunosuppressive therapy). These patients are
at greatly increased risk for devel opl nc}; TB once infected.
There are no data available on whether they are also at
higher risk of becomng infected with M tuberculosis, if
exposed.

I nduced Sputum - Sputum obtained from a patient unable to
cough up a spontaneous specimen. The patient inhales a nist
of saline (salt water), which stinmulates a cough from deep
within the lungs. |,

Induration - The area of swelling that surrounds the site of
injection of tuberculin. The dianeter of the indurated area
Is measured (in mlllmaters? 48-72 hours after the injection
and is recorded as the result of the PPD test.

Infection - The condition in which organisnms capable of
causing disease (e.g., M Tuberculosis) multiply wthin the
body and cause a response from the host's inmmune defenses.
Infection may or may not lead to clinical disease.

| nf ecti ousCapable of causing infection. |n TB a person
is infectious only if he/she has clinically active TB TB
patflents whose sputum is AFB smear positive are often

I nfecti ous.

Internediate Risk - Internediate risk areas or groups are
those in which; (1) the PPD test conversion rateg ispnot
greater than _in areas or groups wthout occupational
exposure to TB patients or than previous rates in the same
area or_ group; (2) there are no clusters of PPD test _
conversions; (3) there is no evidence of patient-to-patient
transm ssion; and (4) there are 6 or nore TB patients
hospitalized per vyear.

Intradermal - Wthin the layers of the skin.

Local Exhaust Ventilation - Used as a source control
technique to capture and remove air-borne contamnants by
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enclusing the contamnant source or by neans of a hood
placed very near the contam nant source.

40. Low Risk - Low risk areas or groups are those in which (1)
the PPD test conversion rate is not greater than in areas or
-groups wi thout occupational exposure to TB Eatlents or than
previous rates in the sane area or group, (2) there are no
clusters of PPD test conversions, (3) there is no evidence
of patient-to-patient transmssion, and (4) (in the case of
an area) there are < 6 TB patients hospitalized per year.

41. - Mantoux Test - A tuberculin test given by injecting a
measured amount of liquid tuberculin into the derms (second
| ayer of the skin) with a needle and syringe. It is the
moSt reliable and best standardized technique for tuberculin
testing (see Tuberculin Skin Test and Purified Protein
Derivative Test).

42. MR (Miltidrug Resistant) Tuberculosis - Tuberculosis.
bacteria resistant to nmultiple drugs which nornmally kill
them (see Resistance)

43, Mnimal Risk - Facilities may be described as having a
mniml risk of TB exprosurellf no TB cases are present in
the community and no TB patients were seen as inpatients or
out patients.

44.  Mycobacterium Tuberculosis Conplex - The conplex of
nmycobacterial species that causes TB; it includes M
t uber cul osi s, bovis, and M africanum

45.  Negative Pressure - A term used to describe the relative air
ressure difference between two areas of the health-care
acility. Ar wll flow from the higher pressure area into
the |ower pressure area.

46.  Non Contagious Tuberculosis - See Tuberculosis Infection

47. Pathogenesis - The natural devel opnent of a disease in the
body without intervention (i.e., wthout treatnent).

48. PPD - See Purified Protein Derivative

49. Portable Filtration Units - Portable devices that provide
contamnant dilution by recirculating air within a room
through a HEPA filter.

50. Positive PPD Reaction - A reaction to the purified protein.
derivative (PPD) test that suggests the individual tested is
infected with tubercle bacilli.” Determnation of the
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51.

52.

53.

54.

55.

56.

57.
58.

59.

60.

reaction is Iargelty dependent on interpretation by the
person evaluating the test given the patient's or” HCWs
medi cal history and risk factors.

Preventive Therapy - Chenotherapy of TB infection, primarily
used to prevent progression of infection to clinically
active disease.

Primary Drug Resistance (PDR) - Resistance of bacteria to
drugs which exists before the 'beginning of treatment (see
Acquired Drug Resistance).

Purified Protein Derivative (PPD) - A type of purified
tuberculin preparation derived from old tuberculin (Ol and
developed in the 1930's. The standard Mantoux test uses 5
TU (tuberculin units) of PPD

Purified Protein Derivative (PPD) Reactor - A person with a
positive skin test, who does not have a docunented negative
skin test within the last tw years.

Purified Protein Derivative (PPD) Test - A nethod to
determne whether a person is infected with Mcobacterium
tuberculosis. A small dose of the antigen from M
tuperculosis is injected just beneath the surface of the
skin and the area 1s examned 48-72 hours after the
injection. A positive reaction is neasured according to the
size of the induration. The classifications for positive
reactions depend on the patient's medical history and
various risk factors (see Mantoux Test).

Purified Protein Derivative (PPD) Test Conversion - Gowh
in induration within a two-year period after an initial
nelga_tlve reaction with a difference of 10 or nore
mllineters of, induration. Such "conversion|' may represent
new infection which is associated with high risk of

devel oping disease,, or may occur as a result of the Booster
Phenonenon.

Reaction - See Purified Protein Derivative (PPD) Reactor

Recirculation - Ventilation where all or nost of the air
exhausted from an area is returned to the area.

Regi men - Any particular treatment plan for TB speciftyi ng
which drugs are used, in what doses, according to wha
schedul e, “and for how | ong.

Registry - A record-keeping method to collect clinical),
| aboratory, and radiographic data on TB or any other
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66.
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pat hol ogical field so the data can be organized and properly
processed to be made available for epidemologic study;

Resistance - The ability of sonme strains of bacteria
(including M tuberculosis) to grow and nultiply even in the
presence of certain drugs which normally kill them  (such
strains are referred to as "drug resistant strains.")

Respirator Fit Check - A fit check is a maneuver that a HCW
perfornms before each use of the respiratory protective
device to check the fit. The fit check should be performed
according to the manufacturer's facepiece fitting

‘I nstructions.

Respirator Fit Test - A fit test is used to determne
whether a respiratory protective device adequately fits a
particular HCW Determnation of facepiece fit can involve
qual itative or quantitative tests. A qualitative test
relies on the wearer's subjective response. A quantitative
test uses detectors to measure inward |eakage.

(CJgJallt_atlve Fit Test - A su_bgectwe test utilized to
etermne if a respirator fits the wearer appropriately.

The wearer is exposed to a test agent (irritant smoke or
other suitable agent) easily detectable by irritation or
taste. If the wearer is unable to detect penetration of the
test agent the respirator is probably tight enough.

Quantitative Fit Test - A quantitative fit test uses a probe
inserted through the device to determne the concentration
of a substance inside the respirator conpared to the
concentration of the substance outside the respirator.

Secondary Drugs - Antituberculosis drugs used in difficult
cases (such as for retreatnent or when there is resistance
to primary drugs). Exanples are cycloserine, ethionam de,
capr eonycin.

Single Pass Ventilation - Ventilation in which 100% of the
air supplied to an area is exhausted to the outside.

Snear (AFB Smear) - A laboratory technique for visualizing
cobacteri a. he specinen is smeared onto a slide and

stained, and then placed under the mcroscope for

examnation.  Smear results should be available within 24

hours. A large number of nycobacteria usually indicates

I nfectiousness; however, a "positive" result is not

definitive for TB.

95-9-B
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69,

70.

1.

12,

3.

14,

75.

76.

7.

78.

79.

Source Case - An infectious individual who '"has transmtted
tubercle bacilli to anotherperson or persons.

Source Control - Control of a contamnant at the source of
generation rather than permtting it to enter the general
wor k space.

Specinmen - Any body fluid, secretion, or tissue sent to the
| aboratory where siears and cultures for tubercle bacilli
wll be performed., The specimen nmay consist of sputum
urine, spinal fluid, material obtained at biopsy, etc.

sputum - Material coughed up fromdeep within the lungs. If
a patient has a pulnonary infection, an examnation of the
sputum by smear and culture can indicate what organismis
responsible for the infection. |t should not be confused
wth saliva or with nasal secretions.

Sputum Smear Positive - The AFB are visible after staining
wnen viewed under a mcroscope. The TB culture positive
individuals with sputum snear positive for AFB are _
con{_sl dered nore infectious than those wth snmear negative
sput um

Suspect Case - A person suspected of having active
contagi ous tubercul osis disease.

Synptomatic - Having synptons which may be clues to the
presence of TB or another disease (see Asynptomatic).

Transmssion - The spread of an infectious agent |ike

cobacterium tuberculosis from one individual to another.
The duration and intensity of exposure to TB is directly
related to the |ikelihood that transmssion wll occur and a
person wll become infected (see Exposure).

Treatnent Failures - Refers to individuals who fail to

I nprove even after a course of chenotherapy is begun, and to
I ndi vidual s whose disease worsens after having initially

| nproved.

Tubercle Bacilli - The term often used to refer to the
organi sm Mcobacterium tubercul osis.

Tuberculin Skin Test - A method to determne whether a
person is infected wth Mcobacterium tuberculosis. A snall
dose of the antigen from tuberculosis is injected just
beneath the surface of the skin and the area in examned 480
72 hours after the injection. A positive reaction is
measured according to the size of the swelling. The
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classifications for positive reactions depend on the
atient's nedical history and various risk factors (see
ntoux Test, PPD Test).

Tuberculosis (TB) - A clinically apparent, active disease
process caused by Mycobacterium tubercul osis, conplex
(usually M tuberculosis, or, rarely, M bovis or

afri canunj.

Tubercul osis Case - A P_articul ar instance of clinically
active TB It is sonetines used incorrectly to designate
the individual wth the disease.

Tubercul osis Infection - A condition in which living _
tubercle bacilli are present in the body, wthout producing
clinically active disease. Athough the infected Individual
has a poSitive tuberculin reaction, he/she has no synptons
related to the infection and is not infectious. However,
the infected individual remains at lifelong risk of

devel opi ng disease unless preventive therapy is given.

Tuberculosis (TB) Isolation Precautions - Infection control
procedures that should be applied when persons wth known
or suspected infectious TB are hospitalized or residing in
other inpatient facilities. These precautions include the
use of a private room with negative pressure in relation to
surrounding air and removal of air from the room dirgctly to
the outside. Not the sane as "respiratory isolation which
calls for a private room but does not require negative
pressure and exhaust of room air to the outside.

Two-SteI:)_ Testing - A procedure used amng people who receive
tuberculin skin tests periodicall &suc_h as health care
workers) to reduce the |ikelihood of mstaking a boosted
reaction for a recent infection. |f the initial tuberculin
test is classified as negative, a second test is repeated
one week later. If the reaction to the second test 'is
positive, it probably represents a boosted reaction. |f the

second test result remains negative, the person is
classified as being uninfected.

Utraviolet (W Lanps - Lanps that destroly gerns by
emtting radiation predomnantly at a wavelength of ~254
nanoneters (internediate between visible light and X-rays).
The%/ can be used in ceiling or wall fixtures or within air
ducts of ventilation systens. The effectiveness for
infection control in health care facilities is not yet
proven.
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86.

87.

Very Low Risk - A facility may be described as having a very
low risk if no TB patients were admtted as inpatienis nor |
examned as outpatients in the preceding year, and the
exposure control plan states that any patients wth
?onfir{red or suspected TB will be retferred to another
acility.

Virulence - Refers to the ability of a mcroorganism such
as M tuberculosis, to produce serious disease.” The M
tuberculosis is a virulent organism  Some pontubercul ous
mycobacteria are virulent (e.g., M kansasus], \k}mle ot hers
(e.g. M gordnae) are not. (Pathogenicity is a related,
thotgh not “identical, concept).
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[Pl ease note: This nodel exposure control plan is intended to be
adjusted to nmeet the needs of the local program  Sections should
be" added, deleted or nodified as required.]

| NDI AN HEALTH SERVI CE

Area, Service Unt, or Faclility Nama]
TUBERCULOSIS EXPOSURE CONTROI. PLAN

This Exposure Control Plan (ECP) applies to all enployees,

vol unteers, and students in the- [ nane of
area, service unit, or facility] “rncluding Federal enployees
assigned to Public Law 93-638 facilities.

1. PURPOSE. The purpose of this ECP is to elimnate or reduce
as nmuch as possible, enployee, patient, and visitor exposure
to Mycobacterium (M) tuberculosis (TB)

2. BACKGROUND. Since 1985, the rate of new cases of
tuberculosis in the general US. population increased 18
_percent, reversing a 30-year downward trend. As the
i nci dence of TB increased, occupational exposure anong
al so increased. Nationally, during this time period, several
hundred enployees were infected from work place exposure to
TB requiring medical treatnent. Sixteen HCOW devel oped
active nulti-drug resistant tuberculosis (MOR-TB). There
were at least five health, care workers ( deaths due to
MDR-TB. Drug resistant strains of TB are now a serious
concern with cases being reported in forty states.

Due to the resurgence of TB and the dangers associated wth
drug resistant strains, the Centers for Disease Control and
Prevention (CDC) and the Cccupational Safety and Health

Adm nistration (OSHA) published guidelines "and enforcenent
actions related to TB. OSHA issued its "Enforcenent Policy
and Procedures for Cccupational Exposure to Tuberculosis" 1n
Cctober, 1993. CDC "Quidelines for Preventing the

Transm ssion of Tuberculosis in Health care Facilities, 1994"
were published in the Cctober 28, 1994, Federal Register.

The OSHA enforcement policy was based on the earlier 1990 CDC
ui delines; however, it is likely that CSHA will be%len citing
he nore recent CDC guideline. OSHA utilizes the "General
Duty Cause" (section 5-a-1) of the Cccupational Safety and
Health Act to enforce these policies and procedures. Wile
many health care facilities have components of a TB
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prevention program the CDC and COSHA docunents are now _

forcing a consistent, conprehensjve . approach. This TB ECP is
intended to neet that need. Effective January 8, 1994, the
CSHA began enforcing the requirement that HOM wear H gh
Effici .enc?/ Particulate Air (HEPA) respirators when
potentially exposed to TB. The circunstances which OSHA
considers "as potential exposures are relatively well defined
in their enforcenent policy and in this document.

3. EPI DEM QLOGY, TRANSM SSI QN,__AND PATHOGENLCITY QE TB  TB 1S
not evenly distributed throughout all segnents of the US. .
po_PuI ation. Sone subgroups or individual's have a higher risk

of TB either because they are nore likely than the general
Bopul ation to have been exposed to and infected by TB or

pecause they are nore likely to progress to active TB once
infected. 1n sone cases, both of these factors may be
present.

Suspect populations include; Native Americans, inmgrants
from countries with high incidence of TB, honeless persons,
past/current prison inmates, alcoholics, intravenous. dru_?
users, the elderly, and contacts of persons with active TB.
Persons with hi 8her I nci dence of progression from [atent to
active TB include persons with such nedical conditions as:
Human | munodefi ci enp?/ Virus (HV) infection, silicosis, post
([:Jastrectorry! jejuno-ileal bypass sur er¥,_ being 10 percent
ess than i1deal weight, chronic renal tailure, diabetes
nel litus, inmmunosuppression due to high doses of
i nmunosuppressi ve therapy, and sone_ malignancies. Al so
included are those: infected with TB within the [ast two
ears, children less than 3 years, and persons with fibrotic
esions on chest radiographs.” Synptoms of TB include: a
cough Iast[ng 2 weeks or greater, bloody sputum night
sweats, weight |oss, anorexia, and fever,

The TB organismis carried in airborne particles known as
droplet nuclei, that can be generated when persons wth

pul nonary or laryngeal TB sneeze, cough, speak, or sing. The
particles are estimated to be approximately [-5 mcrons in
size, and normal air currents keeg them ai'rborne and can
spread them throughout a room or building. Infection occurs
when a suscepti bl e person inhales droplet nuclei containing

TB, and bacilli are able to traverse the nouth or nasal
passa?es, upﬁer respiratory tract, and bronchi to reach the
alveol'i of the lungs. Once in the alveoli, the organisns are

taken up by a alveolar rracroghage and spread throughout the
b'OdK' ually within 2 to 10 weeks after initial 1nfection
with TB, the imune response limts further multiplication
and spread of the tubercle bacilli; however, some of the

bacilli remain dormant and viable for many years. This is
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known as latent TB infection. Persons with latent TB _
infection usually have a positive purified protein derivative,
(PPD) skin test, 'no synptoms of active TB, and are not
infectious. In general, persons with latent TB infection

have approximately a 10% risk during their lifetime for the
devel opment of active TB. The risk is greatest in the first

2 years after infection, but some risk persists for decades.

Persons w th inmunoconmprom sing conditions have a greater
risk for the progression of latent TB infection to active
disease. The HV is the strongest known risk factor yet
identified for the progression from latent TB infection to
active TB disease. Persons with latent TB infection who
become infected with HV have approximately an 8 to 10
ercent risk per year for the devel opnent "of active TB.
ersons who are infected with HV and becone newy infected
Wltth TBTEf;ave an even greater risk for the devel opnent of
active TB.

The probability that a susceptible person wll becone
infected with 'TB depends prinmarily upon the concentration of
infectious droplet nuclei in the air and the duration of
exposure.  Characteristics of the TB patient that enhance
transmssion include: (1) Disease in the lungs, airways, or
larynx, (2) presence of cough or other forceful expiratory
measur es, (SF_presence of acid-fast bacilli (AFB) in the
sputum (4) failure of the patient to cover the nouth and
nose when ‘coughing or sneezing, (5) presence of cavitation on
chest radi ograph, (6% short duration of adequate

chenmot herapy, 'and (7) admnistration of procedures that can
induce coughing or cause aerosolization of TB (e.g., sSputum
i nduction, admnistration of aerosolized medication, etc.).
Environnmental factors that enhance the |ikelihood of
transmssion include: (1) exposure of susceptible persons to
an infectious person in relatively small enclosed Spaces,
(2) inadequate local or general ventilation that results in
insufficient dilution and/or removal of infectious droplet
nuclei, and (3) recirculation of air containing infectious
droplet nuclei.

FACTORS _I N NOSOCOM ALION_OF TB The transm ssion
of TB is a recognized risk in health car;! fac?lities. TP
magni tude of the risk varies considerably by type of hea ?h
care facility, prevalence of TB in the ctomunity, patient
' popul ation served, job category, area of the health care
facility in which a person works, and the effectiveness of
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TB infection control interventions. The-risk my be-higher
in areas where patients with TB are provided care beforé
diagnosis and initiation of TB isolation precautions
é_e.g. clinic waiting areas and em—:r?ency roons) or where
lagnostic or treatment procedures that stinmulate coughing
are performed. Nosocomial transmssion of TB has been
associated with close contact with infectious patients or
HOW and during procedures such as bronchoscopy, endotracheal
i ntubation and suction, open abscess irrigation and
autopsies.  Sputum induction and aerosol treatments that
I nduce cough nmay also increase the potential for TB,
t ransm ssi on. alth care personnel should be particularly
alert to the need for preventing TB transmssion in health
care facilities in which inmnoconprom sed persons, such as
persons with HYV infection, receive care and/or work.

Several TB outbreaks in health care facilities have been
reported during the past several years. Some of these

out breaks involved transmssion of MR strains of TB to both
patients and HOM. Mst of the patients and sone of the HCW
were HYV infected persons in whom new infection progressed
rapidly to active disease. Mrtality associated with those
out breaks was very high (range 43 to 93 percent).

Furthernmore, the tine between diagnosis and death was very
short with the nedian interval ranging from4 to 16 weeks.
Factors contrlbu_tln%:; to these outbreaks included delayed

di agnosis of patients with TB, delayed recognition of dru?,
resistance, delayed initiation of éffective therapy resulting
In prolonged infectiousness, delayed initiation and _

i nadequate duration of TB isolation, inadequate ventilation
in TB isolation roons, l|apses in TB isolation practices, and
I nadequat e precaution for cough inducing procedures. There
Is evidence from three of the facilities that MR- TB

transm ssion decreased significantly or ceased in areas where
measures simlar to those provided in this ECP were

I npl ement ed.

5. RI SK ASSESSMENT. A risk assessnent of
éll_st/name of the facility/clinic] sha _ V)Y
esignated TB control [specify either: officer, physician, or
commttee] at |east once ever%/ three years, or nore
frequently if the incidence of TB in the comunity has
changed or there has been a change in procedures or facility
design that may increase the risk of TB exposure. The risk
assessment may be conducted of the entire facility or nay
assess individual areas (or occupational groups) 1n the
Institution. Hstorical information (prevalence of TB in the
service area, number of TB patients encountered in each
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setti_n?, and HCW PPD skin test conversions) was used to
classity tasks/procedures as to level of risk. The TB. .
control " measures outlined in section 6 are based on this risk
assessment. Based on the assessnent,
[sPemfy the: facility, area(s), .or occupattonal group(s)]
Is/are classified as [specify:” high, intermediate,” low, Very
low, or mninal] risk.

A. Policies and Procedures

Policies and procedures (P&) were reviewed to ensure
that appropriate admnistrative TB control neasures were
bei n? ol lowed. These admnistrative measures jnclude
staff training on early identification, appropriate
isolation, rapid access to lab tests/results, mandatory
skin testlngr program and appropriate treatment of TB
patients. hese policies and procedures (TB skin testing
policy, AFB isolation, and etc. {
[list the P& related to TB] are™tocared at

[TTST where P8P are KeprJ.

B. Hgh risk Procedures

H gh risk procedures conducted at the facility or
conducted by HOW at other sites (hone care, ‘anbul ance,
etc.) were identified and include [list high risk
procedures, location, and staff involved. Exanples are

given],:

H gh Risk Location St af f

Task O Task | nvol ved
Sputum | nducti on Room # RN, RT
Bronchoscopi es Room # RN, MD
Isolation rooms  Room #35 Nur, MD, Hskp,
Aerosolized drugs Room #s Nur, Resp Ther,
Sputum | nducti on Hone Care CHRs & Fg\l

O her [ Specify] .

C. Respiratory Protection Program

The respiratory protection program was_ reviewed to ensure
that staff exposed to high risk situations (see above
were appropriately protected. This assessment included
|den_t|f%/| ng situations/tasks that require use of
respiratory protection, identifyi n?, enpl oyees (b{ job
category) that are required to perform those tasks, and

95-9-C
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review of the respirator assignment program (medical
evaluation, fit testing, training, care, and replacenent)
to ensure that it neets mninal requirenents (29 CFR
1910. 134).

D. Engineering Controls

Engi neering controls used to reduce exposure to TB were
identified and evaluated to determne if they provide
adequate protection. The engineering control's used in
this facility include [list all engineering controls used
and their location]:

Engi neering Control Location [Specify building,
room nunber, air handling
unit, etc.]

ISso{ ati cl)n OIRoto_ms
ut um I nducti om BOOTIM(S)
Blpol ogical Safety Cabi net
HEPA Filters

ot her [ Speci V]

PROCEDURES

There are three approaches to_effec_:tiveCIB/ controlling
exposure to TB which are used in this ECP. |n order of

| nportance, these methodologies are admnistrative controls
(rapid detection, isolation, and treatnent), engineering
controls (control of air flows, filtering recirculated air,
direct discharge of exhaust air), and respiratory protection
(HEPA respirator use).

A. Early Detection of Patients Wth TB  The HOM who are
the first points of contact (energency, rooms outpatient
clinics, inpatient admssions, hone health) in serving
patients at risk for TB shall:

(1) Be famliar with the signs and synptons associ ated
with TB (TB should be considered in any patient wth
a persistent cough greater than (>) 2 weeks
duration, bloody sputum night sweats, weight |oss,
anorexia, and/or fever).

(2y Be trained to ask appropriate questions which wll
hel p recognize and detect patients with signs and
synptons suggestive of TB.
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(3) Ensure patients with signs or synptons suggestive" of
TB are evaluated pronptly to mnimze the tmespent
in ambul atory care areas. Such patients shall have
TB precautions applied while the diagnostic
evaluation is being conducted.

(4 Diagnostic neasures should be used on patients
suspected of having TB. |mmunosuppressed patients
with pul monary signs or synptons that are initially
ascribed to other etiologies should be evaluated for
co-existing TB initially, and the evaluation should
be repeated if the pati'ent does not respond to
aﬁproprllate therapy for the presumed etiol ogy.

These diagnostic neasures typically include:
a

(otaining an appropriate history (nedical,
social, etc.), conducting a physjcal
examnation, PPD skin tésting, ~chest

radi ograph, and mcroscopic exanination and
cul ture, of sputum or other specimens.

b. Qher diagnostic methods, such as bronchoscopy
or biopsy, may be indicated for sone patients.

Laboratories shall use the mostrapid methods
avail abl e.  Results of AFB snears of sputum shoul d
be available from the labconducting the test
within 24 hours of receiving the specinen.

B. Managenent _of QutPatients Wth Possible TB.

The follow ng precautions shall be inplenented when a
patient suspected or known to have infectious TB is seen
In the anbulatory care setting.

(1) The patient will be placed in a separate waiting
area apart. from other patients and not in open
waiting areas, ideally, in a negative pressure

! room
2 In the outpatient area room # list room#] is
(2) the designated TB treatnment room and in the !
energency room area room # [list room#1] is

the designated TB treatnent ~Toom

(3) Staff are required to wear a HEPA respirator when
entering the room where the patient is |ocated.
The patient will wear a surgical mask, especially
if they are transported to a different location in
the facility. Fanmily menbers who nust be in the
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(6)

room should also be asked to wear a surgical mask.
|f possible, the patient will not leave this
designated roon(s) for any procedures unless

absol ut el necessary. Access to the room for both
staff and famly shall be limted to essential
persons only.

Patients are to be given tissues and instructed to
cover their nouths and noses when coughing or
sneezi ng.

Patients with known active TB who need to be seen
in a clinic shall have appointments scheduled to
avoid exposing H V-infected or otherw se severely
| mmunoconpr om sed  per sons.

Wien high risk procedures (sputum induction,

adm ni stration of aerosolized nedication, etc.) are
conducted on patients known or suspected of havin
infectious TB, those procedures shall be conducte
in one of the sputum collection booths/enclosures

| ocated in room # or [list room #s].
Sputum col | ection booths or other rocal exhaust
devices used to prevent spread of TB shall be
ventilated appropriately. See Section 6 for
ventilation requirenents.

(7) Most patients wth infectious TB can be treated as

outpatients, since close contacts have already been
exposed and treatment rapidly reduces infectivity.
Patients with active TB should receive directly

observed therapy, whenever possible, to insure

conpliance with recomended treatnent. .
Hospitalization may be indicated if the patient has
other nedical problems, or if there are problems in
initiating directly observed therapy as an
outpatient. Treatnent for active tuberculosis
greatly reduces the infectivity over a two to three
week period. Use of masks can be discontinued when
the patient has had three sputa negative or snear
for AFB collected on three different days.

| solation for Infectious Inpatient Wth TB.

An
sth

room shall meet the CDC criteria for

inBatient suspected or known to have infectious TB

e placed in AFB isolation in aAEEiVat? room The
i sol ation roons.

See Section 6 for AFB isolation room requirenents
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The follow ng roonms are designated as AFB isolation
roons [list ward and room #s].
ward, rooms _ and _
ward, roons _ L, and T
ward; rooms _ '’ _, and T
ward, rooms . '’ -, and .

AFB
t he

(1)

| solation practices shall, at a mninum include
fol | ow ng:

Patients who are placed in AFB isolation shall be
educated about the transmssion of TB and the
reasons for TB isolation. The)(] shall be t u%ht to
cover their mouth and nose with a tissue whe
pou?hl ng or sneezing, even while in the TB

I solatlon room

Patients in AFB isolation shall remain in the
isolation room with the door closed whenever
possible. Diagnostic and treatment procedures
shal| be performed in the isolation room whenever
PﬁSSI blhe ttot havo!d tt.rtants.portatlon of the patient

roughout the 1nstirtutlon. |f a patient whao nm
have 1nfectious TB nust be IranspoPted out si 8e t}qe
TB isolation room for a nedically essential
procedure that cannot be done in the room he/she
shal| wear a surgical mask covering the nouth and
nose (unless the nedical condition prohibits use of
a mask). Procedures should be scheduled at a tine
when they can be performed rapidly and when waiting
areas are |ess crowded.

(3) Efforts should be nade to facilitate patient

adherence to TB isolation neasures, such as stayin
in the room Such efforts mght include the use o

i ncentives, such as providing tel ephones,
televisions, VCRs, or radios in the room

The nunber of persons entering the AFB isolation
room shall be kept to a mninmm

AFB isolation roons should be prioritized to be
used for patients with conditions requiring
respiratory isolation with TB being a top priority.

Wien high risk procedures (sputum induction,
admnistration of aerosolized nedication, etc.) are
conducted on patients known or suspected of having
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Infectious TB those procedures shall be conducted
in one of the sputum collection booths/enclosures
| ocated in room # or [list room #s].
See Section 6 for "ventrlation requirements
associated with use of booths/enclosures.

(7) Rooms occupied by a highly suspect or known active
TB patient shall” have a Sign posted at the door
reading "AFB Isolation", "HEPA Respirator Required
For Entry".

(8) AFB isolation roons shall be checked perlodl_caIIY
for negative air pressure and direction of air flow
when occupied by a patient with known or suspected
to have infectious TB. Checking of the negative.
air pressure can be discontinued when AFB Tsolation
I's discontinued.

(9) AFB isolation is discontinued only when the patient
is on effective therapy, is inproving clinically,
and the sputum snear 1S negative for AFB for three
colnsgcutlve days or, the diagnosis of TB has been
ruled out.

(10) Because of the need for isolation procedures,
patients with tuberculosis feel ostracized and nay
not conply wth recomrended therapy. Speci al
efforts must be made to educate patients them about
the solation requirenents and to reassure them that
they will likely be cured of their disease, if they
conply with-the recomended treatment.

(11) The follow'n% inpatient facilities within the
name] Area have been identified as neeting the
HA standards for treatment of contagious TB
ﬁatllents (list available IHS and non-THS referral
ospitals)..

D. Environnental/Engi neering Control

Envi ronnental / engi neering controls are used to reduce or
elimnate TB droplet nuclei in the air. \Ventjlation
systems for health care facilities shall be designed, and
nmodi fied when necessary, by ventilation engineers in

col laboration with infection control and occupational
health staff.
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The IHS Division of Facility Planning and Construction
(DFPC) provides guidance on the design and operation of
health care facilities. The IHS "Health Facilities

Pl anning Manual" shall be used when new facilities are
built or when existing facilities are renovated to ensure
ventilation requirements are met.

Engi neering controls designed to reduce or elimnate TB
droplet nuclei in the air include:

(1) Local—Exhaust—Vent| |-at+-oa——-Bb0oot-RsiH-ent-siHeeds

The booth or enclosure shall nmaintain negative
pressure in relation to the surrounding room or
area. It shall have a mnimum of 20 air changes per
hour (ACH), and air exhausted from the booth or
enclosure shall be directed to the outside of the
building, away from air-intake vents, people, and
animals. Alternatively, the air may be HEPA
filtered prior to recirculation.

a. Air_Flow Dirrection/Pressure Differenti al

The boot h/ hood/tent exhaust fan shall be

| ocated on the discharge side of the HEPA
filter. This wll maintain negative 'pressure
in the booth with respect to adjacent areas.

b.  Exhaust Time Prior to re-use/cleaning.

Booths, tents, or hoods used for cough inducing
treatments shall be equipped with exhaust fans
that have sufficient air flow caPathy to
renove greater than 99 percent of airborne
particles during the time interval between the
departure of one patient and the arrival of the
next or before cleaning or maintenance
activities are performed on the unit. A

m ni mum of [clearance tine to be
determned Dby an Industrial Hygienist or other
qualified individual] mnutes shall be allowed
between patients or before cleaning/ maintenance
of the unit. Staff who enter the ,
boot h/ encl osure prior to this clearance time
shall be required to use a HEPA respirator.
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(2) Negati\/p Pressure Roonws (()IT patient/ [B Treatnent
Roons:; .

(3)

a.

Air Flow Direction/Pressure Differential

Qutpatient used to examne or treat suspected or
confirmed TB patients shall maintain a negative
pressure in relation to-surrounding roomns.
pressure differential shall be at least 0.00
Inches of water, neasure at the base of the room
door. [To achieve ne?atlve pressure, the _
ventilation system shall exhaust 10% or 50 cubic
feet per mnute nore air, whichever is greater,
than the anount of air supplied to the room]

M ni nrum Chancres per_ Hour

These roons shall have a mnunum of six ACH in
existing facilities, and at least twelve ACH in
newy constructed or renovated rooms. Exhaust
from the rooms shall be directed to the outside
of the building, away from air-intake vents,
eople, and animals, or be HEPA filtered prior
0 recirculation.

| sol aticon _Roons lnpatient Qnly

a. Ar_Flow Direction/Pressure D fferenti al

The ventilation system shall be designed and
bal anced to provide air flow patterns from

hal | ways/ adj acent areas to the isolation room
A pressure differential of 0.001 inch of water,
measured at the base of the room door is
required.

Negative pressure shall be achieved by bal ancing
the room supply and exhaust flows by setting the
exhaust flow to a value 10 percent {but no Tess

than 1,415,815 cubic centimeters (50 cubic feet)

er mnute (cfnm) greater than the supply.
gative pressure in a room can be altered by
smal | changes in the ventilation system
operation, or by the opening and closj ng of the
isolation room” corridor doors, or w ndows. |t
I's, therefore, essential that once an operating
configuration has been established, all doors
and w ndows remain appropriately closed in both
the isolation room and other areas, except when
needed to enter or |eave an area.
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Minimum Air ChangesS per Hour

These roons shall have a mnunmum of six ACH in
existing facilities, and at least twelve ACH in
new y constructed or renovated roons. Exhaust
from the roons shall be directed to the outside
of the building, away from air-intake vents,
eople, and animals, or be HEPA filtered prior
Po recircul ation.

Private Rooms.

Roons used for AFB isolation shall be single-
atient rooms with negative pressure relative to
he corridor or other areas connected to the
room Doors between the isolation room and
other areas shall remain closed except for entry
or egress.

Toilet, bathtub (or shower), and hand washing
facilities are required for each isolation room
These shall be arranged to permt access from
the bed area without the need to enter or pass
through the work area of the vestibule or

ant eroom

Anterooms.

| f provided, anteroom ventilation systens shall
be designed and balanced to provide air flow
patterns from hal |l ways/adjacent areas to the
anteroom and from the anteroom to the isolation
room A pressure differential of 0.001 inch of
water, neasured at the base of the doors, is the
m ni mum acceptable levels from the

hal | way/ adj acent areas to the anteroom and from
the anteroom to the isolation room A single
anteroom nmay serve nore than one isolation room

Negative pressure shall be achieved by bal ancing
the room supply and exhaust flows by Setting the
exhaust flow to a value 10 percent {but no Tess
than 50 cfn) greater than the supply.

The anteroom shall be equipped with both a
supply and exhaust vent. A mninum of 10 ACH
shal |~ be provided to the anteroom
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(4)

Alternates for Negative Pressure

Note: [Recirculation of HEPA filtered air in a"
room can be achieved by._(l? recirculation of air
exhausted from the room into a duct, filtered
with an in-duct HEPA filter, and returned to the
room or (2) in-roomwall-nounted or portable
HEPA filters. Room recirculation will pernit
higher air flow rates than can be no_rmallk/ _
achieved with general ventilation, since the air
does not have to be conditioned, other than
filtered. Effectiveness is dependent upon all
the air in the room circulating through the HEPA
filter, which can be difficult to achreve and
evaluate. Portable HEPA filtration units nay be
consi dered for areas where there is no general
ventilation system or where the systemis

i ncapabl e of providing adequate air flow.

|f these units are used, caution should be
exercised to assure that they can recirculate
all or nearly all of the roomair through the
HEPA filter.  Portable HEPA filtration units
have not been evaluated adequately to determne
their role in TB exposure control prograns.
Therefore, these units should not substitute for
other, nore established neasures, except for
short-term intervention while other engineering
controls are being inplenmented.]

Dlution_ Ventilation.

Dilution ventilation reduces the concentration of
contamnants in a room by supplying air that does
not contain those contanminants. " The supply air
mxes wth and then displaces sone of the

contam nated room air, which is subsequently renoved
from the room by the exhaust system Dilutio
ventilation can be achieved using two types o
systens; single pass or recirculating systens.

a. Air_Flow Direction/Pressure Differenti al

Ceneral ventilation systens shall be designed to
(1) prevent stagnation of the air and (2)
prevent short circuiting of the supply to the
exhaust. The general ventilation system shall
be designed and balanced to provide air flow
patterns from nore clean to less clean areas,
such as from hallways to treatnent roons or
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corridors to patient roons. The direction of
air flow is controlled by creating a |ower
pressure in the area into which flow is desired
(a mninmumof 0.001 inches of water). Negative
pressure is attained by exhausting air from the
area at a higher rate than it is being supplied.

b. The ACH and recircul ation
The IHS "Health Facilities Planning Manual" will
be followed concerning the mninum ACH and

percentage of recirculation for all general use
areas.

(5) Direct Dischacrge & HFPA Filtration

The air discharged from AFB isolation roons,
anteroons, negative pressure TB treatnent roons,
booths, tents, and hoods .shall be exhausted directly
to the outside of the building, away from air-intake
vents, people, and animals, in accordance wth
federal, state, and local regulations concerning

envi ronnental di schar ges.

Note: [Design quidelines for proper placement can be
found 1n the 1989 ASHRAE Fundanental s Handbook. |If
direct exhaust to the outside is inpossible, air
from isolation roonms, booths, tents, and hoods
should only be exhausted within the facility through
Properly designed, installed, and naintained HEPA
_ As an additional saf etl_%/ measure air may be
discharged to the outside through HEPA filters to
preclude reentry of air containing infectious
droplet nuclei into the ventilation supply. This i
especially desirable if the exhaust discharge canno?
be extended to the roof.)

(6) Periaodic Maintenance/Testing of Controls

The , I1st the department
responsipre] shalT_develop, inplenent, and docunent
a naintenance program that wll ensure that the
envi ronnment al /engi neering controls inplemented to
reduce exposure to TB operate properly. The

mai nt enance program shall include as a mnimm the
followng itens:

a. Initial and thereafter quarterl)é eval uation of
each isolation room anteroom booth, tent, or
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hood/ encl osure for ACH and direction and
velocity of air flow into the space.

b. Periodic testing, when in use, of each isolation
room anteroom booth, tent, or hood/enclosure
for negative pressure.

C. Initial determnation of the location of exhaust
discharge to ensure the exhaust from isolation
rooms, anteroons, booths, tents, and
hoods/ encl osures is not discharged near an
I ntake source or area where the public or
enpl oyees wi |l be exposed.

d. Mnitoring of the equipnent and HEPA filtering
apparatus as recomended by the nmanufacturer. A
quantitative |eakage and filter performance test
using the dioctal. phthalate (DOP) penetration
test shall be performed at the initial
installationof a HEPA filter and whenever the
HEPA filter is changed or noved. A nmanoneter or
other pressure sensing device shall be installed
in the filter system to provide an accurate
means of objectively determning the need for
filter replacement. ~ Pressure drop _
characteristics of the filter are supplied by
the manufacturer. Installation shall allow for
mai ntenance w thout contamnating the delivery
system or the area served. The "bag in, bag
out" nmethod used for changing filters in systens
containing carcinogens shall be used. Because
of the potential risk of infection to staff who
perform this maintenance-, it shall be performed
only by personnel who are adequately trained.
Appropriate resplratordy protection shall be worn
during naintenance and testing. In addition,
filter housing and ducts leading to the housing
shall be clearly nmarked "Contamnated Ar".

E. Respiratory Protection

Al HCOW who enter a TB isolation room booth; or other
space (including vehicles used to transport patients)

ere known or “suspected TB patients are receiving care
shall be supplied with and wear a particulate respirator
that neets reconmended performance criteria and _
requirenents of CDC and OSHA.  The respirat or%/ protection
program shall comply with the requirements set forth in
29 CFR 1910. 134.
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(1) Employee Requirenents

All HCW required to use respiratory protection

shall be included in this program The reﬁ?iratory
protection program shall, at a mninum 1nclude:

a. Assignment of responsibility: Supervisory .
responsibility for the respirator proteeélon
program shal|” be assigned to S
[list the person/position resSponSTOIE]-

b. Procedures: Witten procedures shall contain
information on all aspects of the respiratory
protection program

C. Medical Screening: The HOW shall not be
assigned a task requiring use of respirators.
unl ess they are physical able to do the work
while wearing the respirator. The HOW shall be
screened for pertinent medical conditions upon
enpl oyment and periodically rescreened.

d. Training: Respirator wearers and supervisors
shal | receive training in the reasons for the
need for wearing their respirator and the
potential risks of not doing so. This training
shal | also include an explanation of the
‘operation, capapilities, and linmtations of the
respirator provided.

e. Face-Seal Fit Testing and Fit Checking: The
HCOW shal |l undergo fit testlng_to Identify a
respirator with an adequate tit for that” HCW
The HCW shall receive fitting instructions
i ncluding denonstrations and practice in how the
respirator should be worn, how to adjust it, and
how to determne if it fits properly. The H
shall be instructed to check the face piece TlI
before each use.

f.  Respirator Inspection, Ceaning, Mintenance,
and Storage: Respirator maintenance shall be
made an integral part of the overall respirator
program  Manufacturers' instructions for
I nspection, cleaning, and maintenance of
respirators shall be followed to ensure that the
respirator continues to function properly. .Tﬂe
respirators shall be stored in accordance wit



Grcul ar

Appendi x 95-9-C

CRF 1910.134 (B) (6) in a convenient, clean, and
sanitary |ocation.

g. Periodic Evaluation of the Personal Respiratory
Protection Program The program shall be
‘conpletely evaluated at |east annually, and both
the witten operating procedures and program
admnistration shall "be nodified as necessary
based on the results. Eenents of the program
that shall be evaluated include work practices

and acceptance of respirators, +nc| udi [18 com‘or%
and interference with duties. he eval tation 0

the use and maintenance of respirators, shall be
included as a part of the facility hazard
surveil l ance program

) Respi r ator—Perf or manee—cter+a

Respiratory protective devices used by enployees for
TtB sdhalcli meet the OSHA respiratory protection
st andar d.

Note: Respirators with HEPA filters are the only
currently available certified respirators that neet
the OSHA standard. The National Institute of
Cccupational Safety and Health is in the process of
creating a certification standard for respirators
with a 95% efficiency for renmoval of particles 1u or
smal ler. Wien the certification standard is
conplete, the 95% respirators should be used.

Indicators For Use

Appropriate respiratory protection shall be worn by
persons potentially exposed to TB in settings where
adm ni strative and engineering co?]trols .y not
rovide adequate protection. ~ Such settings include
B isolation roons and rooms in which patients who
may have infectious TB are undergoing cough inducing
or’ aerosol generating procedures (irrigation of

t ubercul ous "abscesses, performng ~ bronchoscopies,
sputum induction, etc.)., and the transport of
Patlents who may have_infectious TB .in emergency
ransport vehicles. Every attenpt will be rfade to
prevent occupational exposure using engineering or

admnistrative controls before requiring the use of
respirators.
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(4) Patients.

Patients with active TB or those suspected to have
active TB shall be required to wear a surgical mask
while in the facility, unless they are in a TB

I solation room

(5) Visitors.

The nunber of visitors allowed shall be kept to an
absolute mninum during the time period. when the
patient is considered infectious. |ndividuals who
visit a 'patient with active TB shall be notified
that they should wear respiratory protection during
the tinme they are in the patient”s room fq a

m ni mum surgi cal masks shall be available tor use by
those individuals visiting patients with active TB.

Cough- I nduci ng__Procedures

Procedures that involve instrunentation of the |ower
resglr_at_ory tract or induce cough 'nay increase the
probability of droplet nuclei being éexpelled into the
air. These cough inducing procedures include
endotracheal intubation and suctioning, diagnostic sputum
I nduction, aerosol treatnents, and bronchoscopy. The
following methods shall be followed when cough inducing
procedures are conducted on individuals that have or are
suspected of having TB:

(1) Cough inducing procedures shall be performed on
patients who may have infectious TB using local
exhaust ventilation devices (e.g., booths or special
enclosures) or in_a room that meets the ventilation
requirenents for TB isolation.

(2) Patients shall remain in the isolation room or
enclosure and not return to common waiting areas
until coughing subsides. They shall be given
tissues and instructed to cover their mouth and nose
when coughing or sneezing.

(3) Before the booth, enclosure, or roomis used for
anot her patient, clearance tinme to be
determned by an Tndustrial Hygienist or other
qualified individual] mnutes ‘shall be allowed to
pass so that any droplet nuclei that have been
expelled into the air are renoved.
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Staff Training and Education

Al HOW shall receive education about TB that 'is
appropriate to their job category. Training shall be
conducted before initial assignment and subSequently on a .
periodic basis. Athough the level and detail of this
education may vary according to job description, the
ffO”?\an information should be included in the education
of a ;

(1) The basic concepts of TB transm ssion, pathogenesis,
and diagnosis, including the difference between
latent TB infection and active TB disease, the signs
and synptons of TB, and the possibjlity of
reactivation in persons with a positive PPD test.

(2) The potential for occupational exposure, the
preval ence of TB in the comunity and facility, the
ability of the famllt% to appropriately isolate
patients with active TB, and situations wth
Increased risk of exposure to TB.

(3) The principles and practices of infection control
that reduce the risk of transmssion of TB.

(4 The purpose of a PPD testing program
(5) The principles of preventive therapy for latent TB

infection. Indications, use, and effectiveness,
ancl uding the potential adverse effects of the
rugs.

(6) The responsi biIitY of the HCW to seek nedi cal
gval %Jat |T%n pronptly if synptons develop that may be
ue to TB.

(77 The principles of drug therapy for active TB.

(8) The inportance of _notif_r)gng the facility if
diagnosed with active SO appropriate contact
investigation can be instituted.

(99 The responsibilities of the facility to_maintain the
confidentiality of HCOW diagnosed wth TB while
assuring appropriate therapy is received.

(10) The higher risk posed by TB to individuals with HV
infection or other causes of severely inpaired cell-
medi ated inmunity.
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(11) The potential * devel opnent of cutaneous anergy as
I mmune function neasured by CD4 + T-lynphocyte
counts, declines.

(12) The facility's policy on voluntary work reassignnent
options for imunoconprom sed should be
expl ai ned.

H. The HCW Counseling and Screening

Individuals with HV or others with inpaired cell-
mediated inmunity are at a higher risk of developin
active TB. Counseling of these enployees shall include
information on the follow ng:

(1) Mre frequent and rapid developnent of clinical TB
after infection. Because of the increased risk of
rapid progression from |latent TB infection to active
TB in HV-positive or otherw se severely _
| nmunoconprom sed persons, all HOW should know if
they have a medical condition or are receiving a
medi cal treatment that may lead to severely inpaired
cell-nmediated inmmunity.

(2y Hgh nortality rate associated with MOR-TB in this
roup. Anong patients with active MOR-TB, the case-
atality rate was extraordinarily high (72 to 89
percent). O eight HOM from these hospitals who
devel oped active MDR-TB, four with known HV
I nfection died.

(3) The voluntary reassignment program for

| nmunoconpr om sed . I mmunoconprom sed HCOWE.
shal | be referred to an enployee health professional
who can counsel the enployee on an individual basis
regarding his/her risk of TB. Upon the request of
the immunoconprom sed HCW the facility shall offer,
but not conpel, a work setting in which the HCW
woul d have the |owest possible risk of occupational
exposure TB. Information provided by HCW regarding
their inmmne status shall 'be treated confidentially.

| . Decontam nati on

(1) Environnental—Surfaces

The sane routine daily cleaning procedures used in
other roons in the facility shall be used to clean
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roons of patients who are on AFB isolation.

Personnel cleaning the room should follow AFB
isolation practices.

(2) Equi pnent—Used—Qq—Pat—i—ent S

Equi pnent used on patients with TB is unlikely to be
involved in the transmssion of-the organism

al though transmssion by_ contam nated bronchoscopes
has been denonstrated. ~The policies and procedures
devel oped by the infection control program for

cl eani ng, i sinfecting, oOr sterilizing™ patient-care
equi pment shoul d be foll owed.

J. Coordinatiaon of Ffforts With Public Health Departnent

Results of all AFB O,oositive sputum, smears, cultures
positive for TB, and drug-susceptibility results on TB
i sol ates shall be forwarded to the __ [list
the name of the health departnent to be notified] health
department as soon as they becone available, in
accordance with State and local |aws and regul ations.

[[ist the person/position responsible for
fol[Tow up activities] shall coordinate efforts with State,
tribal and local health departments to perform
ap{)roprlate contact investigations on patients and HCOW
wth active TB. A discharge plan coordinated with the
patient or HCW the health departnent, and the inpatient
facility shall be inplenented.

K. Specific_Sefttings ar Citcumstances:
(1) Operating rooms.

El ective o?erative procedures on patients with TB
will be delayed until the patient is no |onger
infectious. ~If procedures nust be performed, they
will be done in operatmgg roons wWith anteroons if
possible.  The doors to the operating room shall be
closed and traffic in and out of the room shall be
kept to a mnimum Attenpts wll be nmade to perform
the procedure at a tine when other patients are not
present in the operative suite and when a mninum
nunber of personnel are present.

The patient will be nonitored during recovery in the

specify the_Localj.an_oI__t_b,e_Loam_e,_%_,LOJ_Lsol ation
room reeting TB isolation room ventiTation

recommendat i ons.
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Personnel present when operative procedures are
performed on patients who nmay have infectious TB
shall wear respiratory protection approved for TB
exposure rather than standard surgical masks al one,
A surgical mask (or equivalent) shall be used to
cover the exhalation valve of the HEPA respirator.

) Autopsy roons (| npatient—Qaly)

Due to the probability of the presence of infectious
aerosol s, autopsy roons shall be at negative
pressure with respect to adjacent areas, wth room
air exhausted directly to the outside of the
building. There shall be no recirculation of air
exhausted from autopsy rooms. ASHRAE recomends
that autopsy rooms have ventilation that provides 12
total air changes per hour. Respiratory protection
aﬁproved for TB exposure shall be worn by personnel
|

le performng autopsies on patients were
suspected of having 1%

(3) Emergency nedi cal—serw-cos

Wien energency nedical response personnel or others
must transport patients with confirmed or suspected
active TB, a surgical mask shall be placed on the
patient, if possible. The HCW shall wear a
respirator approved for TB exposure in energency
transport situations and vehicles.

( 4 ) L a b o r a t 0 r [ e
Laboratories processing specinmens for mycobacterial
studi es ie. ., AFB snears and cul tures) “shall
conform to. criteria.

(5) Dental—Offices -

Patients with history and synptons suggestive of
active TB shall be pronptly referred for. evaluation
for possible infectiousness. |f the patient is
determned to have infectious TB, elective dental
treatment should be deferred until the patient is no
| onger infectious.

|f dental procedures nust be performed on a patient
who has, or 1S stro,ngl?/ suspected of having
infectious TB, AFB isolation practices shall be
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i mpl enented.  Dental procedures shall be done in
operatories properly designed for used of nitrous
oxi de anal gesia, i.e. an enclosed roomwth a non-
recircul ating ventilation. system These roons
shoul d have at least 10 ACH in existing facilities
and 12 ACH in new construction. The doors to the
operatories shall be closed and traffic in and out
of the room shall be kept to a minimum Attenpts
will be nmade to perform the procedure at a tine when
other patients are not present in the operative
suite and when a mninmum nunmber of personnel are
present. The patient will be nmonitored during
recovery in an individual room meeting AFB isolation
room ventilation recomrendations. Dental HCOW shall
use respiratory protection approved for TB exposure
while performng procedures on such patients.

(6 ) Home health services

Precautions may be necessary for HCOW visiting the
hone of patients wth suspected or confirnmed ,
infectious TB. The precautions include instructing
the patient to cover his/her nouth and nose with a
tissue when coughing or sneezing, offering the
patient a surgical mask, and HC(\;/\vs wear i ng
respiratory protection approved for TB exposure
during high risk procedures such as entering the
atient's room  Cough inducing procedures wll not
e performed on patients with infectious TB in the
honme. Hone health care personnel wll assist in
preventing TB transm ssion by educating the patient
about the inportance of taking medications as

Prescribed and by admnistering directly observed
her apy.
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