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Preface

About the Curry International
Tuberculosis Center

One of four regional tuberculosis training and medical consultation centers (RTMCC)
funded by the Centers for Disease Control and Prevention (CDC), the Curry Interna-
tional Tuberculosis Center (CITC) is a joint project of the San Francisco Department of
Public Health and the University of California, San Francisco. CITC creates, enhances,
and disseminates state-of-the-art resources and models of excellence to control and
eliminate tuberculosis (TB) nationally and internationally. Committed to the belief that ev-
eryone deserves the highest quality of care in a manner consistent with his or her culture,
values, and language, CITC 1) develops and delivers versatile, culturally appropriate
trainings and educational products, 2) provides technical assistance, and 3) provides
medical consultation.

Purpose of the Tuberculosis Infection
Control Manual

The Tuberculosis Infection Control Manual is designed to provide information about TB
infection control to clinics, homeless shelters, hospitals, and other interested parties. The
goal of this manual is to provide consistent and up-to-date information about the guide-
lines and regulations pertaining to TB infection control, methods of reducing the risk of TB
infection, and facility-specific guidelines for reducing the risk and dealing with potential TB
exposure.

Before the publication of this manual, information about the potential risk of TB infection
in various facilities, ways to reduce the risk of infection, and engineering details were pro-
vided in multiple CITC products. Each product provided specific information for its topic
with no single document covering all of these aspects. The following five products have
been combined and updated to form this manual:

e Tuberculosis Exposure Control Plan: Template for the Clinic Setting
e Conducting Sputum Induction Safely
e |solation Rooms: Design, Assessment and Upgrade

e A Guideline for Establishing Effective Practices: Identifying Persons with Infectious
TB in the Emergency Department

e TBin Homeless Shelters: Reducing the Risk through Ventilation, Filters, and UV

The “Tuberculosis Infection Control Plan Template for Jails” (published 2001) is currently
available from CITC (product number WPT-09C) and is not included in this manual. Much
of the content for the original products was researched and compiled by the Institutional
Consultation Services (ICS), a component of CITC that is no longer active. ICS staff had
expertise and practical experience in infection control, occupational health, and mechan-
ical engineering, and provided telephone and on-site consultations to TB control staff of
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high-risk institutions, including health-care facilities, and shelters. While the ICS no longer
exists, their work is an integral part of this document.

This manual was developed in an effort to compile all of the information into one cohesive
document, making it easier to:

e Understand how TB is spread

e Understand how ventilation, filters, and UVGI can help reduce the spread of TB

e FEvaluate and improve ventilation

e Use filters and UVGI to reduce the risk that TB will spread
In addition, this manual provides facility-specific procedures for TB infection control, mak-
ing it easier to:

e Understand the special needs and requirements of each facility type

e Sustain TB control measures to ensure their effectiveness

e Make informed decisions regarding planning, funding, and selection of ventilation
equipment, filters, and UVGI

e | earn the essential elements of a safe sputum induction program

e | earn the design and regulatory requirements for airborne infection isolation rooms
(AlRSs)

Who Should Use This Manual

The primary audience for this manual includes:
e Directors and facility managers of the following health-care facilities:
Community and public health clinics
Hospital emergency departments, and
Homeless shelters

e TB/infection control program managers in public health departments

Secondary audiences for this document are:
e Public health nurses and community health nurses

e Staff of homeless shelter funding sources, such as governmental agencies and
community-based organizations

e Homeless shelter designers, such as architects and engineers

e Others who work in or may provide services to health-care facilities or shelters:
Medical staff, such as on-site clinic and TB screening staff
Environmental health inspectors and occupational health inspectors
Engineering staff
Building inspectors
Advocates and educators
Caseworkers

e Other interested parties
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How This Manual Is Organized

This manual is divided into the following sections:

e Acknowledgements: Lists the people, facilities and organizations who helped
make this manual possible

e Abbreviations: Lists the abbreviations used in the manual

e Partl: Contains general information about the manual, TB disease, and regulations,
including:

Background about the manual and how to use it

The intended audience

Descriptions of TB and transmission of M. tuberculosis
Information about how to reduce the risk of spreading the disease
Engineering details for the implementation of systems

Review of the current CDC guidelines

Description of other applicable guidelines and regulations

e Part ll: Contains more specific information about TB infection control in various
settings:

Clinics, especially TB clinics where the following are found:
e  Sputum Induction booths/rooms

e AlRs

Hospital emergency departments

Homeless shelters
e Appendices: This section contains forms and worksheets that help in the assess-
ment of risk; provides a tracking mechanism for training and triage criteria, among
other items; and provides formulas to calculate conversion rates and room clear-

ance times. Also included are a description of air change, and “Cover Your Cough”
and room clearance signs.

e Glossary: Provides definitions of the terms used in the manual

* Resources: This section contains a list of the guidelines, educational materials,
services, and web sites mentioned in this document. Additional resources are also
supplied.

e References: This section contains a list of the documents referenced in the manual.
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How to Use This Manual

1. Review the table of contents to get an overview of the manual contents. Note the
titles of the appendices for future reference.

2. Read the introduction. This section contains information on how TB is spread and
drug resistance.

3. Read “Guidelines and Regulations.” This section contains information from the CDC,
AlA, OSHA, and Cal/OSHA.

4. Read the “Environmental Controls” section to understand how filters, UVGI, and
ventilation should be implemented..

5. For detailed information, read the section that corresponds to your needs or setting:
Clinics (page 49)
Sputum Induction (page 73)
AlIRs (page 87)
Hospital Emergency Departments (page 113)
Homeless Shelters (page 131)

6. As you read this manual, refer to the Glossary for definitions of terms used in the
document, and Resources and References to see which works were referenced in
a passage, and to learn about resources from which you can obtain additional
materials.

About the Use of “TB” and
“Mycobacterium tuberculosis” in
this Document

In this document, the terms “TB” and “Mycobacterium tuberculosis”/”M. tuberculosis”/
M. tb,” (the germ that causes TB) are used in different ways. It is technically correct to use
“TB” only in reference to the disease (i.e., TB disease). Likewise, it is correct to use M.
tuberculosis with the words exposure, infection, disease, and transmission (for example,
“M. tuberculosis exposure,” “M. tuberculosis infection,” “M. tuberculosis disease,” and “M.
tuberculosis transmission”). To reflect common usage, this document uses “TB” with these
words, instead of M. tuberculosis (for example, “TB exposure,” “TB infection,” “TB dis-
ease,” and “TB transmission”). M. tuberculosis is used in this document only to describe
particles that a person with TB disease of the lungs or larynx expels from the lungs.
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INtroduction

How Tuberculosis (TB) Is Spread

TB is caused by bacteria (a type of germ) called Mycobacterium tuberculosis (M. tuber-
culosis). A person who has TB disease in his or her lungs or larynx (throat) can release tiny
particles called droplet nuclei into the air by coughing, sneezing, singing, shouting, talk-
ing, or breathing.

These particles are invisible to the naked eye and are approximately 1 to 5 microns in size.
(A micron is approximately one-hundredth the width of a human hair.) Droplet nuclei can
remain airborne in room air for a long period of time, until they are removed by natural or
mechanical ventilation.

In order for TB to spread, there must be a source patient who has infectious TB disease
and a susceptible host (a person to inhale droplet nuclei containing M. tuberculosis). Any-
one who shares air with a person with infectious TB disease of the lungs or larynx is at
risk, although TB is not usually spread by brief contact. TB is spread when another per-
son inhales one or more of these particles and becomes infected with TB.

The Difference Between TB Infection
and TB Disease

Latent TB Infection (LTBI)

Latent TB infection (LTBI) does not cause a person to feel sick, and there are no symptoms.

Tuberculin skin tests (TSTs) or interferon gamma release assay (IGRA) blood tests are
used to diagnose LTBI. A positive result means that TB infection is present.

Treatment for LTBI is effective in preventing persons with LTBI from developing TB disease.

Nine in ten people with a normal immune system with LTBI will never develop TB disease.
However, one in ten of those infected will develop TB disease at some time in their lives,
though the risk is lower if they receive preventive therapy. About half of these will develop
TB disease within the first 2 years after they become infected.

There is no way to determine which people with LTBI will later get sick with TB disease.
The following persons are at high risk for progressing from LTBI to TB disease:

e Persons infected with HIV and other diseases, such as diabetes and renal condi-
tions that require dialysis, that weaken the immune system

e Persons infected with M. tuberculosis within the previous 2 years
e |nfants and children <4 years old

e Persons who receive medical treatments, such as certain cancer treatments or pro-
longed steroid use, that weaken the immune system

e Persons with a history of untreated or inadequately treated TB disease

INTRODUCTION



TB Disease
Most TB disease occurs in the lungs, but about 15% occurs in other parts of the body
(e.g., bone, eye, and brain). General symptoms of pulmonary TB include:

e Cough

e Fever

e Night sweats

e Fatigue

e Unexplained weight loss

e Hemoptysis (bloody sputum)
Without treatment, a person with TB disease will get sicker. A person with untreated pul-
monary TB disease of the lungs or larynx will also become more contagious. Untreated

TB can become a life-threatening disease; however, with effective and complete treat-
ment, TB can be cured.

A person with a cough lasting 3 or more weeks along with any other symptoms of TB
disease (fever, night sweats, fatigue, unexplained weight loss, hemoptysis [bloody spu-
tum]) should be evaluated by a healthcare provider as soon as possible. If TB disease is
diagnosed or suspected, treatment will be prescribed.

When TB is Infectious

With rare exceptions, TB is infectious only when it occurs in the lungs or larynx. TB that
occurs elsewhere in the body is usually not infectious, unless the person also has TB in
the lungs or larynx at the same time.

In general, a person with suspected or confirmed TB disease of the lungs or larynx should
be considered infectious until the person has:

1. Had three negative acid-fast bacilli (AFB) sputum smear results obtained 8-24 hours
apart, with at least one being an early morning specimen (an AFB sputum smear is
a type of medical test used in the diagnosis of TB); and

2. Shown to have clinical improvement as a result of antituberculosis treatment (for a
minimum of 2 weeks) that is based on susceptibility results,

3. Been determined to be noninfectious by a physician knowledgeable and experi-
enced in managing TB disease.

A person who has met all three of the above conditions must continue to take TB medica-
tions as prescribed and continue to receive medical care for TB.
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Drug-resistant TB

Drug-resistant TB is a growing global problem and is more difficult and expensive to treat
and cure. Like “regular” drug-susceptible TB, drug-resistant TB is airborne and is just as
contagious. In addition, there is often a delay in recognizing drug-resistant TB that can
lead to prolonged exposure, making it easier for TB to spread.

Drug resistance is divided into two types: primary resistance and secondary (or acquired)
resistance. Primary resistance occurs when a person gets infected with TB that is already
resistant. We would know this because they were never treated for TB before. Secondary
resistance occurs during treatment for tuberculosis, because the doctor prescribes inad-
equate treatment, patients with TB stop their treatment prematurely, or take their medi-
cine sporadically.

Preventing drug-resistance is very important. When medications are not taken as pre-
scribed or the treatment regimen is inadequate (such as therapy with a single drug), drug-
resistant organisms emerge and take over. Therefore, patient adherence to a prescribed
course of therapy and treatment with multiple drugs are essential factors in preventing the
emergence of drug resistance.

Multidrug-resistant TB (MDR TB)

MDR TB is tuberculosis disease caused by M. tuberculosis that is resistant to the two
most effective and important TB drugs, Isoniazid (INH) and Rifampin (RIF). MDR TB be-
came a major concern in the US in the early 1990s when outbreaks occurred in seven
hospitals in New York, New Jersey, and Florida. These outbreaks involved immunocom-
promised, HIV-infected patients and inmates in a state correctional system. Inadequate
infection control practices and prolonged infectiousness contributed to significant trans-
mission in these facilities and resulted in TB infection, TB disease, and death among a
significant number of patients and staff.

CDC has published recommendations for prevention of MDR TB and for the treatment
and management of MDR TB cases and their contacts. Consultation with medical and
nursing experts who are knowledgeable and experienced in MDR TB case/contact man-
agement is essential.

Extensively Drug-resistant TB (XDR TB)

XDR TB, or extensively drug-resistant TB, is now being recognized as a serious and grow-
ing problem. In many developing countries, this form of TB is untreatable. The CDC first
published a report in March 2006 entitled, “Emergence of M. tuberculosis with extensive
resistance to second-line drugs, worldwide, 2000-2004.” The findings in the report indi-
cated that XDR TB has worldwide distribution, including within the US, and has worse
treatment outcomes than MDR TB. The report concluded that new TB drugs and better
tests for detection are urgently needed.

XDR TB is a severe form of MDR TB where resistance extends beyond Isoniazid and Ri-
fampin and includes resistance to the 2 most important drugs used in treating MDR TB.
These cases are often resistant to up to 9 drugs when diagnosed.

INTRODUCTION
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Guidelines & Regulations

Multiple TB outbreaks occurred in healthcare facilities in the late 1980s and early 1990s.
In response, guidelines and regulations were developed and implemented to help ensure
safe TB control practices. Investigations of these outbreaks found lapses in administra-
tive, environmental, and respiratory protection control measures.

Highlights from TB-related guidelines and regulations are included below. While guidelines
are not requirements nor are they binding by law, regulations are required by law and often
refer to and rely on guidelines. Refer to your state and local regulations for requirements
that are binding by law.

Centers for Disease Control and
Prevention (CDC) Guidelines

The most comprehensive TB control guideline for healthcare facilities published to date is
the CDC document, “Guidelines for Preventing the Transmission of M. tuberculosis in
Health-Care Settings 2005.” The CDC guidelines include a supplement called “Environ-
mental Controls,” which contains recommendations for AlIRs. Much of this Infection Con-
trol Manual is based on the CDC Guidelines.

Environmental control recommendations for the design of TB patient rooms include ex-
hausting air to create negative pressure (see page 26 “What is Negative Pressure?”). For
AlIR exhaust, the preferred practice is to directly exhaust to the outdoors. If recirculation
is unavoidable, then HEPA filters are recommended.

A minimum ventilation rate of 12 air changes per hour (ACH) is recommended for AlIRs
that are being renovated or newly constructed, and where HEPA filter units are used to
supplement the central ventilation system.

For existing AllIRs, the CDC Guidelines are less restrictive. Increasing the AlIR air change
rate to 12 ACH is recommended where feasible, but a minimum of 6 ACH is acceptable.

The CDC Guidelines also include recommendations for testing and monitoring AllRs. The
recommendations address testing methods and frequency of testing.

American Institute of Architects (AlA)

The AIA has published a revision of its guideline titled “Guidelines for Design and Con-
struction of Health Care Facilities.” These guidelines apply to the design and construction
of new health care facilities and major renovations in existing facilities.

Recommendations of the 2006 AIA guidelines include the following: 12 ACH in AlIRs, nega-
tive pressure, and daily confirmation of negative pressure when a room is used for isolation.

These guidelines also recommend that air from AlIRs be either exhausted outdoors or
HEPA-filtered before recirculation.

A separation of 25 feet is recommended between exhaust from AllIRs and other ventilation
system intakes or occupied areas.

TUBERCULOSIS INFECTION CONTROL: A PRACTICAL MANUAL FOR PREVENTING TB



ASHRAE

The American Society of Heating, Refrigerating, and Air Conditioning Engineers (ASHRAE),
Inc. published a handbook in a series of four volumes, one of which is revised each year
to ensure that no volume is older than 4 years. The 2004 Handbook covered “HVAC Sys-
tems and Equipment,” and the 2003 Handbook addressed “HVAC Applications.”

Occupational Safety and Health
Administration (OSHA)

On October 17,1997, OSHA published a proposed standard for occupational exposure to
M. tuberculosis. In May 2003, OSHA announced the termination of rulemaking for a TB
standard. Effective December 31, 2003, OSHA revoked 29 CFR 1910.139 which had
regulated the use of respirators to protect against exposures, and placed this use of res-
pirators under the general standard, 29 CFR 134.

The compliance directive issued in 1996 remains in place: CPL 2.106 — Enforcement Pro-
cedures and Scheduling Occupational Exposure to Tuberculosis. OSHA will enforce the
most current CDC TB Guidelines.

California Division of Occupational
Safety and Health (Cal/OSHA)

Interim Tuberculosis Control Enforcement
Guidelines

Cal/OSHA has published and enforces Interim Tuberculosis Control Enforcement Guide-
lines. These were published in 1992 and have been updated periodically. The most recent
update was in March 1997.

In 2004, Cal/OSHA took the equivalent action to OSHA, in repealing Title 8 California
Code of Regulations, Section 5147, that had applied to the use of respirators against
tuberculosis, and placed this use under Section 5144.

Cal/OSHA is working on an aerosol transmissible disease standard, which would include
tuberculosis. If that standard is adopted, the Enforcement Guidelines will be revised to
reflect that standard. The Cal/OSHA website should be monitored for further information
and updates: www.dir.ca.gov.

Environmental controls mandated for AlIRs include negative pressure and an air change
rate of 12 ACH, which can be achieved by a combination of building ventilation and HEPA
filtration. The agency also mandates that ventilation systems be tested at least annually
and that records of each test be kept for at least 5 years.

GUIDELINES & REGULATIONS
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Office of Statewide Health Planning
and Development (OSHPD)

The California Mechanical Code (CMC)

The CMC regulates the construction of new and renovated AllRs in California hospitals.
The current version is the 2001 CMC and consists of the 1997 Uniform Building Code
(UBC) combined with amendments specific to California. The CMC is enforced by OSHPD.

The California amendments include detailed requirements for the mechanical design of
many hospital spaces, including AllRs. Requirements for AlIRs include negative pressure
and a minimum ventilation rate of 10 ACH. OSHPD also mandates that each new and
renovated AlIR be equipped with an anteroom and a permanent room pressure monitor.

In response to the resurgence of TB, and recognizing the expense of constructing a new
CMC-compliant AlIR, OSHPD provides a less expensive option for the isolation of TB
patients in existing AlIRs or patient rooms. These requirements were published as Policy
Intent Notice (PIN) Number 4 in 1996. PIN Number 4 allows the use of portable HEPA filter
units to create negative pressure and increase the effective ventilation rate in TB AllRs.
The requirements for such rooms include negative pressure, a minimum ventilation air
change rate of 12 ACH to match Cal/OSHA requirements, and provision of a permanent
room pressure monitor.
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TABLE 1.
Comparison of Regulations and Guidelines At-A-Glance

An At-A-Glance table comparing selected environmental controls for AlIRS of five prominent Federal and California regulations
and guidelines follows:

REGULATIONS GUIDELINES

OSHPD' CAL/OSHA? cDhc:? ASHRAE* AlA®
Room designation Negative-pressure Atmospheric Airborne infection Airborne infection Airborne infection
isolation room isolation isolation room isolation room isolation room
Applies to New & renovated All All New & renovated New & renovated
Total air changes =10 =12 Prefer =12, >12 =12
per hour (ACH) minimum >6 for

May be reduced if

facilities existing room unoccupied

pre-1994; >12 for
post 1994 new &

renovated

In-room HEPA Only for remodel Yes Yes, No No
recirculation under (PIN) 4, dated if used to achieve
allowed? 2/16/96 12 ACH in existing

pre-1994 facilities
Total ACH can No Yes Yes, if used to No No
include HEPA achieve 12 ACH in
recirculation? existing pre-1994

facilities

HEPA-filtered No Yes Only if unavoidable No No

recirculation to

other areas? Single pass Exhaust to outside,
’ recommended if not possible
recirculate to air
handling unit
exclusively serving
AlIR

Minimum outside 2 Section 5142 See table 2 of CDC 2 2
air change rate requires employers guidelines
(OSA ACH) to maintain the

minimum amount of

outside air required

by the building code

at the time the system

was permitted.

Minimum exhaust 75 CFM Not addressed See page 64 of Not addressed Not addressed
air excess airflow CDC guidelines
(offset)
Minimum room 0.001" W.G. Not addressed =0.01" W.G. =0.01" W.G. =0.01" W.G.
pressure
differential

1 2001 California Mechanical Code. Title 24, Part 4, Chapter 4: Ventilation Air Supply.

2 California Division of Occupational Safety and Health (Cal/OSHA). Interim Tuberculosis Control Enforcement Guidelines, revised March 1, 1997. Policy and
Procedure C-47.

3 Centers for Disease Control and Prevention. Guidelines for preventing the transmission of Mycobacterium tuberculosis in health-care settings, 2005. MMWR
2005; 54 (No.RR-17),

4 American Society of Heating, Refrigerating and Air Conditioning Engineers. Chapter 7: Healthcare Facilities. In: 2003 HVAC Applications handbook. Atlanta:
American Society of Heating, Refrigerating and Air Conditioning Engineers, Inc., 2003.

5 American Institute of Architects, 2006 Guidelines for Design and Construction of Hospitals and Health Care Facilities published by the American Institute of
Architects Academy of Architecture for Health, with assistance from the Department of Health and Human Services (DHHS).
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REGULATIONS GUIDELINES

OSHPD' CAL/OSHA? cDC? ASHRAE* AIA®
Minimum air 100 FPM Not addressed Not addressed Not addressed Not addressed
velocity under
door
Air distribution Supply high, Not addressed See figure 3 on From clean (ceiling) From clean to less
exhaust low, page 63 of CDC to less clean (floor) clean areas
specific Guidelines areas
arrangement
Not addressed Yes, but not in lieu Yes, but not in lieu Not addressed Yes, but not in lieu

Upper-air or in-duct
UVGI allowed?

of ventilation

of ventilation

of ventilation

Variable air volume No Not addressed Yes, must maintain Not addressed Yes, but maintain
ventilation allowed negative pressure at minimum code ACH
all times, minimum and pressurization
set point must be
adequate to
maintain the
recommended
mechanical and
outdoor ACH and a
negative pressure
>0.01" W.G.
compared with
adjacent areas
Anteroom Yes No No “May be desirable” Noted as general
required? option, required for
PE isolation rooms
for airborne
infection isolation
Minimum 10 Not addressed Mechanical 10 ACH 10 10
anteroom ACH See Table 2 of CDC
guidelines
Minimum 2 Section 5142 Defers to 2 Defers to ASHRAE
anteroom outside requires employers ANSI/ASHRAE & 100% exhaust to
air change rate to maintain the Std 62.1-2004 outside
(OSA ACH) minimum amount of
outside air required
by the building code
at the time the
system was
permitted
Anteroom Positive to isolation Not addressed Positive or negative Not addressed Positive or negative
pressurization? room, neutral to See table 2 of CDC See table 2.1-1 of
corridor guidelines AlA guidelines
Monitoring of Continuous, Test annually Check daily while Not addressed Not addressed
negative pressure alarmed being used for

isolation
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Environmental Controls

In this manual, the term “environmental controls” refers to the use of engineering tech-
nologies to help prevent the spread and reduce the concentration of infectious droplet
nuclei in the air.

Due to funding and other restrictions, public health clinics, community health clinics, and
homeless shelters frequently make use of locations that were not originally designed for
use as clinics or shelters. As a result, if a location has an existing ventilation system, it may
not have sufficient safeguards to prevent the spread of TB, or it may not be operational.
Some settings have no ventilation system at all.

Additional risks faced by clinics, shelters, and hospital emergency departments, are defi-
ciencies in AlIR environmental controls. When deficiencies occur, suspected or known TB
patients may be placed in AlIRs that have inadequate environmental controls, such as low
air change rates or positive pressure, placing others at risk of exposure.

This section outlines the environmental controls for designing, implementing, and main-
taining an effective ventilation system at both a facility level and at an AlIR level. See part
2 for more specific information on different settings.

Using Ventilation to Reduce the Risk of
Spreading TB

What is Ventilation?
Ventilation is the movement of air in a building and replacement of inside air with air from
the outside. Two general types of ventilation are the subjects of this manual:

e Natural ventilation, which relies on open doors and windows to bring in air from the
outside. Fans may also assist in this process and distribute the air

e Mechanical ventilation, which usually refers to the use of mechanical air-moving
equipment that circulates air in a building and may also involve heating and/or cool-
ing. Mechanical ventilation systems may or may not bring in air from the outside

ENVIRONMENTAL CONTROLS
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How Ventilation Helps Reduce the Risk
Ventilation can reduce the risk of infection through dilution and removal.

When clean or fresh air enters a room, by either natural or mechanical ventilation, it dilutes
the concentration of airborne particles, such as droplet nuclei, in room air. This is similar
to opening doors and windows to dilute objectionable odors. Dilution reduces the likeli-
hood that a person in the room will breathe air that may contain infectious droplet nuclei.
This removal effect occurs when potentially contaminated room air is either:

e Exhausted outdoors to a safe place (i.e., away from persons), or

e Filtered or irradiated to trap or inactivate droplet nuclei containing M. tuberculosis.

In any ventilated space, air is constantly entering (being supplied) and leaving (being ex-
hausted). When air is introduced into a space, it will mix to a certain extent with the air
already in the room. This will dilute any airborne pollutants to create an air mixture.

The more effective the mixing of air, the better the dilution of infectious particles.

Natural Ventilation and Fans

Note: This information may not apply to certain settings, such as hospitals or AlIRs.
Natural ventilation should be implemented only when in compliance with your facility’s
regulations.

In buildings without operational central forced-air heating and/or air conditioning systems,
natural ventilation and fans should be used whenever possible to provide fresh outdoor air
to all occupied rooms in the building. However, this may not be practical in extremely cold
climates.

This section explains how fresh air and fans can be used to improve ventilation in a build-
ing. It includes information on:

e What to check and how to improve ventilation
e How to use exhaust and freestanding fans more effectively

e Advantages and disadvantages of natural ventilation.

A case study about how one homeless shelter director improved ventilation in her building
is located at the end of this section.

About Natural Ventilation

Natural ventilation refers to fresh dilution air that enters and leaves a building through
openings such as windows, doors, and skylights. All rooms where people congregate,
such as waiting rooms or shelter dormitories (and that are not served by a central ventila-
tion system) should have an operable window, door, or skylight that is kept open as often
as possible.
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Using Propeller Fans

Propeller fans can be an inexpensive way to increase the effectiveness of natural ventilation.

Types of Propeller Fans

Ceiling fans are propeller fans that are suspended from the ceiling. They circulate air

throughout a room but do not move it in any particular direction.

Propeller fans that move air in a particular direction include:
e Small fans that sit on a desk or other surface
e Fans that stand on the floor

e Fans mounted in a window opening

FIGURE 1.

Propeller Fans

STANDING FAN : CEILING FAN : WINDOW FAN

DESK FAN

Air Mixing and Removal

A propeller fan helps mix air in a room. This dilutes any infectious particles by spreading
them throughout the room. The amount of particles near the source is reduced, but the

amount in other parts of the room may increase.

If this dilution effect is combined with a way to replace room air with fresh air, such as an

open window or door, the result will be fewer particles overall in the room.

A room with an open window and a fan will have less TB-transmission risk than an en-
closed room with no fan, an enclosed room with a fan, or a room with an open window

but no fan.

ENVIRONMENTAL CONTROLS
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Locate the people
you are trying to
protect from 1B

exposure near an

air supply.

Using Directional Airflow to Reduce
the Risk of Spreading TB

What is Directional Airflow?

Ventilation can also help reduce the local concentration of infectious particles in a room.
This is done by matching the location of people in a room to the airflow. Simply stated,
locate the people you are trying to protect from TB exposure near an air supply. Locate
people who may be infectious near a place where air is exhausted from the space.

How Directional Airflow Helps Reduce the Risk

In the homeless shelter setting, this principle can help protect staff from an unidentified TB
patient. For example, use of directional airflow can help reduce the chance that TB will
spread from a client to a staff member doing intake interviews. If the air direction is known,
the staff member should sit near the fresh air source, and the clients should sit near the
exhaust location.

In a room in which large numbers of people may congregate, such as a dormitory or a
waiting room, anyone could be a source of TB, and TB could spread to others in the room.
Therefore, the direction of air movement is less critical. It is more important to achieve
good air mixing in all locations so that particles are more quickly diluted and removed.

Directional Airflow and Staff Location

If placed in or near a wall opening, propeller fans can also be used to encourage air move-
ment into and out of a room.

For example, fans installed in the windows on the back wall of a building exhaust air to the
outside. If doors and windows in the front of the building are kept open, the overall effect
should be to draw in fresh air through the front of the building and exhaust air through
the rear.

With this arrangement, the risk that TB will be spread is greater near the back of the build-
ing. If this building is used as a homeless shelter, place the staff near the front of the build-
ing, and place people who are coughing or have other symptoms of airborne infectious
diseases, including TB, near the exhaust fans.

Using Exhaust Fans

Clinics or shelters that do not have a central heating and/or air conditioning system often
do have exhaust fans serving certain areas. Two common examples are bathroom ex-
haust fans and range hoods used over kitchen stoves. These fans increase ventilation by
directly exhausting room air outdoors.

There is a wide variety of exhaust fan systems. A system can be as simple as a propeller
fan installed in the wall, or it could include a ceiling grille, with a fan and a duct, leading to
discharge on an outside wall or on the roof.

Over time, dust and lint accumulate on exhaust fans. The fans and ducts become clogged
and less air is exhausted. For this reason, these systems should be cleaned regularly.
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Air Supply and Exhaust Locations

A ventilation system introduces and removes air by means of air outlets. In health-care
applications, outlets are usually mounted on a ceiling or on a wall.

e Ceiling supply outlets are called diffusers. Wall supply outlets are called grilles or
registers. Exhaust (or return) outlets are also called grilles or registers, regardless of
whether they are mounted on the ceiling or the wall

e The neck of the outlet is the point at which the outlet connects to the air duct. The
neck size is selected to match the airflow quantity

e The pattern or style of an outlet is the physical configuration of its face as seen from
the room. For example, outlets can have a louvered pattern or a perforated metal
pattern

Air provided to a room is always supply air. Air removed from a room, however, is either
return or exhaust air, depending on the path it takes after it leaves the room.

e Return air is returned to the unit for recirculation

e Exhaust air is discharged outdoors

The effectiveness of any given ventilation rate in clearing a space of air contaminants de-
pends on how well the air is mixed. In turn, air mixing depends largely on how and where
air enters and leaves the space. The most common causes of poor air mixing are stagna-
tion and short-circuiting. Both should be avoided because they reduce the benefits of
ventilation.

Stagnation occurs when part of the room does not benefit from the fresh supply air. It also
occurs in a room that does not have any ventilation. People in a stagnant location would
probably feel that the air is stuffy. Infectious particles in a stagnant area are not diluted or
removed quickly.

Short-circuiting occurs when clean air is removed before it has mixed well with room air,
such as when the exhaust is located right next to the supply of incoming air. A room must
not only have a satisfactory amount of clean air supplied to it, but this air must also mix
with the air already in the room.

Proper selection and location of the supply and exhaust outlets will help avoid stagnation
and short-circuiting.

Checking Natural Ventilation and Fans

People can usually feel the presence or absence of air movement in a space. A ventilated
space has a slight draft. In the absence of ventilation, air will feel stuffy and stale and
odors will linger. Use the following checklist to assess natural ventilation in your facility:

e Check that all occupied rooms have a source of natural ventilation
e Check that windows and doors are easy to open and to keep open

e Check air mixing and determine directional air movement in all parts of occupied
rooms. An inexpensive way to visualize air movement is to use incense sticks:

ENVIRONMENTAL CONTROLS
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1. Hold two incense sticks together and light them. (CITC recommends that two
sticks be used side-by-side)

2. As soon as the incense starts to burn, blow out the flame. Now the incense
should produce a continuous stream of smoke.

Observe the direction of the smoke.

Observe how quickly the smoke dissipates. This is a subjective test that may
require some practice. It does not give a definite result but is useful for compar-
ing rooms to each other. For example, it may take 5 seconds for smoke to dis-
sipate in one room but 10 seconds in another.

5. Repeat smoke tests for different common conditions at your facility. For exam-
ple, if doors are kept open during the day but closed at night, the tests should
be done under both conditions.

Check that all room fans are working and clean

Check that exhaust fans are working and clean. To check exhaust fans that have a
grille, hold a tissue or a piece of paper against the grille. If the fan is working, the
tissue or paper should be pulled against the grille.

Recommendations for Natural Ventilation
and Fans

Provide fresh outside air to all occupied rooms. Use natural ventilation and fans to
provide this air where there is no central ventilation system

Keep doors, windows, and skylights open as often as possible

Check that doors, windows, and skylights are easy to open

Add fans to increase air mixing and directional airflow

Keep fans running as much as possible when the space is occupied

Place fans so that air movement can be felt in all occupied parts of the room

Room fans should be placed in locations where they will add to natural ventilation
currents. For example, if a building experiences natural air currents from east to
west, fans should be placed so that air is blown out the west windows

Place fans so that air flows from clean to less clean areas. Place staff near fresh air
sources

In shelters, provide extra blankets to clients who complain of drafts so that ventila-
tion can be used when the space is occupied

If ventilation and fans cause objectionable noise or drafts and cannot be used when
the space is occupied, consider increasing ventilation at times when the space is
unoccupied. For example, many shelters are closed during part of the day, providing
an opportunity to open windows and doors while running fans at high speed to “air
out” dormitories

Natural ventilation can be unpredictable and may not be practical in cold climates. If
this is the case, you should consider adding a central ventilation system. See “Cen-
tral Ventilation Systems” on page 24. If this is not feasible, consider the use of HEPA
filter units or upper-air UVGI to provide clean air on a room-by-room basis. See
“Upper-Air UVGI and HEPA Filter Units” on page 38
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Routine Upkeep for Natural Ventilation
and Fans

e Clean exhaust fan outlets and fans about once a month with a HEPA-filtered vacu-
um cleaner. Use a damp cloth or vacuum cleaner to remove dust and lint from fans,
grilles, and ducts. Clean ducts behind grilles as far back as the vacuum cleaner can
reach. This should not be done when patients are in the room

e Check natural ventilation at least once a year or whenever disruption/alteration is
suspected

e Keep records of all routine upkeep activities and dates

Advantages and Disadvantages of Natural Ventilation and Fans

ADVANTAGES DISADVANTAGES

e Natural ventilation can be implemented immediately ¢ Natural ventilation can be uncontrollable and unpredictable

by opening doors, windows, and skylights : depending on wind conditions and other factors. For example,
L . : people may close windows and doors, or the wind direction outside
¢ Bringing fresh air into a space not only reduces the ma
. e . y change
risk of TB transmission, but also improves overall :
indoor air quality. Unwanted indoor pollutants and . e Air that is introduced directly from the outdoors, without the benefit
odors are reduced : of filters or ductwork, may bring in unwanted elements, such as

) . . . traffic exhaust and noise, rain, dust, odors, pollen, and insects
¢ Freestanding fans are relatively inexpensive to buy  :
and operate - o Keeping windows and doors open may adversely affect security,

) comfort, and privacy. This is especially true at night and in the winter
e Freestanding fans can be moved wherever needed
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Natural Ventilation & Fans

Lynn is the director of Welcome Home, a homeless shelter that serves approximately 100 people
each night.

The building is a converted warehouse with a high ceiling. It is divided into men’s and women’s dor-
mitories, each with a shower and toilet room, and a small office area.

Lynn is concerned about the spread of TB because of the high incidence of TB among the urban
homeless population. Her facility does not screen clients for TB, and because it operates on a first-
come, first-served basis, it generally houses a different group of clients each night, thereby pos-
sibly increasing the risk. While her facility has not had a TB outbreak, Lynn knows it could happen
any time.

There is no central forced-air ventilation system. Each shower and toilet room has an exhaust fan.

Check Ventilation

Lynn wanted to improve ventilation in her building. Her first step was to check the existing ven-
tilation.

Using incense, she noted that air mixing seemed satisfactory near doors and open windows as
smoke seemed to disperse quickly. In the corners, away from doors and open windows, however, air
movement seemed slow.

To match nighttime conditions, Lynn closed the doors and windows and repeated the tests. Air
movement was slow throughout the facility.

During both sets of tests, Lynn noticed that most air moved upward and from the front of the building
toward the back.

Lynn looked at the two exhaust fans. Both had a considerable buildup of lint and dust. She turned
them on and held a piece of paper against each grille. In the men’s room the paper was pulled against
the grille. But in the women’s room there was no pulling effect, and Lynn noticed that she could not
hear the fan running.
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Based on these simple checks, Lynn now had a good idea of the ventilation in her building:
e Air moved from the front of the building to the back

e During the day, when doors and windows were kept open, air movement was good except in
the corners of the rooms

* At night, when doors and most windows were closed, air movement was slow
* Both exhaust fans needed cleaning
® The fan in the women’s room was not operating.

How could Lynn improve the situation with her limited budget? She got out the vacuum cleaner and
thoroughly cleaned the two exhaust grilles. She noticed an immediate improvement in airflow at the
grille in the men’s room, but the fan in the women’s room still was not working.

Improvements

Near the corners on the back wall were two blocked-up windows. It occurred to Lynn that if she were
to install a fan in each of these windows, it should produce an air current throughout the building,
regardless of whether the doors and windows were open.

She measured the windows and bought a through-the-wall fan at her local hardware store for each
window. Staff from an affiliated job-training program installed the fans in the windows as part of a
training exercise. Lynn made sure that the window fans exhausted air out the back of the building.

While they were at her building, Lynn asked the crew to look at the exhaust fan in the women’s room.
They found the problem, a broken electrical wire, and repaired it.

The Results

Lynn did some final incense tests that night, with the fans on and the doors closed. Air movement
was greatly improved throughout the facility. However, some clients complained about a slight draft
and were provided with extra blankets.

She repeated the tests the next morning with the windows and doors open and was pleased to see
that airflow was now satisfactory, even in the corners.

Feeling very proud of herself, Lynn wrote and posted a one-page policy summarizing her environ-
mental control efforts:

e Keep doors and windows open during the day
e Keep all fans (toilet exhaust and through-the-wall fans) on at all times
e (Clean fans on the first of every month.

The next month, Lynn was happy to share her experience, and her policy, with her peers at a meeting
of the local homeless shelter directors’ organization. The members agreed that, while TB transmis-
sion at Welcome Home could still occur, the risk had been reduced. Furthermore, the increased fresh
air had improved the indoor environment for her staff and clients.

What else could be done to prevent the transmission of TB in homeless shelters?

ENVIRONMENTAL CONTROLS
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Central Ventilation Systems

Facilities that do not already have a central ventilation system can improve air circulation
and reduce TB transmission risk by adding one. Facilities that have existing central venti-
lation systems should make any necessary improvements to make sure the systems have
adequate components in place and meet the applicable regulatory requirements. In all
cases, environmental controls must be in place and followed to prevent the spread of
contaminants.

This section describes a central ventilation system and methods to assess and improve a
system. It should be useful to those responsible for an existing facility served by a me-
chanical system and to those considering the design of a central ventilation system for a
new or an existing building. It includes information about:

e Configuration and components of a central ventilation system
e (Checking a ventilation system

e Recommendations for existing systems

e Recommended routine upkeep

e Advantages and disadvantages of a central ventilation system.

A case study about how one homeless shelter director made immediate low-cost im-
provements to ventilation in his shelter is located at the end of this section on page 36.

Note: Staff members who have little or no previous knowledge of mechanical systems
can make many of the improvements described here. For example, replacing lint filters
with pleated filters and cleaning outside air intakes are easy to do. Other improvements,
such as the installation of in-duct UVGI, will require the services of an outside contractor.

About Central Ventilation Systems

Central ventilation systems, also called forced-air systems, are mechanical systems that
circulate air in a building. By providing fresh dilution air, a mechanical system can help
prevent the spread of TB.

However, the same system can inadvertently spread particles containing M. tuberculosis
beyond the room occupied by the TB patient because it recirculates air throughout a
building. Ventilation systems have been responsible for TB transmission among people
who were never in the same room but shared air through a ventilation system.

Using a Mechanical System to Improve TB Control

There are three general ways in which a central ventilation system can help interrupt the
path of TB transmission:

e |t can introduce fresh outside air to replace room air
e |t can use filters to remove infectious particles from recirculated air

e |t can use UVGI lamps to disinfect recirculated air.

These features can be incorporated into the design of a new system or can be added to
an existing system.
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Configurations

Forced-air systems come in many different configurations. A ventilation unit can be located
in an attic, a basement, or a closet, or it can be suspended from the ceiling in the room
itself. The basic components of the system are usually the same and may include some
or all of the following:

e Filters to clean air before recirculation
e A fan to move the air through the unit
e A furnace for heating

e An air conditioning section for cooling

These components can be installed in a single unit or can be housed in separate sections.

A system may also include other parts, such as:
e Athermostat and controls to turn the fan on and off and to control the temperature
e Ductwork, diffusers, and/or grilles to distribute and collect air

FIGURE 2.

Recirculating Central Ventilation Unit

FILTER SECTION FAN SECTION BURNER SECTION
l" s“
] i to
RETURN AIR DUCT " ,' SUPPLY AIR DUCT —) other
. 4 rooms

\~ ’l
k ceiling

ROOM
mixed air supply air
returned to system floor mixes with room air

v

Recirculating Systems

Some buildings have a mechanical system that recirculates all air returned to the sys-
tem—that is, 100% recirculation (See Figure 2).

In a 100% recirculating system, air is supplied to a room to provide ventilation and/or
heating or air conditioning. This air mixes with room air and then is drawn back (returned)
to the unit, where it is filtered and/or heated or cooled before being sent back to the room.

Even in a building with a recirculating air system, some rooms will exhaust rather than
return air. Typically, bathrooms, shower rooms, institutional kitchens, and similar spaces
will have a separate fan to exhaust air directly outdoors. See “Using Exhaust Fans” on
page 18 for more information.
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the door.

Using Negative Pressure to Reduce
the Risk of Spreading TB

What is Negative Pressure?

Negative pressure is created by exhausting more air from a room than is supplied to the
room so infectious particles are contained within a room by a continuous air current being
pulled into the room under the door. Therefore, when the negative pressure room is used
as designed, airborne particles generated in the room cannot escape to the corridor.

Negative pressure is created by setting (or balancing) a ventilation system so that more air
is mechanically exhausted from a room than is mechanically supplied. This creates a ven-
tilation imbalance, called an offset. The room makes up the offset by continually drawing
in air from outside the room. Probably the most common examples of negative pressure
are residential bathrooms. Often a bathroom will have an exhaust fan but no supply.

How Negative Pressure Helps Reduce the Risk

A negative pressure room must be as air-tight as possible to prevent air from being pulled
in through cracks and other gaps. This is called sealing a room. In a sealed room, the
direction from which the make-up air enters the room and the speed with which it moves
can be controlled. The smaller the make-up air opening, the faster the make-up air will
move.

Ideally, the room should be well sealed except for a small (typically half-inch high) gap
under the door. This should create a strong current under the door into the room.

Whenever the door is open, air movement at the doorway is uncertain. Although more air
is being drawn into the room than is leaving because of the offset, the large door opening
results in a free exchange of air occurring at the door. Air is coming into the room, but air
is also leaving.

If the room has leaks, such as those around windows or around lights, control of the offset
is lost. If the leaks allow in a greater amount of air than the negative pressure offset, this
excess air will flow out of the room under the door. This can cause a room to operate
under positive pressure even though the mechanical system is designed to create nega-
tive pressure.

In conclusion, the greater the offset and the tighter the room is sealed, the better.

Components: Air Filters

Filters are used to clean air. They remove particles from air that is passed through them.
The cleaned air is then distributed. Many different levels of filters are available.

If a suitable filter is used, many particles containing M. tuberculosis will be removed and
the risk of spreading TB by recirculation will be reduced.

Ventilation systems may have just one filter or they may have two or more. More than one
filter is referred to as a filter bank.

TUBERCULOSIS INFECTION CONTROL: A PRACTICAL MANUAL FOR PREVENTING TB



What Type of Filter Should Be Used?

The most suitable type of filter for many recirculating air systems is a pleated filter. Pleated
filters are so called because the filter inside the filter frame is folded into pleats. Lint filters
are commonly flat.

The graph in Figure 3 compares the efficiency of three different types of filters:
e High-efficiency particulate air (HEPA) filter
e Pleated ASHRAE 25% efficient filter (MERV 7 or 8)
e Lint filter

The shaded area in the figure represents the size range of TB droplet nuclei (1-5 um).
Each of the three filters will remove an amount of particles equivalent to the area under the
line corresponding to that filter. The ASHRAE Minimum Efficiency Reporting Value, or
MERYV, rates the filtering efficiency of an air filter. The higher the MERV rating, the more
efficient a filter is.

o A HEPA filter will remove all particles in the size range of TB bacteria droplet nuclei.
(However, a HEPA filter is a specialized device that will not fit in most central ventila-
tion systems.)

e A common lint filter will remove no particles in the size range of TB droplet nuclei
size

e Pleated filters (MERV 7 or 8) can remove approximately half of all particles in the size
range of TB droplet nuclei, though the efficiency varies with the MERV rating

FIGURE 8.

Air Filtration
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Pleated filters are readily available from hardware stores in sizes that fit most ventilation
systems.

Pleated filters are slightly more expensive than lint filters. They also cause more of an
obstruction, which will reduce airflow slightly.

How Often Should Filters Be Changed?

In the absence of a filter gauge, there should be a set schedule to change the filters. In
addition, filters should be checked visually every month and replaced as needed when
they are evenly coated with dust.

It is important to replace filters frequently. Pleated filters will load up with lint and dust more

quickly than lint filters. The amount of time it takes for a filter bank to load up depends on:

e How many particles there are in the air (the dustier room air is, the quicker the filter
will load up), and

e How often the ventilation system is operated (the more frequently the ventilation
system is used, the quicker the filters will become dirty).

Fan energy is used to push or pull air through filters. This is because filters cause an ob-
struction in the air’s path. Over time, as dust accumulates, the obstruction increases.
Consequently, the amount of air that the fan can move through the filter decreases.

Less airflow means less air supply to dilute objectionable air particles and less return air
to remove such particles.

Pressure Drop and Filter Gauge
The relative amount of obstruction caused by filters is called the pressure drop. It is mea-
sured in inches of water gauge (" W.G.).

A filter gauge installed across a filter bank shows the pressure drop across the filter in
"W.G. This is the most effective way to track filter loading and to determine when it is time
to change the filter.

A filter gauge assembly consists of:
e The gauge
e Two sensors installed inside the duct, one on each side of the filter

e Copper or rubber air tubing

Tubing connects each sensor to the gauge. The gauge reads the pressure difference
between the front (upstream) and the back (downstream) of the filter.

The observed pressure drop when new filters are installed is called the clean pressure
drop. For pleated filters, this is usually about 0.25" W.G. As the filter loads up, the pres-
sure drop will increase. The filter is usually replaced when the pressure drop increases by
roughly 0.20" W.G. to 0.45" W.G. This is called the changeout pressure drop.

Many filter banks do not include a filter gauge, and many smaller ventilation systems are
not constructed to accommodate one. For example, residential-type recirculating heating
systems do not have an obvious location for a filter gauge.

As a rule of thumb, you should install a filter gauge if you have a filter bank, as opposed
to just a single filter. If you have a filter bank that does not include a filter gauge, a facilities
engineer or mechanical contractor should install one.
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Components: Outside Air

For TB control, the best type of system is one without recirculation—that is, a 100% out-
side air (single-pass or once-through) arrangement. In this case, all supply air is fresh
outside air, which is filtered and then heated or cooled before it is supplied. All potentially
contaminated room air is exhausted directly outside the building.

However, once-through systems are uncommon because it is expensive to continuously
heat or cool air from outside to a comfortable room temperature. For example, if it is 40
degrees Fahrenheit (°F) outdoors and 70°F indoors, recirculating 70°F air is cheaper than
heating outdoor air from 40° to 70°F.

Most commercial ventilation systems, such as those that serve office buildings, are a
compromise between 100% recirculation and 100% outside air. They recirculate most,
but not all, of the air returned by the system. The portion of outside air is usually some-
where between 10 and 30% of the total quantity of supply air.

Outside Air Intake

The outside air intake is where fresh air enters the ventilation system on the roof or an
outside wall. It can be a duct opening or part of the unit, and it usually includes an adjust-
able damper. A damper is a device that can be opened to increase the amount of outside
air drawn into the unit.

Existing 100% recirculating air systems should be modified to include an outside air in-
take. A facilities engineer or a mechanical contractor should do this work.

As air is drawn in, dirt and debris, such as pigeon feathers, accumulate around the open-
ing. For this reason, intakes are usually easy to find. A wire mesh screen is often used to
trap dirt and debiris.

Outside air intakes should be kept fully opened and clean to allow in as much fresh out-
side air as possible.

Components: In-Duct UVGI FIGURE 4.

In a recirculating air system, pleated filters remove about half of all TB
particles. The remaining TB particles are recirculated. This is why 100%
outside air systems are ideal for high-risk settings. However, 100% out-
side air systems are expensive to install and operate. To provide in-
creased protection, UVGI lamps can be installed in a recirculating sys-
tem in conjunction with pleated filters to further clean the air. UV lamps

An appropriately designed, installed, and maintained in-duct UVGI sys-
tem should effectively disinfect most recirculated air and, therefore, sig-
nificantly reduce the risk of TB exposure. For TB control purposes, such
a system would be almost equivalent to a 100% outside air system.

In-duct UVGl is a useful option for a recirculating air system that serves
areas at high risk for TB transmission as well as areas with lower risk.

airflow
direction
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Installation and Monitoring

A UVGl installation should be designed and installed by an experienced professional, such
as a UVGI lamp manufacturer representative, a mechanical engineer, or a mechanical or
an electrical contractor.

The expertise and equipment required to install, monitor, and maintain the lamps may be
difficult and expensive to acquire.

Lamps are installed in a row at right angles to the airflow direction. The number and spac-
ing of the lamps should be selected to ensure that all air is exposed to the radiation. De-
tailed calculations and measurements based on airflow and duct size will be required.

The UV intensities used inside a duct can be, and should be, greater than for upper-air
UVGI because the lamps are mounted inside the ductwork, thereby reducing the risk of
UV exposure to staff and others. The required intensity of the lamps will depend on air
speed in the duct.

A duct access door, with a glass viewing window, should be provided so that the lamps
can be cleaned, checked, and replaced. (UVGI does not penetrate glass.) The duct ac-
cess door should be electrically linked to the lamps' power supply so the lamps are
switched off when the access door is opened. This will protect maintenance staff from
accidental exposure to UVGI. A warning sign alerting staff of the danger to the skin and
eyes from direct exposure to the bulbs should be posted on, or adjacent to, the viewing
window.

Monitoring and maintenance are crucial, because the intensity of lamps fades over time.
See “Routine Upkeep of Existing Central Ventilation Systems” on page 3.

Advantages and Disadvantages of In-Duct UVGI

ADVANTAGES DISADVANTAGES

30

in-duct UVGI lamps, unlike HEPA filters, do not cause a significant obstruc- UVGI lamps are a more specialized type of equip-

tion to airflow in the system. Therefore, they can remove most infectious ~ ©  mentthan almost all other components of a mechan-
particles from air but do not significantly reduce the amount of airflow. : ical system and require specialized expertise to install
: and maintain.

In-duct UVGl is usually less expensive to install and operate than a 100%
outside air system.
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FIGURE 5.

Examples of Diffusers and Grilles
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Components: Diffuser and Grille Locations

Supply air provides the heating or cooling effect. It also reduces the concentration of in-
fectious particles in a room. Generally, air is supplied by an individual diffuser in every
room but returned through just one grille.

For example, a mechanical system may provide heating to two separate dormitories in a
homeless shelter. Each dormitory may have three small diffusers in the ceiling to ensure
that the heated air reaches everyone in both rooms. A single large grille in the hallway may
return air to the heating unit. In this building, the general direction of air will be from the
diffusers, throughout the dormitories, and into the hallway to be returned to the unit.

Components: Thermostats

Room thermostats are electrical devices that control ventilation systems. They are usu-
ally mounted on a wall near a return air grille.

Many different types of thermostats are available, ranging from the very simple to pro-
grammable units with many functions. Most designs include three basic components:

e A switch that allows the thermostat to control the unit
e A thermometer that measures and displays room temperature, and

e An adjustable set point that allows the user to input the desired room temperature.

More expensive thermostats allow the user to program the fan, furnace, and air condition-
ing individually and to have different set points for weekdays and weekends.

ENVIRONMENTAL CONTROLS
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The simplest type of thermostat is a two-position switch that operates in response to
room temperature. The two positions are OFF and AUTO. When set to OFF, the unit will
not run no matter how cold or hot the room becomes. When set to AUTO, the thermostat
will turn on the fan and furnace when the room temperature, as measured by the thermo-
stat, drops below the heating set point or rises above the cooling set point. This type of
control is not recommended for TB control because the system does not operate con-
tinuously.

Checking a Ventilation System

To improve TB control and general indoor air quality, make regular checks of all ventilation
systems serving the facility. An N-95 mask should be worn in the area where AlIR air is
exhausted. Choose a staff person to be the in-house monitor for the ventilation system.

A useful tool is a list of basic information for all units in the building. The list should include
information such as ventilation unit location, rooms served by the unit, the thermostat lo-
cation, and the number and size of filters. See “Summary of Ventilation Units Worksheet”
on page 152 for a sample checkilist.

If engineering drawings are unavailable, it probably will be necessary to crawl around the
attic to see where all the ducts lead in order to find the ventilation units and identify the
areas they serve. For this task you will need a rough floor plan of the facility so you can
draw the ductwork as well as a tape measure to measure the filter size. Ducts exhausting
air from AllRs should be labeled.

Performing Checks at Ventilation Unit or Furnace
Check that:

e Unit is operating

e Unit has filters

e Filters are the pleated type

e Filters are clean

The filter bank should be located at the return grille (remove grille to check and replace the
filters), in the return ductwork, or at the unit.

Check whether an outside air intake is provided at the ventilation units. If so, check that
the damper is set to the fully open position and that the intake grille and ductwork are
clean. If there is an outside air intake, it will be on the roof or an outside wall.

Performing Checks in Rooms

e Check that each ventilation unit is working by turning on the fan at the thermostat
and observing airflow at all supply and return outlets. Hold a tissue against each
outlet to check airflow

If the outlet is supply, the tissue will be blown away from the outlet
If the outlet is exhaust or return, the tissue will be drawn toward the outlet

If the tissue does not move, the outlet is not working. The cause should be inves-
tigated

e (Check that the thermostat has a FAN ON or similar setting that allows continuous
operation of the fan
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Check that a central ventilation unit serves all occupied rooms

Check air mixing and determine directional air movement in all parts of occupied
rooms. An inexpensive and reliable way to perform these tests is to use incense
sticks to visualize air movement as described under “Checking Natural Ventila-
tion and Fans,” on page 19

Check that all outlets are clean

Check the return and exhaust air ductwork for dust and lint buildup. Return and
exhaust air often include dust and lint that become deposited and accumulate on
grilles and ductwork upstream of (before) the filter bank

Check that all exhaust fans in bathrooms and shower rooms are working

Recommendations for Existing Central
Ventilation Systems

Use pleated filters

Provide outside air intakes

Set outside air intakes to the fully open position

Use thermostats that allow continuous fan operation

Run ventilation systems continuously whenever the building is occupied

Install, if one doesn’t already exist, a pressure gauge for ventilation units that have
more than one filter

Provide natural ventilation to occupied rooms not served by ventilation systems and
to all occupied spaces at times when ventilation systems are broken or otherwise
not operating

Consider the use of in-duct UVGI as a supplement to filtration and outside air dilution

Routine Upkeep of Existing Central
Ventilation Systems

Check filters every month and replace when required. Make sure filters are installed
correctly in the filter track, not jammed into position. When a new set of filters is
installed, write the replacement date on the cardboard frame of the filter. Tracking
the average life of the filters will help in planning maintenance

Clean diffusers, grilles, and in-duct UVGI lamps every month

Clean return air ductwork with a vacuum cleaner every year. Remove grille and clean
as far back as the vacuum cleaner hose can reach

Check ventilation units and thermostats every year. Make sure that thermostats start
units and that units are running

If you have in-duct UVGI:
Check that lamps are operating
Clean lamps every month

Replace lamps at least once a year or as recommended by the manufacturer.
Dispose of used lamps as the manufacturer recommends

Keep records of all routine upkeep activities and dates

ENVIRONMENTAL CONTROLS

33



An appropriately
designed, installed,
and maintained
in-duct UVGI
system should
effectively disinfect
most recirculated
alr and, therefore,
significantly reduce
the risk of 1B
exposure from
recirculated arr.
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Recommendations for the Design of New
Central Ventilation Systems

Architects, engineers, and others designing mechanical systems for new or renovated
facilities should consider the following recommendations:

Ventilation Rate

Provide a ventilation rate of at least 12 ACH in rooms frequented by patients or clients.
Dilution ventilation is the most effective environmental control against TB transmission.
Generally, the incremental cost of increasing ventilation capacity in a new ventilation sys-
tem installation is not significant compared with the total cost of the installation’s design
and construction. 12 ACH is the minimum rate recommended by ASHRAE for waiting
rooms in health facilities. Given the rates of TB among the homeless, a shelter has com-
parable risk to a hospital waiting room.

Once-Through System or Economizer Capability

Consider using a single-pass or once-through ventilation system. This type of system
exhausts to the outside all air returned to the system, rather than recirculating a portion of
the air. If it is decided that operation of this type of system would be too expensive, then
consider providing a system that is capable of once-through operation—one that will
automatically vary the amount of return air to be recirculated depending on the tempera-
ture outdoors. If it is temperate outdoors (about 65°F), no air will be recirculated. Rather,
outdoor air will be continuously brought in to provide what is often referred to as free cool-
ing, or the economizer cycle.

Minimum Outside Air Quantity

If a recirculating system is used, a fixed minimum proportion of the supply air should be
fresh outside air. This value is usually called the minimum outside air set point. The CDC
recommends a minimum outside air supply rate of 25 cubic feet per minute (CFM) per
person for homeless shelters. ASHRAE recommends a minimum outside air change rate
of 25 CFM per person in patient rooms, 15 CFM during medical procedures, and 12 ACH
for waiting rooms in health facilities. The higher of the two airflow rates generated by
means of these criteria should be used as the minimum outside air set point.
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Air Distribution

e Provide supply and return air in each room, rather than collecting air from several
rooms at a single location. This will reduce the possibility of air currents carrying
infectious particles to other areas

¢ Design the ventilation system for good air mixing. Adequate air supply and air mixing
will greatly reduce the risk of TB transmission by diluting and removing infectious
particles. Diffuser characteristics, such as size and air diffusion pattern, should be
selected to suit the room in which diffusers are installed and the individual diffuser
location within the room

e |f the system will include ceiling diffusers, you can enhance air mixing by using the
louvered face type, rather than the perforated face type

e |f sidewall air supply grilles are used, the diffusers should be the double deflection
type, with two sets of air deflection blades. The front set of blades is vertical; the
second set behind these is horizontal. The louvers should be adjusted to provide
even airflow patterns in each room

e Return registers should be located in the same room and as far away as possible
from supply diffusers so that supply air can fully mix with room air

In-Duct UVGI

In-duct (or return-duct) UVGI may be used in a ventilation system to disinfect air removed
from a group setting before recirculation.

Advantages and Disadvantages of Central Ventilation Systems

ADVANTAGES DISADVANTAGES

e Can be effective 24 hours a day, year-round ¢ Expensive to plan, install, operate, and repair
e Controllable, adjustable, and predictable § * May be drafty and/or noisy
o Helps prevent transmission of airborne infectious diseases, ¢ Maintenance required

including TB L

e Helps control temperature, odor, and indoor air pollutants

ENVIRONMENTAL CONTROLS
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Central Ventilation System

Dan has been running an inner-city homeless shelter called You’re Welcome for the last 4 years. The
shelter is in the converted basement of a church. When he started working there, Dan noticed that it
felt stuffy most of the time.

The shelter screens clients for TB symptoms at intake and regularly tests staff for TB infection. After
several negative annual TSTs, Dan just converted his test to positive. This meant that he had acquired
TB infection sometime over the last year. He thought that he had probably become infected at work.

This prompted Dan to implement some environmental control measures, something he had been
thinking about since his first day on the job. He decided to start by taking a look at the ventilation
system.

Dan made the following assessments and improvements in a few hours, without having to call in the
service company, and equipped only with incense sticks, a screwdriver, and a tape measure.

e The existing forced-air heating system consisted of a furnace in a janitor’s closet, a single
return grille on the wall outside the closet, six ceiling supply grilles, and a thermostat

e The return grille and duct were extremely dusty. Dan removed the grille and cleaned out the
dust with a vacuum cleaner

e He opened the filter section. The filter was a flat lint-type. It was also extremely dusty and was
incorrectly installed in the filter track. Dan measured the lint filter (25" x 14" x 1") and discarded
it. He bought three replacement pleated filters from a nearby hardware store. They cost about
$5 each. He wrote the date on one of the filters and placed it in the furnace

e The thermostat had an adjustable temperature setting and three fan settings: OFF, AUTO, and
FAN ON. It was set to AUTO so the fan would come on only when the temperature dropped
below 68°F. Dan set the controls to FAN ON, and the fan in the unit came on immediately. The
improvement in ventilation was obvious

e The furnace had no outside air intake and there was no obvious way to connect one because
the unit was not close to an outside wall. To let in natural ventilation, Dan decided to keep at
least two windows open whenever the building was occupied

e Dan used some incense sticks to evaluate air movement. He was happy to see that air movement
was brisk throughout the shelter. He also confirmed airflow at each diffuser and at the grille

What steps should Dan take to ensure that routine maintenance is done for the Central
Ventilation System?
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Using UVGI to Reduce the Risk of
Spreading TB

What is UVGI?

Ultraviolet germicidal irradiation (UVGI) uses a type of radiation that has been shown to Kill
or inactivate M. tuberculosis in air. UVGI may be used to supplement ventilation as an
environmental control measure. Because UVGI can have negative short-term health ef-
fects on the skin and eyes, a safety plan should be implemented when it is used. UVGI
has two applications: in-duct UVGI and upper-air UVGI.

e In-duct UVGI is the installation of UV lamps in a return or exhaust air duct to kill any
M. tuberculosis that may be in the airstream. This is useful as a supplemental envi-
ronmental control in recirculating air systems, but is not recommended as an alter-
native to direct exhaust or HEPA filtration for AlIR exhaust. See “Components: In-
Duct UVGI” on page 29 for a detailed discussion

e Upper-air UVGI refers to the use of UV lamps directly in a room. Lamps are mounted
high on walls or suspended from the ceiling. Radiation is directed into the upper
portion of the room, where the air is disinfected. The ventilation system mixes this air
with the air in the lower part of the room, resulting in dilution of potentially contami-
nated air

e Upper-air UVGI is a useful environmental control for crowded congregate settings,
where susceptible people may have prolonged exposure to an unidentified infec-
tious TB patient. Examples are homeless shelters, emergency department waiting
rooms, and prison day rooms. See “Upper-Air UVGI” on page 38 for detailed discus-
sion of upper-air UVGI

An AlIR has a different type of transmission risk than a congregate setting. In an AlIR, the
infectious source (patient) and the individual at risk (HCW) are known. Consequently, the
HCW wears respiratory protection. The HCW is at greatest risk in close proximity to the
patient. In general, this “near field” area contains the greatest concentration of infectious
particles in the air. Although upper-air UVGI will help dilute the overall room concentration
of M. tuberculosis, it will have little beneficial effect on this near field infection risk.

If used in an AlIR, UVGI will lower the concentration of infectious particles. However, given
that staff in the AlIR wear respirators and the room air is exhausted or HEPA-filtered, the
added benefit of upper-air UVGI in an AlIR will probably not be significant.

Effectiveness of UVGI

UVGlI’s effectiveness increases with:

¢ Intensity of the radiation—depends on the wattage, condition, and age of the
lamp (the intensity of a lamp fades over time and also, to a lesser extent, as dust
accumulates on the lamp)

¢ Length of exposure time—depends on how quickly air containing infectious par-
ticles moves past the lamp

e Proximity of infectious particles to the UVGI lamp—depends on the place-
ment and number of lamps used

UVGlI’s effectiveness decreases with:

e Relative humidity—UVGI is not recommended for rooms in which the relative
humidity of the air is greater than 70%
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FIGURE 6.

Hazards of UVGI

Although UVGI can cause temporary harm to the eyes and skin, newer fixture designs
and compliance with guidelines on the use of UVGI should make it possible to use this
control measure safely and effectively.

Precautions should be taken to alert and protect the people using the room(s) in which the
UVGl is used. Facility staff should also receive appropriate education.

Upper-Air UVGI and HEPA Filter Units

Previous sections described how to improve natural ventilation in a building without a
central ventilation system and how to improve and design a central ventilation system.

In addition to ventilation, upper-air UVGI lamps and HEPA filter units can be used on a
room-by-room basis to help reduce the risk of TB transmission in a facility.

This section provides an introduction to upper-air UVGI and HEPA filters. The UVGI mate-
rial is written to help individuals working with a contracted installer to achieve a better in-
stallation. The HEPA filter unit information is provided to help individuals select and use
HEPA filter units.

Upper-Air UVGI

------------------------- Upper-air UVGl is a specialized technology that can only be used

in certain rooms. It uses UVGI lamps and room air currents to

Upper-air UVGI in a dormitory help stop the spread of TB. It is a unique infection control mea-

sure because the air is disinfected in the upper part of the room.

\

—~

It can be added on a room-by-room basis without affecting the
existing building ventilation system. Upper-air UVGI should be
considered to supplement the ventilation system in high-risk public
areas, including emergency department (ED) waiting rooms and
homeless shelters.

UV lamp fixture This section provides an overview of upper-air UVGI. Use this
suspended _ | section to determine whether it can be used in your facility, and if
from ceiling

appropriate, for advice on finding an installer and working with
the installer to plan and install the fixtures so they are safe and

\ effective.

You can also find information about evaluating an existing UVGI

installation and helping to keep staff and patients protected from
the hazards of overexposure to UV radiation.

It may take an hour or more for TB particles to be removed by
ventilation even in a room with a comfortable ventilation rate.
Adding even more ventilation will help reduce the amount of time
required to remove these particles. However, it may also be ex-
pensive to install and operate and may cause objectionable noise
and drafts. In this case, using upper-air UVGI to supplement ven-
tilation should be considered.
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e Upper-air UVGI lamps are mounted high on walls or hung from the ceiling

e Metal baffles on the fixtures are needed to ensure that the radiation is directed only
outward and upward, away from where people are in the room below

e Upper-room air is irradiated and disinfected. Cleaned air mixes with the air in the
lower part of the room and dilutes infectious particles

The clinical effectiveness of upper-air UVGI as a means to reduce the risk of TB transmission
is uncertain and can’t be measured. It varies depending on many factors, including the age
of the lamps, placement of the lamps, room configuration, and room airflow patterns.

Care must be taken in the design, installation, and maintenance of UVGI because of
safety concerns, because effectiveness can vary, and because every installation is unique.

Ensuring Safe Radiation Levels

Radiation can reach the lower occupied part of the room through reflection from the ceil-
ings and walls and perhaps directly from the fixtures.

The actual radiation levels of an upper-air UVGI installation are difficult to predict. For a
given fixture, final radiation levels will vary for every room and for different parts of the
same room. Factors that affect each installation include:

e Type of lamps used

e Effectiveness of the fixture baffles at preventing radiation from reaching occupied
areas

e | ocations of the fixtures

e Reflectivity of the walls and ceilings.

The only way to tell if an installation is safe is to measure radiation levels in the occupied
part of the room.

Measurements should be made at numerous locations and elevations where people may
be exposed for long time periods. For example, in a dormitory room, readings should be
taken at the heads of beds as well as the center and corners of the room.

Recommended Exposure Limit

The National Institute for Occupational Safety and Health (NIOSH) has published a recom-
mended exposure limit (REL) for ultraviolet energy at the UVGI wavelength, approximate-
ly 254 nanometers. The REL depends on the intensity of the radiation and the exposure
time. For an exposure time of 8 hours, the REL is 0.2 microwatt per square centimeter. /f
the exposure time is longer or shorter than 8 hours, the REL is proportionally lower or
higher.

The measured UVGI intensity should be no more than the NIOSH REL at any location.

UVGI Radiometer

Radiation levels are measured with a device called a radiometer. The radiometer should
be calibrated specifically to measure UVGI radiation.

Radiation levels at the lamps should be much greater than radiation levels in the occupied
room. Because of the difference in radiation levels, two separate meters may be required,
one to verify that the radiation levels at the lamps are high, and another to verify that ra-
diation levels in the occupied room are low.
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Determining If Upper-Air UVGI Is Suitable for a Particular Room

A room must meet the following criteria if upper-air UVGl is to be used:

Upper-air UVGI is not recommended in rooms with ceilings less than 8 feet high. The
lamps must be installed at a height of about 7 feet, sufficiently high so that people
cannot look into the lamps or bump into them

In homeless shelters using UVGI, bunk beds should not be used in dormitory rooms
unless they have very high ceilings. A client who is sitting on the top bunk of a bunk
bed may be exposed to radiation in the upper, radiated, part of the room

Room fans or a ventilation system are recommended to help mix the disinfected air
in the upper-air with the potentially contaminated air below. The fans or ventilation
system should operate continuously when the building is occupied.

Preparing for an Upper-Air UVGI Installation

Find a suitable consultant and contractor. A poorly installed upper-air UVGI system could
result in:

Harmful radiation levels in the occupied space, and

Ineffective radiation levels in the upper-air bacterial kill zone.

Specialized expertise and equipment are required to establish effective upper-air UVGI.
Only a qualified contractor, working closely with a lamp manufacturer’s representative,
should attempt the design, installation, and testing of an upper-air UVGI system.

1.

Start by contacting a number of UVGI lamp manufacturers. Ask each for the names
and addresses of some local experienced consultants and contractors.

2. The next step is to contact the suggested consultant companies or individuals.

Interview them about their experiences with previous installations.

Ask the consultant to arrange a visit to a successful installation. This will provide an
opportunity to see an existing installation and to talk with another person about his
or her experience with upper-air UVGI.

4. Talk to the contractor about the possibility of arranging a service contract for system

monitoring and replacement of the lamps after the installation.

Planning an Installation

Before installing UVGI fixtures, address the following items:

o

Locate UVGI fixtures so that radiation in the upper-air is uniform, continuous, and
complete

In the installation contract, include measurements of radiation levels after installation

Take these measurements before the job is accepted and payment is made. Submit
a written report to the owner

Until readings have been taken in the occupied zone to ensure that radiation
levels are below the NIOSH REL, the installation is not complete, and the lamps
should not be used. Readings should be taken in a number of locations corre-
sponding to where people will be exposed

Take radiometer readings at each lamp to ensure that the radiation intensity
meets the manufacturer's specifications
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e Non-reflective paint may need to be added to ceilings and walls. Some ceiling paints
can reflect too much radiation down to the occupied room below. If meter readings
indicate excessive radiation in the occupied area, the ceiling may need to be painted
with non-reflective paint. This should be included in the budget for the planned
installation. Paint containing titanium dioxide is recommended for reducing reflection
from surfaces

e Post warning signs, in all appropriate languages, on the UVGI fixtures and on the
walls. The signs should carry the following or a similar message:

CAUTION
Ultraviolet Energy

Turn off lamps before entering the upper part of the room.
( The upper part of the room is the space above the UVGI fixtures.)

e Staff, patients, or shelter clients may have concerns regarding health hazards from
UVGI. To address these concerns, provide education on the purpose, benefits, and
risks associated with upper-air UVGI. (OSHA requires staff training.) Also, consider
posting an information sheet on the wall of the room

e The on/off switch for the lamps should be accessible to appropriate staff members
but not located where patients or clients may turn off the fixtures

Checking Upper-Air UVGI

e Check radiation levels in parts of the room where people are likely to be exposed
using a radiometer. Radiation levels should be below the NIOSH REL

e [f radiation levels are too high in any location, turn off the lamp or lamps causing the
high radiation levels. To correct the problem, it may be necessary to add non-reflec-
tive paint to the ceiling and/or wall and/or to relocate or replace the fixtures

e Check that lamps are not burned out or broken. If lamps are working, they emit a
visible violet blue glow that can be seen from below

e Turn off lamps and check that lamps and fixtures are free of dust and lint

e Check that the radiation level at each fixture meets the lamp manufacturer’s recom-
mendation. Protective clothing or special equipment may be required to take these
readings without overexposing the skin or eyes to the radiation. Bulbs should be
replaced if the radiation levels are below the manufacturer’s recommended mini-
mum levels

Routine Upkeep

e Designate a staff member to be the in-house monitor for UVGI fixtures. This person
should be trained in the basic principles of UVGI operation and safety and should be
responsible for cleaning, maintaining, and replacing the lamps. This may include
regular maintenance by the engineering department, but a record should be kept of
this work

e Check and clean lamps and fixtures every 3 months. Turn off the lamps before they
are cleaned; clean with a cloth dampened with water or alcohol
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* Replace lamps once a year or as recommended by the manufacturer. The violet blue
glow emitted by a lamp is not an indicator of the lamp’s effectiveness. Take radiom-
eter readings at each new lamp to ensure that radiation levels meet the manufactur-
er's recommendations. Dispose of used lamps as recommended by the lamp man-
ufacturer

e Keep a record of all maintenance and monitoring, including radiometer readings and
dates. This will help determine the average life of the lamps. Lamps should be pur-
chased close to your planned replacement time, as prolonged storage may result in
a loss of radiation intensity

Advantages and Disadvantages of UVGI Systems

ADVANTAGES DISADVANTAGES

¢ Inexpensive to buy and operate compared ¢ Potentially hazardous to staff and people who use the rooms in which

to a central ventilation system

e Can be implemented room by room

e Limited impact on structure and mechanical

systems

e Do not cause noise or drafts

HEFA filter units
allow anyone to
Improve air quality
in any room
almost
Immediately.
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they are located
e Effectiveness uncertain
e Requires specialized expertise to install and monitor
e Each installation is site-specific
¢ Only addresses TB; does not remove dust and other particles
e Hard to tell if working
¢ Not as effective in humid rooms
e Glow from lamps may bother individuals who are trying to sleep

e Staff, patients, or shelter clients may have unwarranted fear of radiation

High Efficiency Particulate Air (HEPA) filter units

HEPA filter units are readily available machines that can be used anywhere to provide
clean air. Use this section to get an overview of HEPA filter units and to learn how to use
them effectively, to determine what type and size of unit is suitable for your facility, and to
help plan routine upkeep of HEPA filter units.

HEPA filter units allow anyone to improve air quality in any room almost immediately. No
detailed engineering knowledge is required to install or maintain HEPA units. These units
are especially useful in settings that may have inadequate or no ventilation and limited
funds for upgrades.

High efficiency filters, such as HEPA filters, remove essentially all particles in the size range
of droplet nuclei from the air that passes through them. These filters are used in self-con-
tained units to provide a source of clean air. A HEPA filter unit will provide cleaned air to
dilute infectious particles and will also remove airborne particles.

HEPA filter units are available in a variety of sizes and configurations, but all consist pri-
marily of:

e A HEPA filter to remove small particles from the air
e A prefilter to remove coarser particles and thereby prolong the life of the HEPA filter
e Afan to circulate air past the HEPA filter and into the room

e Controls, such as an on/off switch and fan speed control
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The most common types of units are portable, freestanding devices. Ceiling-mounted
and wall-mounted units are also available. Portable units have the advantage of greater
flexibility and ease of installation and service. Permanent units are less vulnerable to tam-
pering and theft, less likely to be in the way, and can’t be easily moved to a location where

they will be less effective.

The size of HEPA filter units is based on the amount of air they deliver, usually expressed

in CFM. Most units include a switch that can be used to vary the airflow.

Small, Portable HEPA filter units

Small, portable units deliver 150 to 250 CFM. Most units include a three-
position fan speed switch but no other controls. Small units are useful for
offices, on-site clinic rooms, and other smaller areas.

Small units are light enough to be easily carried around and placed on a
desktop or other surface. These units are readily available from hardware
stores and similar retail outlets.

Some small units may use high efficiency filters that do not meet the precise
requirements for HEPA filters. (A HEPA filter must remove 99.97% of par-
ticles equal to or greater than 0.3 micron in diameter.) However, TB droplet
nuclei are significantly larger than particles used to test HEPA filters, so
“near-HEPA” filters will remove the majority of particles in the size range of
TB droplet nuclei.

Large HEPA filter units

Larger units can deliver from 300 to 1,000 CFM and can be used in rooms
in which groups of people may spend time, such as TV lounges or waiting
rooms.

These units usually have wheels so they can be moved from room to room.
Controls include a fan speed switch and often a warning light to indicate
when filter replacement is recommended.

Options may include a lockable cover for the controls to prevent tampering
and an internal UVGI lamp. Because the HEPA filter removes all infectious
particles in the TB droplet nuclei size range, the UVGI offers no added
benefit.

Larger units are available from specialized medical equipment suppliers.

FIGURE 7A.

Small HEPA filter unit

FIGURE 7B.

Large HEPA filter unit
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Recommendations for HEPA Filter Unit Selection

HEPA Filter Operation

Provide portable HEPA filter units for all unventilated rooms frequented by patients
or shelter clients unless the rooms have an operable window or door that is usu-
ally kept open

Place small units off the floor and next to staff so that the purified air generated
by the filter units is delivered close to the faces of the people that they are used
to protect. Consider the HEPA filter unit primarily as a source of clean air and
secondly as a removal device for contaminated air

Place units evenly throughout crowded rooms so that air movement can be felt
in all parts of the room

Select each unit based on the airflow it produces when it is running at or near the
low-speed setting. HEPA filter units can be noisy when running at the higher
speed settings. For this reason, people tend to operate them at low or medium
speeds in small rooms during interviews. However, at lower speeds, the dilution
effect is reduced because the units do not provide as much purified air

Operate HEPA filter units continuously while rooms are occupied by patients or
shelter clients and for approximately 1 hour after they leave

HEPA Filter Unit Selection

Select HEPA filter units to provide an air change rate of at least 6 ACH. See “What
Does Air Change Mean?” in Appendix K on page 156 for a more detailed descrip-
tion of room air change rates. ASHRAE recommends the minimum air change
rate of 12 ACH for waiting rooms and 6 ACH for exam rooms in health facilities.
Given the rate of TB among the homeless, a group room is comparable to a
hospital waiting room, and an interview room is comparable to an exam room

Make unit selection based on the HEPA filter unit’s published airflow at low speed.
For example, if the manufacturer’s data rate a unit’s three speeds as 100, 150,
and 200 CFM, select the unit based on 100 CFM

Units may deliver less than the manufacturers’ listed airflow, and output may
decrease as the filters load up. To compensate for this, add a safety factor of
25% to the required airflow. The additional cost of buying a unit with more capac-
ity is usually not significant compared to the cost of the unit

The “HEPA Filter Selection” table below lists recommended airflow and minimum HEPA
filter unit sizes for some sample room volumes.

TABLE 2.

HEPA Filter Selection Table

Use this table to select a HEPA filter unit based on measured room volume. The recommended safety factor is included.

‘ ROOM VOLUME

800 ft®
1,000 ft®
1,500 ft®
2,000 ft®
4,000 ft®

8,000 ft*
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AIRFLOW REQUIRED FOR 6 ACH LISTED MINIMUM AIRFLOW ‘

80 CFM 100 CFM
100 GFM 130 CFM
150 CFM 190 CFM
200 CFM 250 CFM
400 GFM 500 GFM
800 CFM 1,000 CFM
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e Room volume (first column) is room length times width times ceiling height. For
example, a room that is 8 feet wide by 8 feet long with a 10-foot-high ceiling will
have a volume of 640 cubic feet. A tape measure is required to measure room
dimensions

e Six (6) ACH (second column) is the minimum recommended air change rate
The required airflow in CFM to achieve this air change rate is calculated as follows:
(Room volume x 6 ACH) /60 minutes per hour = airflow in CFM)

e The listed minimum airflow (third column) is the minimum rated airflow of a HEPA
filter unit. The recommended 25% safety factor is included. Most HEPA filters include
a switch that adjusts the airflow from a fixed minimum (low setting) to a fixed maxi-
mum (high setting). Because of the increased noise, people tend to use the units at
the low setting. Therefore, the low setting should be the basis for unit selection

Example: Assume an 800-cubic-foot room volume. A unit that lists airflows as
100/150/200 CFM would be preferable to a unit that lists airflows of 50/100/150
CFM because it will provide the recommended airflow at the low (quieter)
setting

Routine Upkeep of HEPA Filters

e Designate a staff person to be the in-house monitor of the HEPA filter units. This
person should be aware of the basic principles of HEPA filter unit operation, includ-
ing effective placement and maintenance. This person should also implement a
written schedule for changing the prefilters and HEPA filters

e Maintenance consists of replacing the prefilter and the HEPA filter at regular inter-
vals. The manufacturer’s data should explain how this is done. In general, replace
the prefilters every 6 months, and replace the HEPA filters every 1 or 2 years.
Actual replacement time will depend mainly on how often the units are used and
how dusty the room air is

Advantages and Disadvantages of HEPA Filter Units

ADVANTAGES DISADVANTAGES

e Can be implemented almost immediately ¢ Unpredictable because, if controls are accessible,
patients, shelter clients, or staff members may turn
them down or off; also, they may move or unplug the

e Can be implemented room by room

e Relatively inexpensive to plan, install, and maintain units

e Have adjustable airflow rate e Can be drafty and noisy

e Can be portable * Do not bring in outside air

e Remove other indoor air pollutants, such as dust and ¢ Do not filter out odors
allergens :

* Do not require costly equipment to evaluate
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HEPA Filter Unit

Catherine is a case manager in an inner-city homeless shelter. As part of her work she interviews
about six new clients every week. Her office has no ventilation and no window to the outdoors. Be-
cause clients have not been medically screened and because of the lack of ventilation, she is con-
cerned about TB transmission. The clinic manager has set aside $150 to buy a HEPA filter unit for the
office once Catherine can tell her what size of unit she would like.

Catherine wants a unit that will provide an air change rate of at least 6 ACH. She gets out a tape
measure and a calculator so she can estimate a suitable HEPA filter unit airflow based on the room’s
volume.

She measures the room. It is 8 feet wide by 10 feet long. The ceiling is 9 1/2 feet high. She then cal-
culates the room volume:

Room volume = width X length X height
= 8X10X9.5

= 760 cubic feet

Airflow required for 6 ACH = room volume X 6 ACH
= 760 X6

= 4,560 cubic feet per hour

4,560
60 cubic feet per minute (CFM)
= 76 CFM

The actual airflow may be less than advertised. To compensate, Catherine adds a 25% safety factor
to get a required airflow of 95 CFM.

76 CFM X 1.25 = 95CFM

Most units have an adjustable speed setting. They become noisier at the higher speeds. Catherine
plans on running the unit at low speeds during interviews, so she decides to select a HEPA filter unit
with a low-speed setting of at least 95 CFM.

Should Catherine aim to achieve 6 ACH or a higher rate? Why?
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Patients who are at high risk for TB often receive care at public health and commu-
nity clinics prior to diagnosis and treatment. Clinic funding does not generally allow
for facility renovation or installation of special ventilation. Furthermore, clinic staffing
does not always include experienced infection control, occupational health, or me-
chanical engineering personnel, which often places clinic staff and other patients at
increased risk of exposure to TB.

To help reduce the risk of exposure to TB, clinics should have a TB infection control
plan (ICP) in place that is part of the overall infection control program. This section of
the manual describes the problems faced by clinics, how to develop and maintain an
effective TB ICP, and how to reduce the risk of TB exposure for clinic staff.

TB Infection Control Plans (ICP)

Employers who fall within the scope of federal or state OSHA TB compliance require-
ments must establish and comply with an effective written TB ICP. The TB ICP must
contain information about how that facility:

Defines employees who are at risk of occupational TB exposure

Identifies suspected or confirmed TB cases

Isolates or controls exposures when a suspected or confirmed infectious TB patient
is identified

Minimizes employee exposure to TB

Alerts employees to hazards

Screens employees for TB

Conducts follow-up of employees exposed to TB

Protects employees during high-risk procedures

Uses environmental controls to reduce the likelihood of TB exposure
Maintains environmental controls

Uses respirators (a written respiratory protection program is also required)

Provides employees with TB training

All of the above information must be specific to the facility and available to any employee
who requests it. The effectiveness of the ICP should be evaluated annually and following
any occupationally-acquired employee TB infection.
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Meeting Regulatory Requirements

Efforts have been made to ensure that this TB ICP section of the manual includes appli-
cable recommendations from the CDC and meets existing standards set by regulatory
agencies such as OSHA and Cal/OSHA. Although this manual addresses the most im-
portant issues in clinic TB control efforts, it may not address every issue of interest to all
regulatory agencies.

Because regulations vary from county to county and from state to state, each facility
should review its local and state regulations before finalizing its TB ICP. Each facility must
also ensure that the final ICP accurately reflects current practices and the environmental
controls of its clinic building.

Facility Risk Assessment

Assessing your facility’s risk for M. tuberculosis transmission is the first step in developing
an ICP. The CDC and OSHA recognize that this risk is not equal in all facilities. The risk
level will vary depending on the population served, the type of building, the procedures
performed, community/facility prevalence, and other factors. Clinics may be located in
buildings converted from business offices and grocery stores, or in new structures built
specifically for the delivery of healthcare services. The TB risk level of the population treated
and the community itself will vary. Some clinics perform high-risk procedures, such as
sputum induction and bronchoscopy, and some do not. All these factors affect the likeli-
hood of M. tuberculosis transmission in a facility, and therefore, the level of TB control in-
tervention required. The frequency of screening HCWs for TB, use of respirators, and fa-
cility use of environmental controls such as AllRs, will influence the risk level of the facility.

Determining the Facility’s Risk

Assessing the risk level of your facility will help determine the level of TB control needed in
the following areas:

e Employee TB screening
e Environmental controls

e Respiratory protection

Guidance on performing a complete risk assessment can be found on pages 9-10 and
the revised version of Appendix B: TB Risk Assessment Worksheet, of the CDC Guide-
lines. The CDC notes that a medium-risk category is warranted if drug-resistant TB has
occurred in the community or facility, or if there is a relatively high prevalence of HIV infec-
tion among patients or HCWs. The CDC Guidelines also recommend that facilities be
classified as medium-risk if cough-inducing procedures (e.g., sputum induction, bron-
choscopy, and administration of aerosolized medications) are performed on patients who
may have TB disease. Read the entire TB ICP and review the available options. If it is
determined that a facility is medium-risk, select options that provide the greatest protec-
tion to staff and patients. Low-risk facilities are free to select these more protective op-
tions, if desired.

Please consult Appendix B (revised version) of the CDC guidelines to determine the risk
level for your facility. Use the worksheet on page 53 of this manual to identify who is re-
sponsible for the various controls in the TB ICP.

CLINICS

Low-risk facilities
are free to select
these more
protective options,
if desired.
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TABLE 3.

Excerpt from CDC guidelines Appendix C:

Risk classifications for health-care settings that serve communities with high incidence of
tuberculosis (TB) and recommended frequency of screening for Mycobacterium tuberculosis
infection among health-care workers (HCWs)*

Risk classificationt

Potential
Setting Low risk Medium risk ongoing transmission$
Inpatient <200 beds <3 TB patients/year >3 TB patients/year Evidence of ongoing

M. tuberculosis transmission,
regardless of setting

Inpatient >200 beds <6 TB patients/year >6 TB patients/year

Outpatient; and <3 TB patients/year >3 TB patients/year
nontraditional
facility-based

TB treatment Settings in which Settings in which
facilities « persons who will be treated have been demonstrated to + persons with TB disease
have latent TB infection (LTBI) and not TB disease are encountered
+ a systemis in place to promptly detect and triage persons « criteria for low risk is not
who have signs or symptoms of TB disease to a setting in otherwise met

which persons with TB disease are treated
+ no cough-inducing or aerosol-generating procedures are

performed
Laboratories Laboratories in which clinical specimens that might contain Laboratories in which clinical
M. tuberculosis are not manipulated specimens that might contain
M. tuberculosis are
manipulated
Recommendations for Screening Frequency
Baseline two-step Yes, for all HCWSs upon hire Yes, for all HCWs upon hire Yes, for all HCWs upon
TST or one BAMTT hire
Serial TST or BAMT No** Every 12 monthstt As needed in the
screening of HCWs investigation of potential
ongoing transmission8$
TST or BAMT Perform a contact investigation (i.e., administer one TST as soon as possible at the time of exposure, and, if the TST result is
for HCWs upon negative, place another TST 8-10 weeks after the end of exposure to M. tuberculosis) 1l

unprotected
exposure to
M. tuberculosis

* Health-care workers (HCWSs) refers to all paid and unpaid persons working in health-care settings who have the potential for exposure to
M. tuberculosis through air space shared with persons with TB disease.

T Settings that serve communities with a high incidence of TB disease or that treat populations at high risk (e.g., those with human immunodeficiency virus
infection or other immunocompromising conditions) or that treat patients with drug-resistant TB disease might need to be classified as medium risk, even if
they meet the low-risk criteria.

§ A classification of potential ongoing transmission should be applied to a specific group of HCWs or to a specific area of the health-care setting in which
evidence of ongoing transmission is apparent, if such a group or area can be identified. Otherwise, a classification of potential ongoing transmission should
be applied to the entire setting. This classification should be temporary and warrants immediate investigation and corrective steps after a determination has
been made that ongoing transmission has ceased. The setting should be reclassified as medium risk, and the recommended timeframe for this medium risk
classification is at least 1 year.

I Al HCWs should have a baseline two-step tuberculin skin test (TST) or one blood assay for M. tuberculosis (BAMT) result at each new health-care setting,
even if the setting is determined to be low risk. In certain settings, a choice might be made to not perform baseline TB screening or serial TB screening for
HCWs who 1) will never be in contact with or have shared air space with patients who have TB disease (e.g., telephone operators who work in a separate
building from patients) or 2) will never be in contact with clinical specimens that might contain M. tuberculosis. Establishment of a reliable baseline result can
be beneficial if subsequent screening is needed after an unexpected exposure to M. tuberculosis.

** HCWSs whose duties do not include contact with patients or TB specimens do not need to be included in the serial TB screening program.

1 The frequency of testing for infection with M. tuberculosis will be determined by the risk assessment for the setting.

§§ During an investigation of potential ongoing transmission of M. tuberculosis, testing for M. tuberculosis infection should be performed every 8—10 weeks until
lapses in infection controls have been corrected and no further evidence of ongoing transmission is apparent.

% Procedures for contact investigations should not be confused with two-step TST, which is used for newly hired HCWs.
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Responsibility

Use the following worksheet to identify who is responsible for the various controls in the
TBICP. In the first column, insert the appropriate name, position or committee responsible
for that control.

POSITION / COMMITTEE RESPONSIBLE RESPONSIBILITY

Ensure full compliance with the provisions of this TB ICP

Perform risk assessment annually; review and revise TB ICP
as needed

Review and approve facility risk assessment and TB ICP

Educate and document facility-wide TB education

Monitor compliance with TB ICP and report compliance
issues for resolution

Develop and implement TB screening program for
employees, physicians, and volunteers

Monitor and maintain environmental controls

All Employees Comply with all elements of the TB ICP, including attending
education sessions, obtaining required screening, using
respirators when indicated, using safe work practices, and
reporting all TB exposures

Administer and maintain the Respiratory Protection
Program

Note: Delete the last row if your classification is low-risk, all patients with TB disease are
immediately transferred to another location, and you elect to not use respirators.
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Employee Categories at Risk

All employees working in the clinic who share air with patients who may have infectious
TB are considered to be at risk for TB exposure. Review the following list of at risk em-
ployee categories and determine which categories apply to your facility:

Counselors and interviewers

Engineering and building maintenance staff
Housekeeping personnel who work in the clinic
Laboratory staff

Medical records or clerical staff, if work area is within clinic or is ventilated by clinic
ventilation system

Nurses and medical assistants

Patient-care personnel who provide directly observed therapy (DOT) or visit patients
in their homes

Physicians

Radiology staff

Registration staff

Security guards who spend time in clinic

Volunteers who will spend more than 6-8 hours in the setting cumulatively working
with persons who may have TB

Registry and Contract Personnel

[ )

Clinic management should ensure that registry and contract personnel in any of the
above categories have received TB education, TB screening, and respirator fit test-
ing (if needed) from their employer

Clinic supervisors will provide these employees with any clinic-specific TB control
information necessary for them to safely perform their work

Registry or other employer, and the employee, should be notified in writing of all
exposures

Administrative Controls

This TB ICP is based on a hierarchy of three levels of controls: administrative controls,
environmental controls, and respiratory protection. Administrative controls, the first level of
the hierarchy, are intended to reduce the risk or exposure to persons with infectious TB.

Administrative controls include:

Assigning responsibility for the TB ICP

Conducting a TB risk assessment of the setting
Implementing work practice controls

Training, educating, and counseling employees about TB
Screening employees for TB infection and disease

Developing and implementing TB control policies and procedures to ensure prompt
identification, isolation, evaluation, and treatment of persons likely to have TB
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Work Practice Controls

Definition of a Suspected Infectious TB Patient

An individual will be suspected of having infectious TB (unless the individual’s condition
has been medically determined to result from a cause other than TB) if it is determined
that the individual:

e |s known, or with reasonable diligence should be known, to have TB infection and
has signs and symptoms of pulmonary or laryngeal TB, or

e Has a positive acid-fast bacilli (AFB) sputum smear, or

e Has a persistent cough lasting 3 or more weeks and one or more symptoms of TB
disease (e.g., fever, night sweats, fatigue, unexplained weight loss, bloody sputum
[hemoptysis]), or

e Has been started on antituberculosis medications for clinical suspicion of active
pulmonary or laryngeal TB, but has completed less than 2 weeks of treatment or
has not demonstrated clinical response.

Your clinic may serve persons with additional symptoms or risk factors including HIV in-
fection, homelessness, alcoholism or drug abuse, poor nutrition, or medical conditions
that increase the risk of progression from LTBI to TB disease. A definition that is applicable
to your clinic should be included in your TB ICP.

Early Identification

Efforts to identify suspected or confirmed infectious TB patients will begin as soon as the
patient enters the clinic. All clinic personnel are encouraged to identify patients who are
coughing. Registration personnel are encouraged to ask simple questions such as, “How
long have you had that cough?” or “Do you have any symptoms other than your cough?”
Patients with coughs lasting more than 3 weeks, or who have other signs and symptoms
of TB will be immediately referred to triage personnel.

Triage personnel can use a written questionnaire to assist in the early identification of
persons with suspected or known infectious TB. Rapid identification of these patients will
enable staff to mask or isolate them as necessary. See page 146 and page 155 for tools
that you can use for this identification process.

The TB ICP will document the risk level and/or practice at your facility. Choose one of the
following paragraphs for this documentation:

e This clinic has been assessed as a low-risk facility for M. tuberculosis transmission.
Patients will not be screened for TB unless they have signs or symptoms of TB.

e This clinic has been assessed as a medium-risk facility for M. tuberculosis trans-
mission. Any patient with symptoms of TB or known HIV infection will be screened
for TB.

If the risk level of the clinic is ever determined to be potential ongoing transmission of
M. tuberculosis, all patients presenting to the clinic for service will be screened for TB
symptoms and risk factors. This is a temporary risk classification that requires immediate
investigation and corrective steps. After determination is made that ongoing transmission
has ceased, the clinic will be reclassified as medium-risk and maintain that classification
(medium-risk) for 1 year.

CLINICS
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Patient Respiratory Protection

Individuals with suspected or known infectious TB should wear a surgical mask when not
in an AlIR or a local exhaust ventilation (LEV) enclosure. The purpose of the mask is to
block aerosols produced by coughing, talking, and breathing. Patients will be monitored
to ensure compliance, and masks will be changed when damp.

Isolating Persons with Suspected Infectious TB

Masked patients will be escorted to a private waiting area, exam room, or other room to
prevent transmission and avoid embarrassment and concern. The TB ICP should identify
which rooms have been designated for isolation of persons with suspected or known in-
fectious TB.

The following are examples of paragraphs you can include:

e Room(s) has/have been designated for isolation of persons with suspected or
known infectious TB. This room is under negative pressure; exhausts directly out-
side, away from air intake vents, operable windows, and doors; and has at least __
___ACH. The room door will be closed when occupied by a person with suspected
or known infectious TB. A sign will be placed to alert staff to use proper precautions.
The sign will read: “STOP, CHECK WITH NURSE BEFORE ENTERING, WEAR RES-
PIRATOR TO PROTECT YOUR LUNGS.” A sign will be placed on the door to indi-
cate when the room will be safe for use after the patient leaves

Note: Twelve (12) ACH is the minimum ventilation rate recommended by the CDC
for new or renovated AllRs, and where portable HEFA filtration units are used. CDC
allows 6 ACH for existing AllIRs, but recommends that this be increased to 12 ACH
“where feasible.” In general, 12 ACH is usually feasible. It should be noted that, even
for existing rooms, 6 ACH may not satisfy local requirements. See Appendix G on
page 150 for a worksheet to calculate room clearance time. See Appendix L on
page157 for sample room signs

e Room(s) has/have been designated for segregation of persons with suspect-
ed or known infectious TB. These rooms have been selected because they are
located away from immunocompromised patients and young children. Since these
rooms do not meet the CDC criteria for All, patients will be masked and supervised
for compliance with masking. The room door will be closed when occupied by a
person with suspected or known infectious TB. A sign will be placed on the door
that reads: “PATIENT UNDER RESPIRATORY PRECAUTIONS.” A small portable
HEPA filter will run in the room when it is occupied by a person with suspected or
known infectious TB. The HEPA unit will run for minutes after the patient
leaves. A sign will be placed on the door to indicate when the room will be safe for
use after the patient leaves

In addition, the TB ICP should identify where warning signs are stored. This location
should be close to the AlIR and accessible to all employees.

Fast Tracking

A person with suspected or known infectious TB in need of a medical test or procedure
will be accompanied to other departments and will not wait in occupied waiting rooms.
Communicating with the receiving department prior to the patient’s arrival will minimize
delays.

For example, a suspected infectious TB patient who needs a chest x-ray will be masked
and escorted to the radiology department. The escort is provided to ensure that the pa-
tient does not remove the mask or get lost. The receiving department will be notified prior
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to patient arrival. Staff will be ready to perform the x-ray immediately to avoid possible
exposure of other patients and staff.

Whenever possible, tests such as electrocardiograms and specimen collection for labora-
tory analysis will be performed where the isolated or segregated patient is located, further
reducing the risk of transmission to other patients and staff.

Delay of High-Risk Procedures

High-risk (cough-inducing) procedures, which are not immediately required for diagnosis
or treatment, will be delayed until the person with suspected or confirmed infectious TB is
no longer contagious.

Covering Coughs

Tissue dispensers are placed within reach of patients throughout the facility. Signs are
placed in all waiting areas to remind patients to “Cover Your Cough” (see Appendix L on
page 157 for sample signs).

Nursing and registration staff have been trained, and are encouraged, to provide tissues
and remind patients to cover coughs.

Transfer of Suspected or Confirmed Infectious TB Patients
If your facility needs to transfer suspected or confirmed infectious TB patients, include a

section in the TB ICP on how to handle those patients. For example:

This facility does not have an AllR. All patients with suspected or known infectious TB
are transferred to , a facility with AlIR(s).

While awaiting transfer, persons with suspected or known infectious TB will wear

surgical masks and will remain isolated in room , which has been designated

for this purpose.

Employee Education

TB prevention training for employees is provided as mandated by OSHA and recom-
mended by the CDC. Training is offered to employees upon employment during regular
work hours and annually thereafter.

The employee signs a training record sheet at the end of the session to acknowledge
understanding of information described in the learning objectives. See Appendix | “TB
Infection Control Training Record” on page 154 for a sample sign-off sheet.
The following topics are included in employee TB education:

e Where to get a copy of the TB ICP if desired

e Groups at risk for occupational TB, especially immunocompromised workers

e Modes of M. tuberculosis transmission

e Symptoms of TB

e TB screening and treatment for LTBI

e MDRTB

e Procedure for isolating persons with suspected or known infectious TB

CLINICS

Whenever possible,
tests such as
electrocardiograms
and specimen
collection for
laboratory analysis
will be performed
where the isolated
or segregated
patient is located,
further reducing the
risk of transmission
to other patients
and staff.
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e Employer and employee responsibilities under the TB ICP

e Use and limitations of methods that will prevent TB transmission, including administra-
tive and work-practice controls, environmental controls, and respiratory protection

e Reuse and disposal of respirators

The educational session includes an opportunity for interactive questions and answers
with the instructor.

Employees Required to Attend TB Prevention Education

Identify the persons who work in increased-risk environments and are required to attend
TB prevention education. If you choose to educate all employees, specify that in the TB ICP.

All employees listed on page 54 who may work with persons with suspected or confirmed
TB should be included in the TB education and training.

Employees Who Are Not Required to Attend TB Prevention
Education

Identify the individuals who are not mandated to attend TB education, as they are not at
increased risk for M. tuberculosis transmission:

e Qutdoor security guards
e Equipment repair personnel who primarily work off-site

e (Clerical staff who work off-site or in a separately ventilated clinic area

If you choose to educate all employees, the identification of these employees will not be
needed. If some of these categories do not exist in your facility, do not include them in
your TB ICP.

Educational Record Maintenance

Educational records will include the class topic, name and qualifications of the instructor,
employee name, position, department, and date and time of educational program. To
document that the employee attended the training session, the employee must sign the
training record sheet. Records will be maintained for 3 years.

Pre-placement and Periodic Employee
Screening

All employees, physicians, and volunteers who have potential for exposure to M. tubercu-
losis will be screened for TB at hire, and at least annually thereafter by TST or IGRA, if
indicated by the settings’ TB IC policies or TB risk classification, and complete a TB
symptom review questionnaire. For a sample HCW screening questionnaire, please see
Appendix E on page 147. Contract employees and students must provide proof of TB
screening that meets this facility’s requirements prior to assignment. The clinic’s policies
will specify which method of TB testing will be used in the setting (TST or IGRA). Follow
the content provided here that is specific for the selected testing method. Either method
is acceptable for diagnosing LTBI. However, the IGRA method requires different equip-
ment, laboratory, and courier service to ensure prompt and proper processing of the
blood specimens.

TUBERCULOSIS INFECTION CONTROL: A PRACTICAL MANUAL FOR PREVENTING TB



TB Symptom Screen

All employees, physicians, and volunteers will be screened at hire and at least annually for
TB symptoms such as:

e Cough lasting more than 3 weeks
e Fever

e Night sweats

e Fatigue

e Unexplained weight loss

e Hemoptysis (bloody sputum).

TB symptom screen will be repeated annually by all employees regardles