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Instructions:

Fill out the facility TB assessment once (It’s filled out except for your county’s level of
infection.) That shows that your facility risk. Most dental offices are considered “low
risk”.

After that, fill out the individual risk assessments to see if any individual is at higher risk
than the general facility. Then, perform individual risk assessments in the future if
circumstances change.

The policies and procedures for TB are in the back of this document. Place all of this in
your OSHA notebook.



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

Setting Administrative controls” Environmental controlst Respiratory-protection controls8

Outpatient Settings in Which Patients with Suspected or Confirmed Infectious TB Disease are Expected to be Encountered

Dental-care settings « If possible, postpone dental + Treat patients with suspected or * For dental staff performing
procedures of patients with confirmed infectious TB disease in a procedures on a patient with
suspected or confirmed infectious room that meets requirements for suspected or confirmed infectious
TB disease until the patient is an All room (see Supplement, TB disease, at least N95 disposable
determined not to have TBdisease Environmental Controls; Table 2). respirators should be worn.
or to be noninfectious. + Air-cleaning technologies such as

HEPA filtration and (e.g., HEPA
filtration and UVGI) can be usedto
increase the number of equivalent
ACH (see Supplement,
Environmental Controls).

Please note: All patients with suspected TB infection are immediately referred
out for treatment and are allowed back into the facility only after they have
received medical clearance. If they need emergency dental treatment before
they are cleared, they are referred to a dental facility that has proper
environmental controls.



Appendix B. Tuberculosis (TB) risk assessment worksheet

This model worksheet should be considered for use in performing TB risk assessments for health-care settings and nontraditional facility-based settings.
Facilities with more than one type of setting will need to apply this table to each setting.

N

Scoring: v orY =Yes XorN=No NA =NotApplicable

1. Incidence of TB (See attached form)

a. What is the incidence of TB in your community (county or region served by the health-care

setting), and how does it compare with the state and national average?

. What is the incidence of TB in your facility and specific settings, and how do those rates

compare? (Incidence is the number of TB cases in your community during the previous year.
A rate of TB cases per 100,000 persons should be obtained for comparison.)* This information
can be obtained from the state or local health department.

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

outpatient)?

1) If yes, how many are treated in your health-care setting in 1 year? (Review laboratory data,
infection-control records, and databases containing discharge diagnoses for this
information.)

2) If no, does your health-care setting have a plan for the triage of patients with suspected or
confirmed TB disease? YES-SEE ATTACHED PLAN

. Currently, does your health-care setting have a cluster of persons with confirmed TB disease

that might be a result of ongoing transmission of Mycobacterium tuberculosis? NO

2. Risk Classification

a. Inpatient settings N/A

1) How many inpatient beds are in your inpatient setting?

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

3) Depending on the number of beds and TB patients encountered in 1 year, what is the risk
classification for your inpatient setting?

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

. Outpatient settings

1) How many TB patients are evaluated at your outpatient setting in 1 year? (Review
laboratory data, infection-control records, and databases containing discharge diagnoses
for this information.)

2) Is your health-care setting a TB clinic? (If yes, a classification of at least medium risk is
recommended.)

3) Does evidence exist that a high incidence of TB disease has been observed in the
community that the health-care setting serves?

4) Does evidence exist of person-to-person transmission in the health-care setting? (Use
information from case reports. Determine if any TST or blood assay for M. tuberculosis
[BAMT] conversions have occurred among health-care workers [HCWSs].)

5) Does evidence exist that ongoing or unresolved health-care—associated transmission has
occurred in the health-care setting (based on case reports)?

6) Does a high incidence of immunocompromised patients or HCWs in the health-care setting exist?

7) Have patients with drug-resistant TB disease been encountered in your health-care setting
within the previous 5 years?

8) When was the first time a risk classification was done for your health-care setting?
9) Considering the items above, would your health-care setting need a higher risk classification?

Rate
Community:
State:
National: 7174 cases in 2020 (rate
of 2.2/100,000)

No. patients
Year Suspected Confirmed
1 year ago 0 0
2 years ago 0 0
5 years ago 0 0

Quantity

Previous year
5 years ago

__ Lowrisk
__ Mediumrisk
___ Potential ongoing transmission

Previous year 0
5years ago 0

Year encountered

Date of classification



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

N

Low risk

Y

10) Depending on the number of TB patients evaluated in 1 year, what is the risk classification
for your outpatient setting (see Appendix C)?

11) Does your health-care setting have a plan for the triage of patients withsuspected or
confirmed TB disease? SEE ATTACHED PLAN

c. Nontraditional facility-based settings

1) How many TB patients are encountered at your setting in 1 year?

2) Does evidence exist that a high incidence of TB disease has been observed in the
community that the setting serves?

3) Does evidence exist of person-to-person transmission in the setting?
4) Have any recent TST or BAMT conversions occurred among staff or clients?

5) Is there a high incidence or prevalence of immunocompromised patients or HCWs in the setting?

6) Have patients with drug-resistant TB disease been encountered in your health-care setting
within the previous 5 years?

7) When was the first time a risk classification was done for your setting?

8) Considering the items above, would your setting require a higher risk classification?

9) Does your setting have a plan for the triage of patients with suspected or confirmed TB
disease?

10) Depending on the number of patients with TB disease who are encountered ina nontraditional
setting in 1 year, what is the risk classification for your setting (see Appendix C)?

3. Screening of HCWs for M. tuberculosis Infection
a. Does the health-care setting have a TB screening program for HCWs?
If yes, which HCWs are included in the TB screening program? (check all that apply)

X Low risk
__ Medium risk
__ Potential ongoing transmission

Previous year 0

5yearsago 0

Year encountered

Date of classification

X__ Lowrisk
Medium risk
Potential ongoing transmission

x All employees are screened at the time of initial employment and/or after an exposure incidence

b. Is baseline skin testing performed with two-step TST for HCWs (yes, at time of initial emp)
c. Is baseline testing performed with QuantiFERON®-TB or other BAMT for HCWs?

d. How frequently are HCWs tested for M. tuberculosis infection?

e. Are M. tuberculosis infection test records maintained for HCWs?

f. Where are test records for HCWs maintained? With employee health records

g. Who maintains the records?

h. If the setting has a serial TB screening program for HCWs to test for M. tuberculosis infection,
what are the conversion rates for the previous years?T N/A

i. Has the test conversion rate for M. tuberculosis infection been increasing or decreasing, or has
remained the same over the previous 5 years? (check one)

Frequency INIT EMPL/EXPOSURE,

___Increasing it
Decreasing
Xx__ No change in previous 5years






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

N j. Do any areas of the health-care setting (e.g., waiting rooms or clinics) or any group of HCWs Rate

(e.g., laboratory workers, emergency department staff, respiratory therapists, and HCWs who
attend bronchoscopies) have a test conversion rate for M. tuberculosis infection that exceeds
the health-care setting’s annual average? If yes, list.

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

4. TB Infection-Control Program

Y a. Does the health-care setting have a written TB infection-control plan?

b. Who is responsible for the infection-control program? OSHA OFFICER

c. When was the TB infection-control plan first written? 2005

d. When was the TB infection-control plan last reviewed or updated? ANNUALLY

e

. Does the written infection-control plan need to be updated based on the timing of the previous
update (i.e., >1 year, changing TB epidemiology of the community or setting, the occurrence of
a TB outbreak, change in state or local TB policy, or other factors related to a change in risk for
transmission of M. tuberculosis)? NEVER HAD OUTBREAKS-LOW RISK FACILITY

N f. Does the health-care setting have an infection-control committee (or another committee with
infection-control responsibilities)? ALL INFECTION CONTROL ISSUES HANDLED BY
OSHA OFFICER

1) Ifyes, which groups are represented on the infection-control committee? (check all that apply)

__ Physicians ___Health and safety staff
_ Nurses ___Administrator
__ Epidemiologists ___Risk assessment
__ Engineers ___Quality control
Pharmacists ___Others (specify)
__ Laboratory personnel
2) If no, what committee is responsible for infection control in the setting? OSHA OFFICER Name

5. Implementation of TB Infection-Control Plan Based on Review by Infection-Control
Committee (no committee-OSHA control officer implements all infection control
plans, with consultation with doctor and other employees, if necessary)

Y a. Has a person been designated to be responsible for implementing an infection-control plan in
your health-care setting? If yes, list the name. (OSHA CONTROL OFFICER)

b. Based on a review of the medical records, what is the average number of days for the following:

c. __ Presentation of patient until collection of specimen.

Specimen collection until receipt by laboratory.

Receipt of specimen by laboratory until smear results are provided to health-care provider.
Diagnosis until initiation of standard antituberculosis treatment.

Receipt of specimen by laboratory until culture results are provided to health-care provider.

Receipt of specimen by laboratory until drug-susceptibility results are provided to health- Means

care provider.

Receipt of drug-susceptibility results until adjustment of antituberculosis treatment, if Mechanisms
indicated.

Admission of patient to hospital until placement in airborne infection isolation (All).

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

e. What mechanisms are in place to correct lapses in infection control? IMMEDIATELY
CORRECTED

Y e.Based on measurement in routine QC exercises, is the infection-control plan being properly
implemented?

Y f. Is ongoing training and education regarding TB infection-control practices provided for HCWs?




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)*

Setting

Risk classificationt

Low risk

Medium risk

Potential
ongoingtransmission®

Inpatient <200 beds

Inpatient >200 beds

Outpatient; and

<3 TB patients/year

<6 TB patients/year

<3 TB patients/year

>3 TB patients/year

>6 TB patients/year

>3 TB patients/year

Evidence of ongoing
M. tuberculosis transmission,
regardless of setting

nontraditional

facility-based

TB treatment Settings in which
facilities + persons who will be treated have been demonstrated to
have latent TB infection (LTBI) and not TB disease
+ asystem is in place to promptly detect and triage persons
who have signs or symptoms of TB disease to a setting in
which persons with TB disease are treated
* no cough-inducing or aerosol-generating procedures are
performed

Settings in which

« persons with TB disease
are encountered

« criteria for low risk is not
otherwise met

Laboratories Laboratories in which clinical specimens that might contain

M. tuberculosis are not manipulated

Laboratories in which clinical
specimens that mightcontain
M. tuberculosis are
manipulated

Recommendations for Screening Frequency

Baseline two-step Yes, for all HCWs 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
screening of HCWs

As needed in the
investigation of potential

ongoing transmission%8

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) "

unprotected

exposure to

M. tuberculosis

* Health-care workers (HCWs) 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.

8 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.

' All 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.qg., 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.

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

88 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.

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



Name city and county Community TB rate State National TB
TB rate rate
# cases Caserate=___/ | Caserate = # cases | Case
100,000 __ /100,000 rate




TB Risk Assessment for Individual Employees

We still need to continue the TB risk assessment for each facility. Each facility should also have policies and

procedures for handling patients and employees with TB. Additionally, each employee should be evaluated to
determine their risk for TB infection using the following risk assessment:

Health care personnel should be considered to be at increased risk for TB if they answer “yes” to any of the
following statements.

1. Temporary or permanent residence (for 21 month) in a country with a high TB rate (i.e., any country other
than Australia, Canada, New Zealand, the United States, and those in western or northern Europe);

2. OR current or planned immunosuppression, including human immunodeficiency virus infection, receipt of
an organ transplant, treatment with a TNF-alpha antagonist (e.g., infliximab, etanercept, or other), chronic

steroids (equivalent of prednisone >15 mg/day for >1 month), or other immunosuppressive medication;

3. OR close contact with someone who has had infectious TB disease since the last TB test.



Tuberculosis Exposure Control Plan for Low Risk
Dental Offices

According to the CDC, even if your facility is considered to be medium to high risk, annual testing should not automatically
be done for all employees. Instead, an individual risk assessment should be performed on each employee, and those who
need annual testing should receive it. For example, in a hospital, people who work in the kitchen and have no patient
contact aren’t at higher risk for TB; therefore, annual testing would not be required for those employees.

A. BACKGROUND

According to the CDC, 1.7 billion people were infected by TB bacteria — roughly 23% of the world's population. TB
is the leading infectious disease killer in the world, claiming 1.5 million lives each year.

In the United States, the number of cases has steadily declined in the past ten years. In 2019, we had 8,916 new
infections and 515 deaths attributed to TB.

Tuberculosis is a contagious disease that mainly causes infections of the lung but can also
occur in other areas of the body. Some of the symptoms are fatigue, weight loss, fever,
hoarseness, chest pain, night sweats, loss of appetite, persistent cough and shortness of
breath, which may result in serious respiratory illness or death.

B. POLICY
The goal of a TB infection control plan is to control occupational exposure to the TB

bacteria.

Exposure control will be carried out through:
1. The identification and subsequent referral of suspected TB source cases;
2. Reporting of all exposure incidents and subsequent evaluations;
3. TB skin test screening or blood tests and/or radiological exams; and
4. Training.

This program will establish office policies regarding TB exposure and will help to protect
the health and safety of employees that may come in contact with infected individuals.

C. EXPOSURE CONTROL PLAN

1. Employees
a. New Employees

New employees should undergo TB skin tests or blood tests, if they have not been tested in the
past year. Anyone who tests positive must submit to a chest ray and a medical evaluation to
determine the status of the disease. If the chest X-ray reveals an active TB condition, the individual
will be referred to their medical advisor for treatment. Any employees with active TB cannot return
to work until they are cleared by the doctor.

b. Current Employees

Since we work in a low risk environment, as defined by the CDC (less than 3
patients with active TB are seen within the past year), we do not need to undergo annual



testing. Individual risk assessments should be done annually, or if something changes to determine
whether a specific individual needs an annual test. Generally, we need to undergo testing in the
event of an exposure incident.

However, if an employee begins to exhibit symptoms of infectious TB, she may

be asked to undergo testing, and if the tests are positive, the individual will be referred to
their medical advisor for evaluation and treatment. Any employees with active TB

cannot return to work until they are cleared by their doctor .

2. Exposure Reporting

In the event of an exposure incident, either from an infected patient or infected employee,
all employees and patients who may have been exposed must be notified so they may be
tested and evaluated.

The CDC requires that all suspected cases of infectious TB be reported to the local health
department. All disclosures must be documented in the patient’s chart (for HIPAA purposes).

3. Identifying patients who may have infectious TB

One of the most important methods of identifying patients who may have an active TB
infection is regularly updating medical histories. All patients should be asked if they
have every had active TB or a latent/dormant TB infection, whether they have HIV or a
compromised immune system, and whether they have any symptoms of active TB
infection.

4. Procedures to follow with a suspected or confirmed TB patient

If you encounter a patient with possible symptoms of active TB, the most important goal
is to get the potentially infected patient out of your office as quickly as possible. Once
they are out of your office, they should be reported to the CDC for followup and so that
all individuals they may have exposed can be notified.

Put the patient in a separate area away from other patients and employees while
evaluating him for possible infectiousness, put the patient in a mask and make sure he
observes correct “cough etiquette”, including turning his head away from other people
and coughing into a tissue or cloth. Postpone any non-urgent dental care, and refer any
urgent care to a facility with the correct level of respiratory protection, which includes
reverse airflow, well-fitting respirators for all personnel, and correct administrative
controls and procedures. Once the patient has been cleared by his medical doctor, he
can return for treatment at your office.

5. Training

Tuberculosis awareness training shall be provided to all new employees. Training shall
consist of the following subject matter:

a. Factors that place individuals at risk;
b. How TB is transmitted and the difference between TB infection and active
disease, including info on drug resistant forms of the disease;



c. Symptoms of TB
d. TB Exposure Control Plan
e. TB testing and procedures
6. Personal Protective Equipment (PPE) use.
We do not work in a facility that has adequate protection against TB. (Although respirators are
available, we don’t have rooms with reverse airflow/negative pressure). That is why it is so
important that any suspected TB patients be removed immediately from the office environment.

TB Information for Healthcare Workers

(From MMWR, December 30, 2005 / Vol. 54 / No. RR-17)

M. tuberculosis is a bacterium carried in airborne infective droplet nuclei that can be generated when persons with
pulmonary or laryngeal TB sneeze, cough, speak, or sing (439). These small particles (1--5 pum) can stay suspended in the air
for hours (440).

Infection occurs when a susceptible person inhales droplet nuclei containing M. tuberculosis, which then travel to the
alveoli of the lungs. Usually within 2--12 weeks after initial infection with M. tuberculosis, immune response prevents
further spread of the TB bacteria, although they can remain alive in the lungs for years, a condition termed

latent TB infection. Persons with latent TB infection usually exhibit a reactive tuberculin skin test (TST), have no symptoms
of active disease, and are not infectious. However, they can develop active disease later in life if they do not receive
treatment for their latent infection.

Approximately 5% of persons who have been recently infected and not treated for latent TB infection will progress from
infection to active disease during the first 1--2 years after infection; another 5% will develop active disease later in life.
Thus, approximately 90% of U.S. persons with latent TB infection do not progress to active TB disease. Although both latent
TB infection and active TB disease are described as TB, only the person with active disease is contagious and presents a risk
of transmission. Symptoms of active TB disease include a productive cough, night sweats, fatigue, malaise, fever, and
unexplained weight loss. Certain immunocompromising medical conditions (e.g., HIV) increase the risk that TB infection
will progress to active disease at a faster rate (441). Overall, the risk borne by DHCP for exposure to a patient with active TB
disease is probably low (20,21). Only one report exists of TB transmission in a dental office (442), and TST conversions
among DHCP are also low (443,444). However, in certain cases, DHCP or the community served by the dental facility might
be at relatively high risk for exposure to TB. Individual risk assessments should be performed to determine the risk of
infection.

Surgical masks do not prevent inhalation of M. tuberculosis droplet nuclei, and therefore, standard precautions are not
sufficient to prevent transmission of this organism. Recommendations for expanded precautions to prevent transmission of
M. tuberculosis and other organisms that can be spread by airborne, droplet, or contact routes have been

detailed in other guidelines (5,11,20).

TB transmission is controlled through a hierarchy of measures, including administrative controls, environmental controls,
and personal respiratory protection. The main administrative goals of a TB infection-control program are early detection of
a person with active TB disease and prompt isolation from susceptible persons to reduce the risk of transmission. Although
DHCP are not responsible for diagnosis and treatment of TB, they should be trained to recognize signs and symptoms to
help with prompt detection.

Because potential for transmission of M. tuberculosis exists in outpatient settings, dental practices should develop a TB
control program appropriate for their level of risk (20,21). @ A community risk assessment should be conducted periodically,



and TB infection-control policies for each dental setting should be based on the risk assessment. The policies should include
provisions for detection and referral of patients who might have undiagnosed active TB; management of patients with
active TB who require urgent dental care; and DHCP education, counseling, and TST screening. & DHCP who have contact
with patients should have a baseline TST, preferably by using a two-step test at the beginning of employment. The facility's
level of TB risk will determine the need for routine follow-up TST. B While taking patients' initial medical histories and at
periodic updates, dental DHCP should routinely ask all patients whether they have a history of TB disease or symptoms
indicative of TB.

e Patients with a medical history or symptoms indicative of undiagnosed active TB should be referred promptly for
medical evaluation to determine possible infectiousness. Such patients should not remain in the dental-care facility
any longer than required to evaluate their dental condition and arrange a referral. While in the dental health-care
facility, the patient should be isolated from other patients and DHCP, wear a surgical mask when not being
evaluated, or be instructed to cover their mouth and nose when coughing or sneezing.

e Elective dental treatment should be deferred until a physician confirms that a patient does not have infectious TB,
or if the patient is diagnosed with active TB disease, until confirmed the patient is no longer infectious.

e [f urgent dental care is provided for a patient who has, or is suspected of having active TB disease, the care should
be provided in a facility (e.g., hospital) that provides airborne infection isolation (i.e., using such engineerinﬁ
controls as TB Isolation rooms, negatively pressured relative to the corridors, with air either exhausted to the
outside or HEPA-filtered if recirculation is necessary). Standard surgical face masks do not protect against TB
transmission; DHCP should use respiratory protection (e.g., fit-tested, disposable N-95 respirators).

e Any DHCP with a persistent cough (i.e., lasting >3 weeks), especially in the presence of other signs or symptoms
compatible with active TB ﬁ.g., wei%ht loss, night sweats, fatigue, bloody sputum, anorexia, or fever), should be
evaluated promptly. The DHCP should not return to the workplace until a diagnosis of TB has been excluded or the
DHCP is on therapy and a physician has determined that the DHCP is noninfectious.

Infection Control Measures

The spread of TB in health care settings can be minimized by implementing CDC recommendations for preventing TB
transmission in these settings. The early detection, airborne infection isolation, and treatment of disease in persons with
infectious TB are essential to controlling transmission.

TB should be suspected in all persons with symptoms consistent with TB (e.g., cough, fever, night sweats, chills, fatigue,
weight loss, or loss of appetite), especially those with confirmed or suspected HIV infection and undiagnosed pulmonary
disease. Precautions should be taken to prevent airborne transmission of M. tuberculosis until TB is diagnosed and treated
or ruled out.

In general, patients who have suspected or confirmed TB disease should be considered infectious if: (a) they are coughing,
undergoing cough-inducing procedures, or have positive sputum smear results for acid-fast bacilli (AFB); and (b) they are
not receiving adequate antituberculosis therapy, have just started therapy, or have a poor clinical or bacteriologic response
to therapy.

For patients placed under airborne precautions because of suspected infectious TB disease of the lungs, airway, or larynx,
these patients cannot be seen in an environment that doesn’t have proper airborne precautions and must be cleared by a
doctor before being seen. Patients for whom the suspicion of infectious TB disease remains after the collection of three
negative sputum smear results should not be released from airborne precautions until they receive standard multidrug
antituberculosis treatment (minimum of 2 weeks) and demonstrate clinical improvement.

For these patients, additional diagnostic approaches (e.g., sputum induction) and, after sufficient time on treatment,
bronchoscopy may need to be considered. Patients who have drug-susceptible TB of the lung, airway, or larynx, should
remain under airborne precautions until they produce three consecutive negative sputum smears collected in 8- to 24-hour



intervals (one should be an early morning specimen), and receive standard multidrug antituberculosis treatment (minimum
of 2 weeks), and demonstrate clinical improvement.

Precautions should be taken during and immediately after procedures that may induce coughing, such as bronchoscopy,
sputum collection, the aerosol induction of sputum, and the administration of aerosolized medication, such as
pentamidine. Antituberculosis drug treatment should be promptly initiated for persons with TB disease to render them
noninfectious. Persons at high risk for LTBI should be tested and, if infected, evaluated for LTBI treatment. Ongoing TB
testing should be provided to health care workers who have regular contact with persons with TB or HIV infection.



