Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Gonorrhea No No No No Discharge
may be
Granulocytopenia No No No No Wash hands well before
taking care of patient (sec
separate section on Care
of Severelv Compromised
Patientst.
Granuloma inguinale No No No No Drainage may
{donovaniasis, be
granuloma
venereum)
Guillain-Bamé Ne No No No
syndrome
Hand. foot. and mouth  Yes if patient  No Yes if soiling  Yes for Feces For 7 davs
discase hygiene is is likely touching after onset
poor infective
malerial
Hemorrhagic fevers (for  Yes with Yes Yes Yes Blood. body  Durauon of  Call the State Health De-
example, Lassa special ‘ fluids, and illness partment and Centers for
fever) ventilation respiratory Dhsease Control for ad-
secretions vice about management
of a suspected case.
Hepatitis, viral
Type A (infectious)  Yes if patent No Yes if soiling  Yes for Feces may be For 7 days Hepatitis A s most con-
hygiene is is likely touching after onset of  t2gious before symptoms
poor infective jaundice and jaundice appear: once
material these appear. small. inap-
parcnt amounts of feces.
which may contaminate
the hands of personnel
dunng patent care. do
not appear to be infec-
tve, Thus, gowns and
gloves are most useful
when gross solling with
feces is anticipated or
possible.

Type B (“‘scrum No No Yes if soiling  Yes for Blood and Until patient  Use caution when han-
hepatitis™), is likely touching body fluids is HBsAg- dling bleod and blood-
inclading infective negative soiled articles. Take spe-
hepatitis B material cial care 10 avoid needle-
antigen (HBsAg) stick injuries. Pregnant
carmier personnc] may peed spe-

cial counseling (see CDC
Guideline for Infection
Control in Hospital Per-
sonnel). Gowns are ndi-
cated when clothing may
become contaminated
with body fluids or blood
Bolation Precautions/July 1983 A8-62 59



Table B. Disease-specific Isolation Precautions

DISEASE

PRECAUTIONS INDICATED

PRIVATE

ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG?

APPLY PRE-

INFECTIVE CAUTIONS

COMMENTS

Hepatitis, viral
Type B {cont.)

Non-A, Non-B

Unspecitied type.
consistent with
viral etiology

Herpangia

Herpes simplex
(Herpesvirus
hominis)

Encephalitis

Mucocutaneous.
disseminated or
primary. scvere
(skin, oral. and
genital)

Mucocutaneous.
recurrent (skin.
oral, and
genital)

Neonatal (see
comments for
newbom with
perinatal
exposure}

No

Yes if patent
hygiene 1s
poor

No
Yes

No

Yes

No

No
No

No

No

Yes if soiling
15 likelv

Yes if soiling
is fikely

No

Yes if soiling
is likely

Yes if soiling
is likely
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Yes for

touching
infective
matenal

Yes for

touching
infective
material

No

Yes for

touching
infective
matenal

Yes tor

touching
infective
material

Yes for
touching
infective
matenal

Blood and Durauon ot

body fluids illness

Feces For 7 davs
after onset

Lesion Duration of

secretions illness

from infected

site

Lesion Untii all

secretions lesions are

from infected crusted

site

Lesion Duration of

secretions illness

tfor example, when blood
splatering is anticipated),
If gastrointestinal bleed-
ing is likely, wear gloves
if touching feces. A pri-
vate room may be indi-
cated if profuse bleeding
ts likely to cause cnvi-
ronmental contamination.

Currently. the period of
intectivity cannot be de-
termined.

Maintain precautions -
dicated for the infections
that arc most likely.

The same isolation pre-
cautions are indicated for
infants delivered {either
vaginally or by cesarean
section if membranes
have been ruptured for
more than 4-6 hours) to
women with active geni-
tal herpes simplex infec-
tions. Infants delivered
by cesarean section to
women with active geni-
tal herpes simplex infec-
tions before and probably
within 4—6 hours after
membrane nIpture are at
minimal risk of develop-

CDC Guidelines: Nosocomial Infections



Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS

Hetpes simplex

Neonatal (cont.) ing herpes simplex infec-
tion; the same isolation
precautions may still be
(American Academy of
Pediarnics Committee on
Fetus and Newborn. Peri-
natal herpes simplex vi-
1980; 66:147-9. Also:
Kibrick 5. Herpes sim-
plex infection at ferm.
JAMA 1980.243:157-60.)

Herpes zoster (varicella-
oster),

Localized in Yes Yoy Yes Yes for Lesion Duranion o1 Localized lesions in im-
mnmunocompro- touching secretions and  illness munocompromised pa-
mised patient, or infective possibly tents trequently become
disseminated material respiratory disseminated. Becawse

secretions such dissemination is un-
predictable, use the same
solation precautions as
for disseminated disease.
Persons who are not sus-
ceptible do not aced w0
wear 2 mask. Persons
susceptible w vancella-
zoster {chickenpox)
should. if possible. stay
out of room. Special ven-
tilation for the room. if
available. may be advan-
ageous, especially for
outbreak control. Ex-
posed susceptible patients
should be placed on iso-
fation precautions begin-

. ning at 10 days after

exposure and continuing
until 21 days after last
exposure. See CDC
Guideline for Infection
Control in Hospital Per-
sonnel for recommenda-
tions for exposed
susceptible personnel.

Localized in sormal  Yes if patient No No Yes for Lesion Until all Persons susceptible 1o
patient hygiene is touching secretions lesions arc varicella-zoster (chicken-

poor infective crusted pox) should, if possible,
material stay out of room. Room-
mates should not be sus-

ceptible w0 chickenpox.

ion Pr: i July 1983 61
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Table B. Disease-specific Isolation Precautions

DISEASE

PRECAUTIONS INDICATED

PRIVATE
ROOM?

MASKS? GOWNS? GLOVES?

APPLY PRE-

INFECTIVE CAUTIONS
MATERIAL HOW LONG? COMMENTS

Histoplasmosis a1 any
sie

Hookworm disease

;ancviostomiasis.

LnCInarasis!

!mmunocompromisea
status

impetieo

Infectious
mORONUCieos 1y

Intiucnza

Aduits

Infants and voung
children

6

No

No

Yeu 1t pauent
h¥gene 15
POOT

No

No

Yes

No

No

No

No

No

No

No

No

No

Yes it solumg
i~ iiktl_\

No

Yes if soiling
1s likely

No

No

No

Yes tor

rouching
inlective
matenal

No

No
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Lesions

Respiratory
secretions
may he

Respiraton
SCCICHIONS
may be

Respiratory
SECTeLions

For 24 hour
After stan of
cifective
therapy

Duration of
iliness

——

Wash hands well before
taking care of patients
i1se€ separate Section on
Care of Severely Com-
promised Patients).

In the absence of an ep1-
demic, intfluenza may be
difficult 10 diagnose on
clinical grounds. Most
paticnts will have fully
recovered by the time
laboratory diagnosis is
established: therefore,
placing pauents with sus-
pect intluenza on 1sola-
fion precautions. although
theoretically desirable. is
~1mply not pracucal in
most hospitals. During
epidemics. the accuracy
of clinical diagnosis in-
creases. and patients be-
lieved 10 have influenza
may be place in the same
room {cohorting). Aman-
tadine prophylaxis may
be useful 1o prevent
sympiomatic influenza A
infections in high-risk pa-
tients during epidemics.

in the absence of an epi-
demic, influenza may be
difficult to diagnose.
Durning epidemics, pa-
tients believed w0 have
influenza may be placed
in the same room (co-
horting).

CDC Guidelines: Nesocomial Infections



Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Jakob-Creutzfeldt No No No Yes for Blood. brain  Duranon of Use caution when ban-
disease touching tissuc, and hospitalization dling blood. brain tssw
infective spinal fluid or spinal fluid. (Jarns
material WR. Precautions for
Creurzfeldt-lakob dis-
casc. Infect Control
1982: 3:238 )
Kawasaki syndrome No No No No
Keratoconfunctivitis. Yo if patient  No No Yes for Purulent Duration of
infective hymene 1< touching cxudate illness
e infective
material
Lassa lever Yo wirth Yoo Yeu Yes Blood. body  Duration of Call the State Health [
st fluids. and iliness partment and Centers {
AeRLkatkGn respiratory Discase Control for ad-
secretions vice about managemen
ot a suspected caswe.
Leionnarss diseas N Nub Ner Nu Respiratory
secreons
mayv be
Leprosy T No Ner No
Leptospirosis Nir No No Yes for Blood and Duration of
waching unne hospitalization
miective
matenal
Listeriosis N Nus MNir No
Lvmec discase N, o No Ao
Lymphocyte N Nu N No
chonomengrti~
i »mphorranuioma L N No Nar Drainage may
vencreum be
Maiana N Nes Nov Yes for Blood Duranon of
wouching llness
intective
material
Marburg virus disease  Yos with Yo Yeu Yeu Blood. body  Duranion of Caltl the State Health 1
speCi fluids, and illness partment and Centers
ventilation respirziory Inhsease Contol for
secretions vice about managemer
of a suspected case.
Measlcs irubeola alt Yo Yes for those Ne No Respiratory For 4 days Persons who are pot ¢
prescnanons close o secretions after start of  cepuible do not need
patient rash. except wear mask. Susceptib
in immuno-  persons should, if ¢
comprosmsed  ble. stay out of room.
patients with
whom pre-
cautions
should be
maintained for
duration of
illness

Esolation Precautions/Jjuty 1983
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Table B. Disease-specific Isolation Precautions

DISEASE

APPLY PRE-

INFECTIVE CAUTIONS
MATERIAL HOW LONG? COMMENTS

Melioidosis. all forms

Meningitis
Aseptic (nonbacterial or
viral meningitis)
(also see specific
enologies)
Bacterial, gram-
negative enternc.
In nconates

Fungal

Haemophilus
influenzae.
known or
suspected

Listeria
MOROCVIOgENnes

Neisseria
meningitidis
{meningococcal),
known or
suspected

Pneumococcal
Tuberculous

Meningococcal

PRECAUTIONS INDICATED
PRIVATE
ROOM? MASKS? GOWNS? GLOVES?
No No No No
Yes if patient No Yes if soiling  Yes for
hygiene is 1s likelv 1ouching
poor infective
matenal
No No No No
No No No No
Yes Yes for those No No
close to
paticnt
No No No No
Yes Yes for those No No
close to
patient
No No No No
No No No No
No No No No
Yes Yes for those No No
close 1o
patient
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Respiratory
SecTetions

may be, and.

if a sinus 1s
draining.
drainage
may be

Feces

Feces may be

Respiratory
secretions

Respiratory
secretions

Respiratory
secretions

For 7 days
after onset

For 24 hours
after start ot
cffective
therapy

For 24 hours
after start of
effective
therapy

For 24 hours
after start of
effective

therapy

Enteroviruses are the
most common cause ot
aseptic meningitis.

During a nursery out-
break. cohort ill and col-
onized infants. and use
gowns if soiling is hkely
and gloves if touching
feces.

See CDC Guideline for
Infection Controt in Hos-
pital Personnel for rec-
ommendations for
prophylaxis after expo-
sure.

Patient should be exam-
ined for evidence of cur-
rent (active) pulmonary
wberculosis. If present,
Precautions are necessary
(sec tuberculosis).

See CDC Guideline for
Infection Coatrol in Hos-
pital Personnel for rec-
ommendations for

prophylaxis after expo-
sure.

CDC Guidelines: Nosocomial [Infections



Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Meninpococcemia Yes Yes for those No No Respiratory For 24 hours  See CDC Guideline for
(meningococeal close 10 sccretions after start of  Infection Conmol m Hos-
scpsis) patient effective pita! Personne! for rec-
therapy ommendations for
prophylaxis after expo-
sure.
Molluscum coniagiosum No No No No
Mucormycosis No No No No
Multiply-resistant
organisms.*
infection or
colonizanion_ ¥
Gastromiestinal Yoo No Yes if soiling  Yes for Feces Unul off in outbreaks, cohorting
is likely touching antimicrobials  of infected and colonized
infecuve and cylture- paticnts may be indicated
matenal negative if private rooms are not
available.

Respiratory Yeu Yes for thosc Yes if soiling  Yes for Respiratory Unul off In outbreaks. cohorting
close to 1s likely souching secretions and  anumucrobials  of infecied and colonized
patent infective possibly feces  and culture-  panients may be indicated

material ncgative if private rooms are not
available.

Skin, Wound. or Yeo No Yes if soiling  Yes for Pus and Untit off In outbreaks. coborting

Burn is likely wuching possibiv feces  antimicrobials  of infected and colonized
infective and culture-  patients may be mdicited
material negative if private rooms arc not

available

Uirmary Yeu No No Yes for Urine and Until off Urine and urine-measur-

touching possibly feces  antimucrobials g devices are sources of

infective and culture-  infection, especially if

material negative the patent lor any nearby
patients) has indwelling
urinary catheter. In out-
breaks. cohorting of in-
fected and coloaized
patients may be mdicated
if pnvate rooms are pot
available.

Mumps (infectious Yes Yes for those No No Respiratory For 9 days Persons who are not sus-
parotitis) close to secretions after onset of ceprible do not need ©
patient swelling wear mask.

*The following muhtiplyresisiant organisms are included:
l)mgﬁuhdlltmmxmdlamimglmmanm.mm.mmmhm:nm.m_ﬂmh

these

special precautions 1o be indicated. )

) Swphviococcus aureus resistant w0 methicillin (or mafcillin or exacillin if they are used mstead of methicillin for testing).
3) Preumococexs resisant w penicillin.

%) Hoemophitu, influenzae teststant 10 smpicillin (beta-lactamase positive) and chloramphenicol.

5) Orber resistant bacteria may be mcluded if they are judged by the infection controf team w be of special clinical and epidemiologic significance.

Colonization may involve more than 1 site.

ksolatic Precautions/Juty 1983
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Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-

PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS .
Mycobacteria.
nontuberculous
(atypical)
Pulmonary No No No No
Wound No No Yes if soiling  Yes for Drainage may Durarion of
is likelv touching be drainage
infective
matenal
Mycoplasma pneumonia  No No No No Respiratory A private room may be
secretions indicated for children.
may be
Necrotizing enterocolitis No No Yes if soiling  Yes for Feces may be  Duration of In nurseries, cohorting of
is likely touching illness ill infants is recom-

infective mended. It is not known

material whether or how this dis-
case IS transmitted;
nevertheless, gowns are
recommended if soiling is
likely, and gloves are
recommended for touch-
ing feces.

Neutropenia No No No No Wash hands well before
taking care of patient (sce
separate section on Care
of Severely Compromised
Patients).

Nocardiosis

Draining lesions No No No No Drainage may
be
Oxher No No No No
Norwalk agent Yes if patient No Yes if soiling  Yes for Feces Duration of
gastroenteritis hygiene is is likely touching illness
poor infective
material
Of No No No No Drainage may
be
Panainfluenza virus Yes No Yes if soiling No Respiratory Duration of During epidemics, pa-
infection, is likely secretions illness tients believed to have
- in nfl irus imfec-
infants and young tion may be placed in the
children same room (coborting).
Pediculosis Yes if patient No Yes for close  Yes for close  Infested area  For 24 hours
hygiene is contact contact after start of
poor cffective
therapy
6 AB-69
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Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Pertussis (“whooping ~ Yes Yes for those No No Respiratory For 7 days See CDC Guideline for
cough™) close to secretions after start of  Infection Control in Hos-
patient effective pital Personnel for rec-
therapy ommendations for
prophylaxis after expo-
stire,
Pharyngitis, infective,
etiofogy uaknown
Adults No No No No Respiratory
secretions
may be
Infants and young Yes if patient No Yes if soiling No Respiratory Duration of Because adenoviruses.
children hygiene is is likely secretions illness influenza viruses, and
poor parainfluenza viruses
have been associated with
this syndrome {Commit-
tee on Infectious Dis-
cases. Amercan
Academy of Pediatrics.
1982 Red Book). precau-
tions to prevent their
spread are generally indi-
cated.
Pinworm infection No No No No
Plague
Bubonic No No Yes if soiling  Yes for Pus For 3 days
is likely touching after start of
infective effective
material therapy
Pncumonic Yes Yes Yes if soiling  Yes for Respiratory For 3 days
is likely touching secretions after stant of
infecuve effecuve
maternal therapy
Pleurodynia Yes if patient No Yes if soiling  Yes for Feces For 7 days Enteroviruses frequently
hygiene is is fikely touching after onset cause infection.
poor mfective
material
Pneumonia
Bactzrial mot listed  No No No No Respiratory
elsewhere secretions
(including gram- may be
negative
bacterial)
Chiamydia No No No Yes for Respiratory Duration of
touching secretions illness
infective
material

Bolation Precautions/fuly 1983 A8-70 67



Table B. Disease-specific isolation Precautions

PRIVATE

PRECAUTIONS INDICATED

APPLY PRE-

INFECTIVE CAUTIONS

DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Pneumonia {(cont.)

Etiology unknown Maintain precautions in-
dicated for the etiology
that is most likely.

Fungal No No No No

Haemophilus
influenzae

Aduits No No No No Respiratory
secretions
may be
Infants and Yes Yes for those No No Respiratory For 24 hours
children tany close to secretions after start of
age) patient effective
therapy
Legronnelia No No No No Respiratory
secretions
may be
Meningococceal Yes Yes for those No No Respiratory For 24 hours  See CDC Guideline for
close to secretions after start of  Infection Control in Hos-
patient effective pital Personnel for rec-
therapy ommendations for
prophylaxis after exposure.

Multiply-resistant Yes Yes for those  Yes if soiling  Yes for Respiratory Until off En outbreaks, cohorting

bacterial close to is likely touching secretions and  antimicrobials  of infected and colonized
patient infective possibly feces and culture-  patients may be necessary
material ncgative if private rooms are not
available.

Mycoplasma (primary  No No No No Respiratory A private room may be
atypical secretions useful for children
pncumonia, may be
Eaton agent
pneumontial

Pneumococcal No No No No Respiratory

secretions
may be for 24
hours after
start of
effective
therapy

Pnreumocystis carinii  No No No No

Staphylococcus Yes Yes for those  Yes if soiling  Yes for Respiratory For 48 hours
aureus close to is likely touching secretions after start of

patient infective effective
material therapy

Streptococcus, Yes Yes for those Yes if soiling  Yes for Respiratory For 24 hours
group A close to is likely touching secretions after start of

patient infective effective
material therapy
68 A8-11 CDC Guidelines: Nosocomial Infections



Table B. Disease-specific isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROONM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Pocumonia (cont.)
Viral (see also specific
etiologic agents)
Aduhs No No No No Respiratory
secretions
may be
Vinal - Yes No Yes if soiling No Respiratory Duration of  Viral pncumonia mxy be
Infants and young s lIikely Secretions illness caused by various etio-
children logxc agents, such a5
parainfluenza virases, in-
fluenza viruses, and, par-
syncytial virus, in chil-
dren Jess than 5 years old
{Commitiez on Infecticus
Academy of Pedaatrics.
1982 Red Book): there-
fore. precautions w0 pre-
vent their spread are
generally indicated.
Poliomyelitis Yes if patient  No Yes if soiling  Yes for Feces For 7 days
hygiene is is likely touching after onset
poor mfective
matenial
Psittacosis No No No No Respiratory
(omithosis) secretions
may be
Q fever No No No No Respiratory
secretions
may be
Rabies Yes Yes for those  Yes if soiling  Yes for Respiratory  Duration of  See CDC Guidelme for
close w0 is likely souching secretions iliness Infection Couatrol #a Hos-
patient infective pita! Personne] for rec-
material ommendations for
prophylaxis after expo-
sare.
Rat-bite fever No No No Yes for Blood Foc 24 bours
{Sereprobacillus touching " after start of
moniliformis infective effective
minus disease)
Relapsing fever No No No Yes for Blood Duration of
touching illness
infective
]
Resistant bacterial (see
nultiply-resistant
bacteria)
Isolstion Precaurions/Juty 1983 &
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Table B. Disease-specific Isolation Precautions

DISEASE

PRECAUTIONS INDICATED

PRIVATE

APPLY PRE-
INFECTIVE CAUTIONS

ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG?

COMMENTS

Respiratory infectious
Jiscase. acute iif
not covered
clsewhere)

Adults

Infants and voung
children

Qespiratory svocytial
~irus {RSV)
:nfection. n
‘atants and voung
“hildren

teve svndrome
Rheumatic tever

Rhinovirus intection.
respiratory

Adults

Intants and voung
children
Rwketisial Ievers,
tickborne (Rocky

Mountain spotted
fever, tickbome

typhus fever)

Rickettsialpox
{vesicular
rickettsiosis)

Ringworm
(dermatophytosis,
dermatomycosis,
tinea)

Ritter's disease
(staphylococcal
scalded skin
syndrome)

Rocky Mountain

spotied fever

70

No No

No No

No No

No No

Yes No

No No

No No

Yes No

No No

No

Yes if soiling
s likely

No
No

Yes if soiling
is likely

Ne

No

No

Yes if soiling
is likely

No

A8-73

No Respiratory
secTetions
may be

Na Respiratorv
S&CTelIons

Duration of
illness

No
No

No Respiratory
secretions
may be

No Respiratory Duration of
SECTeTions illness

No Blood may be

No

No

Lesion
drainage

Yes for

touching
infective
materiat
No Blood may be

Duration of
illness

Maintain precautions m-
dicated for the bacterial
or viral infections that are
most likely.

During epidemics. pa-
tients belicved to have
RSV infection may be
placed in the same room
(cohorting). The usc of
masks has not been rec-
ommended since they
have proven ineffective
in controlled studies.

CDC Guidelines: Nosocomial Infections



Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Roseola infantum No No No No
{exanthem
subitum)
Rotavirus infection Yes if patient No Yes if soiling  Yes for Feces Duration of
(viral hygiene is is likely touching illness or 7
astroenteritis) poor mfective days after
material onset,
whichever is
bess
Robella (**German Yes Yes for those No No Respiratory For 7 days Persons who are not sus-
measkes™) (see close to secTetions after onset cepuible do not need w0
also congential paticnt of rash wear a mask. Susceptible
rubella) persons should. if possi-
ble, stay owt of room.
Pregnanmt persoune! may
nced special counszimmg
tsez CDC Guideline for
Infection Control n Hos-
pital Personnel).
Salmoocllosis Yes if patiemt  No Yes if soiling  Yes for Feces Duration of
hygiene is is likely touching ulness
poor infective
material
Scabies Yes if patient  No Yes for close  Yes forclosc  Infested arca  For 24 hours
hygiene is contact contact after start of
poor effective
therapv
Scalded skin syndrome. Yes No Yes of soiling  Yes for Lesion Duranion of
staphylococcal is likely wouching drainage tllness
(Ritter's disease) infective
material
Schistosomiasis No No No No
(bilharziasis)
Shigellosis (including ~ Yes if patient  No Yes if soiling  Yes for Feces Until 3
bacillary hygiene is is likely souching consecutive
dysentery) poor infective cultures of
marenal feces, taken
after ending
imicrobial
therapy ., are
negatrve for
infecting strain
Smallpox (variola) Yes with Yes Yes Yes Respiratory Duration of  As fong a5 smallpox vi-
special secretions and  iflness Tus is kept stocked m la-
ventilation lesion boratorics, the potential
secretions exists for cases to occur.
Cal! the State Health De-
parument and Centers for
Disease Control for ad-
vice about management
of 2 suspected case.
holation Precautions/July 1933 AB-74
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Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
IISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Sporotrichosis No No No No
Spirillium minus disease No No No Yes for Blood For 24 hours
(rat-bite fever) touching after start of
infective effective
matenal therapy
Staphylococcal disease
(S. aureus)
Skin. wound. or bum
infection
Major Yes No Yes if soiling  Yes for Pus Duration of Major = draining and
is likely touching illness not covered by dressing
infective or dressing does ot ade-
material quately contain the pus.
Minor or limited No No Yes if soiling  Yes for Pus Duration of Minor or limited =
is likely touching illness dressing covers and ade-
infective quatcly contains the pus,
mateniat or infected area is very
small.
Enterocolitis Yes if patient No Yes if soiling  Yes for Feces Duration of
hygiene is is likely touching illness
poor infective
matenial
Pneumonia or Yes Yes for those  Yes if soiling  Yes for Respiratory For 48 hours
draining lung close 10 is likely touching secretions after start of
abscess patient infective effective
material therapy
Scalded skin Yes No Yes if soiling  Yes for Lesion Duration of
syndrome is likely touching drainage illness
infective
matenal
Toxic shock No Na Yes if soiling Yes for Vaginal Duration of
syndrome is likely touching discharge illness
infective or pus
material
Streprobacitlus No No No Yes for Blood For 24 hours
moniliformis touching after start of
disease (rat-bite nfective effective
fever) material therapy
Streprococcal disease
(group A
Streptococcus)
Skin. wound, or bum
nfection
Major Yes No Yes if soiling  Yes for Pus For 24 hours Major = draining and
is likely touching after start of  not covered by dressing
infective effective or dressing does not ade-
material therapy quately contain the pus.
7] A8-75
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Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Swreptococeal disease
(group A—cout.)}
Minor or limited  No No Yes if soiling  Yes for Pus For 24 hours  Minor or limited =
is likely touching after start of  dressing covers and ade-
infective effective quately contains the pus.
material therapy or infected area is very
small.
Endometritis Yes if patient  No Yes if soiling  Yes for Vaginal For 24 hours
(puerperal hygiene is is ikely souching discharge after start of
sepsis) poor infective effective
material therapy
Pharyngitis Yes if panent No No No Respiratory For 24 hours
hygiene is secretions after start of
poor effective
therapy
Poeumonia Yes Yes for those  Yes if soiling  Yes for Respiratory For 24 hours
close o is likely twouching sccretions after start of
patient mfective effective
material therapy
Scariet fever Yes if patient No No No Respiratory For 24 hours
hygienc is secretions after start of
poor effective
therapy
Streptococcal diseasc No No No No Feces may be During a nursery out-
(zoup B break, cohorting of ill
Smreprococcus). and colonized mfants and
neonatal use of gowns and gloves
is recomanended .
Streprococcal discase No No No No
(not proup A or B)
unless covered
elsewhere
Strongyloidiasis No No No No Feces may be If the patient is tnmumo-
compromised and has
pocumoniz or has dis-
seminated disease, respi-
Rory sccretions may be
infective.
Syphilis
Skin and mucous No No No Yes for Lesion For 24 bours  Skin kesions of primary
membrane, touching secretions and  after start of  and secondary syphilis
inchuding infective blood effective may be highty infective.
congenital material therapy
primary, and
secondary
Latent (wrtiaryjand No No No No
Scropositivity
without lesions
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Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Tapeworm disease
Hymenolepis nana No No No No Feces may be
Taenia solium (pork) No No No No Feces may be
Other No No .No No
Tetanus Neo No No No
Tinea ¢fungus infection No No No No
dermatophytosis.
Jermatomycosis.
nngworm}
“TORCH™ syndrome
(If congennal
torms of the
tollowing diseases
are seniously being
considered. sce
separate fisting for
these diseases:
toxoplasmosis.
rubella,
cytomegalovirus.
herpes. and
syphilis.)
Toxoplasmosis No No No No
Toxic shock syndrome  No No Yes if soiling  Yes for Vaginal Duraticn of
(staphylococcal is likely touching discharge illness
disease} infective and pus
matertal
Trachoma. acute No No No Yes for Purulent Duration of
touching exudate illness
wfective
material
Trench mouth No No No No
{Vincent’s angina)
Trichinosis No No No No
Trnchomoniasis No No No No
Trichuriasis (whipworm No No No No
discase)
Tuberculosis
Extrapulmonary, No No Yes if soiling  Yes for Pus Duration of A private room is espe-
draining lesion is likely touching drainage cially important for chil-
(including infective dren.
scrofula) matenial
Extrapuimonary. No No No No
meningitis
74
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Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Tuberculosis (cont.}

Pulmonzry, Yes with Yes if patient Yes if gross No Airborne In most Prompt use of effective
confirmed or special is coughing  contamination droplet nuclei  instances the  antiruberculous drugs is
suspected ventilation and does pot  of clothing is duration of the most effective means
(sputum smear reliably cover  likely 1solation of limiting transmission.
is positive or mouth precautions Gowns are not important
chest X-ray can be guided because TB is marely
appearznce by clinical spread by fomites, al-
strongly suggests responise and  though gowns are indi-
current [active] a reduction in  cated to prevent gross
TB, for example, numbers of  contamination of cloth-
& cavitary lesion TB organisms mng. For more detailed
is found), or on sputum guidelines refer w0
laryngeal smear. **Guidelines for Preven-
disease, Usuaily this  ton of TB Transmission

occurs within  in Hospitals™ (1982),
2-3 weeks Tuberculosis Control Di-
after vision, Center for Pre-
chemotherapy  vention Services, Centers
is begun. for Disease Control, At-
When the lanta. GA, {HHS Publi-
patient is cation No. [CDC] 82-
likely to be 8371) and CDC Guide-
infected with  line for Infection Control
isoniazid- in Hospital Personnel. In
resistant general, infants and
Organisms. young children do mot re-
apply quire isolation precau-
precautions nons because they rarely
unti! patient is cough and their bronchial
improving and secretions contain few
sputum smear TB organisms compared
is negative for o aduhls with pulmonary
TB organisms. TB.

Skin-test positive No No No No
with no evidence
of current
pulmonary
disease (sputum
smear is
negative, X-ray
not suggestive of
current [active]
disease)

Tolsremia
Draining lesion No No Yes if soiling  Yes for Pus may be  Duration of
is hikely touching illness
infective
material
Palmonary No No No No Respiratory
secretions
may be
Isolation Precautions/fuly 1983
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Tabhie B. Disease-specific Isolation Precautions

DISEASE

PRECAUTIONS INDICATED

PRIVATE

AROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS

Typhoid fever

Typhus. endemic and
epidemic

Urinary tract infection
(including
pyclonephritis),
with or without
uninary catheter

Yaccima

Al vaccination site

Generalized and
progressive,
eczema
vaccinatum

Vancella (chickenpox)

76

Yes if patient No

hygiene is

poor

No No
No No
No No
Yes No
Yes Yes

Yes if soiling  Yes for
is likely

No

No

Yes if soiling
is likely

Yes if soiling
is likely

Yes

A8-T9

touching
infective
matenal
No

No

Yes for
touching
infective
matenal
Yes for
touching
infective
material
Yes

APPLY PRE-
INFECTIVE CAUTIONS
Feces Duration of
iliness
Blood may be
Lesion Duration ot
secretions lncss
Lesion Duration ot
secTetions iliness
Respiratory Unul all
secretions and lesions arc
lesion crusted
secretions

——

See muitiply-resistant
bacteria if infection is
with these bacteria. Spa-
ually separate infected
and uninfected patients
who have indwelling
catheters (see CDC
Guideline for Prevention
of Catheter-associated
Urinary Tract Infection).

Persons who are not sus-
ceptibic do not need to
wear a mask. Suscepuble
persons should. if possi-
ble. stay out of the room.
Special ventilation for the
room. if available, may
be advantageous, espe-
cially for outbreak con-
trol. Neonates bom to
mothers with active vari-
cella should be placed on
isolation precautions at
birth. Exposed suscepti-
ble patients should be
placed on isolation pre-
cautions beginning 10
days after exposure and
continuing vntil 21 days
after last exposure. See
CDC Guideiine for Infec-
tion Control in Hospital
Personnel for recommen-
dations for exposed sus-
ceptible personnel.
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Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
DISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Variola (sinallpox) Yes with Yes Yes Yes Respiratory Duration of  Call the Staie Health De-
special secretions and  illness partment and Centers for
ventilation lesion Discase Control for ad-
secretions vice about management
of a suspecied case.
Vibrio Yes if patient No Yes if soiling  Yes for Feces Duration of
parchaemolyticus  hygienc is is likely wuching illness
‘gastroenteritis poor mfective
ial
Vincent's angina No No No No
(rench mouth)
Viral diseases
Pericarditis, Yes if patient No Yes of soiling  Yes for Feces and For 7 days Enteroviruses frequently
myocarditis. or  hygiene is is likely touching possibly after onset cause these infections.
meningitis poor infective respiratory
matenal secretions
Respiratory (if ot
covered
elsewhere)
Adults No No No No Respiratory
secretions
may be
Infants and young  Yes No Yes if soiling No Respiratory Duration of Various etiologic agents,
children is likely secretions illness such as respiratory syn-
'n’ m- m‘n‘ m‘
can cause viral respira-
tory infections (Commit-
tee on Infectioas
Academy of Pediatrics.
1982 Red Book): there-
fore, precautions & pre-
vent their spread are
generally indicated.
Whooping cough Yes Yes for thosze  No No Respiratory ~ For 7 days See CDC Guideline for
(pertussis} closc 1o secretions aferstart of  Infection Control i Hos-
patient effective pital Personnel for rec-
therapy ommendations for
prophiylaxis after expo-
sure.
Wound infections
Major Yes No Yes if soiling  Yes for Pus Durztion of  Major = draining and
is likely touching illness naot covered by deessing
mfective or dressing does mot ade-
material quately contain ¢he pus.
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Table B. Disease-specific Isolation Precautions

PRECAUTIONS INDICATED APPLY PRE-
PRIVATE INFECTIVE CAUTIONS
OISEASE ROOM? MASKS? GOWNS? GLOVES? MATERIAL HOW LONG? COMMENTS
Wound uuections (cont.)
Mine or limited No No Yes if soiling  Yes for Pus Duratuon of Minor of limited =
is hkely touching iHiness Jdressing covers and ade.
mfective Juatety contains the pus,
matenal ur infected area is very
~mall. such as a sttch
abscesy.

———

Yerstma emterocoittica  Yes if patient  No Yes if soiling  Yés for Feoes Duration of
sastrocnternts hygiene is 15 likely touching liness
poor infective
materal
£oster 1vancela-
“ostery.

Lowalizea in Yes Yes Yes Yes for Lesion Juration o focaiized lesions inim-
[INMAUNOCUMPIO- wuching SWCTCHONS iness ‘munocompromised pa-
nused patient infective uents frequently becone
Jdisseminated matcnal -hisseminated. Because

~uch dissemunation s uin-
rredictable. use the same
isalation precautions as
with disserminated dis-
viase. Persons wha are
Aol susceptible do not
need to wear a mask.
Persons susceptible to
varicella-zoster (chicken-
pox) should, if possible.
stay out of the room.
Special ventilation for
room. it available. may
be advantageous. cspe-
crally tor outbreak con-
1rol. Exposed susceptible
patients should be placed
on isolation precautions
beginning 10 days after
caposurc and continuing
until 21 days after last
cxposure. See CDC
Guideline for Infection
Control in Hospital Per-
sonnel for recommenda-
tions for exposed
susceptible personnel.

Localized in normal  Yes if patient  No No Yes for Lesion Until all Persons susceptible to
patient hygtene is touching secretions lesions arc varicella-zoster (chicken-

poor infective crusted pox) should. if possible,
material stay out of room. Room-
mates should not be sus-
ceptible to chickenpox.
Zygomycosis No No No No
(phycomycosis.
MUCOrmMYCOosis)
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Instruction Card for Disease-Specific Isolation Precantions Disease-Specific Isolation Precautions. The instruction card

can be prepared by checking items and filling in blanks. After

An instruction card has been designed to give concise in- the card has been prepared, it should be displayed conspicu-
formation about disease-specific isolation precauntions, and a ously near the patient who is on isolation precautions (on the
sample is shown below. The specific isolation precautions in- door, foot or head of bed, cic.}. A duplicate card may also be
dicated for each disease or syndrome are listed in Table B, artached to the front of the patient’s chart.

Sample Instruction Card for Disease-Specific Isolation Precautions

(&)

. Gloves indicated?

. Special precautions

{Front of Card)

Visitors—Report to Nurses’
Station Before Entering Room

. Private room indicated? No
Yes
. Masks indicated? No
Yes for those close 1o patient
Yes for all persons entering room
. Gowns indicated? No

Yes if soiling is likely

Yes for all persons entering room
No

Yes for touching infective material
Yes for all persons entering room
No

Yes

indicared for handling blood?

. Hands must be washed after touching the patient or potentially contaminated articles and

before taking care of another patient.

. Articles contaminated with should be

infecuve matenal(s)
discarded or bagged and labeled before being sent for decontamination and reprocessing.

17 ]

{Back of Card)

Instructions

. On Table B, Discase-Specific Precautions, locate the discase for which isolation precautions are indicated.
. Wnite disease in blank space here:
. Determine if a private room is indicated. In general, patients infected with the same organism may share a

room. For some diseases or conditions, a private room is indicated if patient hygiene is poor. A patient with
poor hygiene does not wash hands after tonching infective material (feces, purulent drainage, or secretions),
contaminates the environment with infective material, or shares contaminated articles with other patients.

. Place a check mark beside the indicated precautions on front of card.
. Cross through precautions that are nor indicated.
. Wnite infective material in blank space in item 7 on front of card.

Bolation Precautions/July 1983 ”
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SECTION 4: MODIFICATION OF ISOLATION PRECAUTIONS

MODIFICATION OF ISOLATION PRECAUTIONS
IN INTENSIVE CARE UNITS

Patients requiring intensive care are usually at higher risk
than other patients of becoming colonized or infected with
organisms of special clinical or epidemiologic significance.
Three reasons are that contacts between these patients and
personnel are frequent. the patients are clustered in a confined
area. and many of themn are unusually susceptible to infection.
Moreover, critically ill patients are more likely to have mul-
tiple invasive procedures performed on them. Because there
is ample opportunity for cross-infection in the Intensive Care
Umit «ICU). intection control precautions must be done scru-
pulously. Frequent in-service training and close supervision to
ensure adequate application of infection controt and isolation
precautions are partcularty important for ICU personnel. (See
Guideline for Hospital Environmental Control: Intensive Care
Units.)

Most ICUs pose special problems for applying isolation pre-
cautions. hence some modifications that will neither compro-
mise patient care nor increase the risk of infection to other
patients or personnel may be necessary. The tsolation precau-
tion that will most often have 10 be modified is the use of a
private room. ldeally. private rooms should be available
{CUs. but some ICUs do not have them or do not use them
for patients who are critically ill if frequent and easy acces-
sibility by personnel is crucial. When a pnvale room is not
available or is not desirable because of the patient’s critical
condition. and if airbomne transmission is not likely, an iso-
lation area can be defined within the 1ICU by curtains. parti-
nons. or an area marked off on the floor with tape. Instructional
cards can be posted to inform personnel and visitors about the
isolation precautions in usc.

Patients with infections that can cause senicus illness (for
example, chickenpox) if transmitted in hospitals. should be
put in a pnivate room even when the [CU does not have one.
Because the nsk of these highly contagious or virulent infec-
tions to patients and personnel is great, the inconvenience and
expense associated with intensive care in a private room out-
side the ICU must be accepted.

One isolation precaution that should never be modified in
intensive care units is frequent and appropriate handwashing.
Hands should be washed between patients and may need to be
washed several times during the care of a patient so that micro-
organisms are not transmitted from | site to another on the
same patient; for example, from urinary tract to wound. Anti-
septics. rather than soap, should be considered for handwash-
ing in intensive care units. {See Guideline for Hospital
Environmenta! Control: Antiseptics. Handwashing, and Hand-
washing Facilities.)

30 A8-83

MODIFICATION OF ISOLATION PRECAUTIONS
FOR NEWBORNS AND INFANTS

Isolation precautions for newboms and infants may have to
be modified from those recommended for adults because
1) usually only a smail pumber of private rooms are available
for newboms and infants, and 2) during outbreaks, it is fre-
quently necessary to establish cohorts of newboms and infants.
Moreover. a newborn may need to be placed on isolation pre-
cautions at delivery because its mother has an infection.

It has often been recommended that infected newboms or
those suspected of being infected (regardless of the pathogen
and clinical manifestations) should be put in a private room.
This recommendation was based on the assumptions that a
geographically isolated room was necessary to protect unin-
fected newbomns and that infected newborns would receive
closer scrutiny and better care in such a room. Neither of these
assumptions is completely cotrect.

Separate isolation rooms are seidom indicated for newboms
with many kinds of infection if the following conditions are
met: 1} an adequate number of nursing and medical personnel
are on duty and have sufficient time for appropriate hand-
washing, 2} sufficient space is available for a 4- to 6-foot aisle
or area between newbom stations, 3) an adequate number of
sinks for handwashing are available in each nursery room or
area, and 4) continuing instruction is given to personnel about
the mode of transmission of infections. When these criteria
are not met. a separate room with handwashing facilities may
be indicated.

Another incorrect assumption regarding isolation precau-
tions for newbomns and infants is that forced-air incubators can
be substituted for private rooms. These incubators may filter
the incoming air but not the air discharged into the nursery.
Moreover, the surfaces of incubators housing newborms or in-
fants can easily become contaminated with organisms infecting
or colonizing the patient, so personne! working with the patient
through portholes may have their hands and forearms colo-
nized. Forced-air incubators, therefore, are satisfactory for
limited *‘protective’’ isolation of newborns and infants but
should not be relied on as 2 major means of preventing trans-
mission from infected patients to others.

Isolation precautions for an infected or colonized newborn
or infant, or for a newbom of a mother suspected of having
an infections disease can be determined by the specific viral
or bacterial pathogen, the clinical manifestations, the source
and possible modes of transmission, and the number of colo-
nized or infected newboms or infants. Other factors to be
considered include the overall condition of the newbom or
infant and the kind of care required, the available space and
facilities. the nurse-to-patient ratio, and the size and type of
nursery services for newborns and infants.

CDC Guidelines: Nosocomiat Infections



In addition to applying isolation precautions. cohorts may
be established to keep 10 3 mimimum the transmission of or-
ganisms or infectious diseases among different groups of new-
borns and infants in large nurseries. A cohort usually consists
of all well newbomns from the same 24- or 48-hour birth pentod:
these newborns are admitted t0 and kept in a singie nursery
room and, ideally, are taken care ot by a single group of
personnel who do not take care of any other cohort during the
same shift. After the newborzs in a cohort have been dis-
charged. the room is thoroughly cleaned and prepared to ac-
cept the next cohort.

Cohorting is not practical as a routine for small nurseries or
in nconatal intensive care units or graded care purseries. It is
useful in these aurseries, however, as a control measure during
outbreaks or for managing a group of infants or mewborns
colonized or infected with an epidemiologically important
pathogen. Under these circumstances, having separate rooms
for each cohort is ideal, but not mandatory for many kinds of
infections if cohorts can be kept separate within a single large
room and if personnel are assigned to take care of only those
in the cohort.

During outbreaks, ncwboms or infants with overt infection
or colonization and personnel who are carners. if indicated.
should be identified rapidly and placed in cohorts: if rapid
identification is not possible. exposed newboms or infants should
be placed tn a cohort separate from those with disease and
from unexposed infants and newbomns and new admissions.
The success of coharting depends largely on the willingress
and ability of nursing and ancillary personnel to adhere smictly
to the cohort system and to meticulously follow patient-care
practices.

CARE OF SEVERELY COMPROMISED PATIENTS

Patients with certain diseases (for example. leukemia. can-
cer. and extensive skin conditions. such as severc bums or
dermatitis) and paticnts who are receiving certain therapeutic
regimens (for example, total body uradiation, steroid or an-
timetabolite therapy) are highly susceptible to infection. These
compromised patients are often on special ‘“protective’ pa-
tent-care regimens intended 1o reduce the risk of infection.
One such regimen. Protective Isolation (as outlined in the pre-
vious editions of Isolation Techniques for Use in Hospitals).
does not appear to reduce this risk any more than strong em-
phasis on appropriate handwashing during patient care.

Protective isolation. as previously outlined. may fail 10 re-
duce the risk of infection because compromised patients are
often infected by their own {endogenous) microorganisms or
are colonized and infected by microorganisms transmitted by
the inadequately washed hands of personnel or by nonsterile
ittms used in routine protective isolation. Such itemns may
include patient-care equipment. food, water, and 2ir. Some
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studies suggest that vigorous efforts to exclude all microor-
panisms by using patient-isolator units. cradicating endoge-
nous flora. and sterilizing food. water, and fomites may prevent
or delay onset of some infections; thus. these procedures have
been recommended by some for use with very-high-risk pa-
tients who have a predictable temporary penod of high sus-
ceptibility. Howcver, these extraordinary and expensive
precautions do not appear warranted for most compromised
patients.

In general. compromised patients should be taken care of
by using precautions that are no different from routine good
patient-care fcchmiques. but for these patients, routine tech-
niques must be emphasized and enforced. All personne] must
frequently and appropriatety wash their hands before. during,
and after patient care. Compromised patients should be kept
separate from patients who are infected or have conditions that
make infection transmission likely. They should be put in pri-
vate rooms whenever possible.

CARE OF PATIENTS WITH BURNS

Bum wounds have been classified as major or minor by
various investigators according to several risk factors for bum-
associated complications. We have considered only the infec-
tious complications of burns. Therefore. we have classified
major bum wounds as those that cannot effectively be covered
or whose drainage cannot effectively be contained by use of
dressings. The drainage from a mimor bum can be covered and
contzined by dressings.

Most major bum wounds and many minor ones have be-
come infected by the second or third day after the bumn occurs.
Care of bum patients. therefore. involves efforts to prevent
colonization and infection of the wound. and isolation precau-
tions to prevent transmission to other patients. Other important
methads of care include use of topical and systemic antimicro-
bials. vaccines, and general supportive measures.

It is bevond the scope of this guideline to present compre-
hensive infection control recommendations for taking care of
patients with burms. We have. however. made recommenda-
tions for isofation precautions for both major and minor burns
infected with vanous pathogens. Rather than listing burn wounds
separately. we have grouped them under the subheading ““skin,
wound. or bum infection.™”

Isclation precautions and infection control techniques for
major burn wounds vary among bum centers. These precau-
tions may involve the use of strictly enforced. frequent hand-
washing, sterile gowns, sterile gloves. and masks. Since it is
not possible to “isolate” a major wound by use of dressings,
a private room or a special bum center is indicated for such
patients. (American College of Surgeons. Total care for burn
patients: a guide 1o hospital resources. Bull Am Coll Surgeons
1977; 62:6-14.)

1
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CDC GUIDELINES ON INFECTION CONTROL

The Guideline for Infection Control in Hospital Per-
sonnel is part of the Guidelines for Prevention and Control
of Nosocomial Infections. The CDC guidelines were devel-
oped to provide a central reference for professionals in-
volved in infection control that contains CDC recommen-
dations and is easily accessible to the infection control
personnel in hospitals. It should be emphasized that
these guidelines represent the advice of CDC on ques-
tions commonly asked of the Hospital Infections
Program, but are not intended to have the force of law or
regulation. These guidelines can be expected to change in
response to the acquisition of new knowledge.

Each guideline begins with a preamble that describes
the approaches that have been used or advocated to deal
with infection contro! issues and evaluate, where data
exist, their efficacy. The preamble is followed by a group
of succinct recommendations. The guidelines are assem-
bled in a joose-leaf notebook to allow for the addition of
new guidelines as they are developed and revisions as
necessary.

Optimally, recommendations should be based on rigor-
ously controlled scientific studies because recommenda-
tions of this type have the highest probability of value.
There are some recommended practices that have not
been adequately evaluated by controlled scientific trials,
but are based on such inherent logic and broad experience
that experts generally agree that they are useful. At the
other extreme are recommendations that are of uncertain
benefit and may be quite controversial. To address these
last 2 wypes of practices, realizing that hospitals must
make decisions in the absence of definitive data, we have
sought the advice of working groups compoesed of non-
CDC experis with broad experience in infection control.
CDC has endorsed such recommendations if members of
the working group have determined that the recommend-
ed practices are likely 10 be effective.

To assist infection contrel staff in critically assessing
the value of these recommendations, we developed a
ranking scheme that takes into account considerations of
scientific validity, applicability, and practicality (Table 1).
The last 2 considerations are clearly important since
scientifically valid infection control practices that are ap-
plicable in one setting (e.g., debilitated patientsin tertiary
referral centers) might not necessarily be applicable or
practical in another (e.g., acutely ill patients in communi-
ty hospitals). Cost effectiveness, another important
consideration, is taken into account in the ranking process
when possible, although adequate data are generally
lacking. We have ranked each recommendation according
to the degree to which it has been substantiated by
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scientific data or the strength of the working group’s opin-
ion on the effectiveness and practical value of the particu-
lar practice. The rankings thus provide additional useful
information for hospital officials who must decide on the
recommendations (e.g., those in Category II and,
especially, Category III) that best suit their hospital’s
needs and resources.

Finally, the adoption of these recommendations by
hospitals does not guarantee that hospital personnel will
adhere to them. The reduction of nosocomial infection
risks depends largely on the actual performance of correct
patient-care practices. Personnel may be motivated to
foliow those practices if they are given adequate training,
followed by periodic in-service education. Continuous or
periodic evaluation of patient-care practices, preferably
under the supervision of the infection control staff, might
assure continued performance of correct practices.

Teble 1. RANKING SCHEME FOR RECOMMENDATIONS*

Category l. Strongly Recommended for Adoption:

Meassures in Category ! are strongly supporied by weil-designed and
controlled clinical studies that show effectiveness in reducing the
risk of nosocomial infections or are viewed as useful by the majority
of experts in the field. Measures in this category are judged to be ap-
plicable 10 the majority of hospitals—regardiess of size, patient
population, or endemic nosocomial infection raie—and are consid-
ered practical to implement.

Catagory Il. Moderately Recommendad for Adoption:

Measures in Category 1l are supported by highly suggestive clinical
studies or by definitive studies in instituuons that might not be rep-
reseniztive of other hospitals. Measures that have not been ade-
quately studied. but have a sirong theoretical rationale indicating
that they might be very effective are included in this category.
Category Il measures are judged 1o be practical o implement. They
are not 10 be considered a standard of practice for every hospital.

Category Hil. Waeaskly Recommended for Adoption:

Measures in Category 1l have been proposed by some
investigators, authorities. or organizations. but, to date, they lack
both supporting data and a sirong theorclica) rationale. Thus, they
might be considersd as imponant issues that require further
evaluation; they might be considered by some hospitals for
implementation, especially if such hospitals have specific nosocomial
infection problems or sufficient resources.

*Recommendations that advise against the adoption of certsin mea-
sures can be found in the guidelines. These negative recommenda-
tions are aiso ranked into 1 of the 3 catsgories depending on the
strength of the scientific backing or opinions of the members of the
working group. A negative recommendstion in Category | means that
scientific data or prevailing opinion strongly indicate that the mea-
sure not be sdopted. A negstive recommendation in Category H!
means that, given the availsble information, the measure under con-
sideration should probsbly not be sdopted; such s measurs,
however, requires further svalustion.
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Guideline for Infection Control in Hospital Personnel

INTRODUCTION

In the United States. about 5 million persons work in more
than 7.000 hospitals. These personnel may become infected
through exposure to infected panents if proper precations are
not used. or acquire infection outside the hospital. They may
then transmit the infection 1o susceptible patients or other hos-
pital personnel. members of their households. or other com-
munity contacts. In this guideline. we focus on diseases that
are of particular concern to hospital personnel because of the
possibility of transmission. In some instances we focus our
discussion on transmussion of infectious disease from patient-
care personnel to patients. In other instances we focus on trans-
misston Of disease Irom patients 1o pauent-carc personnel.
Recommendations for prevention and control are limited to
these areas. We trequently refer to the Guideline for Isolation
Precautions 1n Hospitals. where suggestions can be found on
precautions that personnel mav use when taking care of pa-
tients 1o prevent the spread of iniection to themselves. other
personnei or pauents. and visitors.

Personne] who have direct contact with patients nclude
nursing personnel. medical house staff. clinical faculty, ai-
tending physicians. paramedical staff. and nursing and medical
students. Since other hospital personnel may have exposure 10
pauents that s comparable in quality. intensity. and duration
to that ol pauent-care personnei. hospitals may aiso consider
them 1n applving these recommendations. Risk to patents from
personnel with whom patients have only brief casual contact.
or nisk to these personnel. is generally felt to be low.

In the glossary key words or phrases used in this guideline
are defined. Issues related to management of outbreaks, ex-
posure to agents in microbiologic and biomedical laboratories,
and risks from exposure to noninfectious hazards are not dis-
cussed in this guideline. .

OBJECTIVES OF A PERSONNEL HEALTH SERVICE
FOR INFECTION CONTROL

The infection control objectives of a personnel health service
should be part of the hospital’s general programs for infection
control. The objectives can inciude 1) stressing maintenance
of sound habits in personal hygiene and individual responsi-
bility in infection control: 2) monitoring and investigating in-
fectious diseases. potentially harmful infectious exposures, and
outbreaks of infections among personnel; 3) providing care to
personnel for work-related illnesses or exposures; 4) identi-
fying infection risks related to employment and instituting ap-
propriate preventive measures: and 5) containing costs by
eliminating unnecessary procedures and by preventing infec-
tious disease that results in absenteeism and disability. For
these objectives to be met, the support of the administration,
medical staff. and other hospital staff is essential.

Whether programs or services other than those for infection
control are offered wiil depend on whether the hospital’s per-
sonnel health service is devoted mainly to controlling infec-
tious diseases or to providing a comprehensive health program
for personnel.
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ELEMENTS OF A PERSONNEL HEALTH SERVICE
FOR INFECTION CONTROL

The organization of a health service for hospital personnel
will depend on many factors, for example, the size of the
institution, the number of personnel. and the services offered.
These factors will determine the size. location. and staffing of
the service. Regardless of how the service is provided. certain
elements will assist in effectively attaining infection control
goals. These clements are as follows:
Placement evaluations
Personnel health and safety education
. Immunization programs
Protocols for surveillance and management of job-related
illnesses and exposures 10 infectious diseases
5. Counseling services for personnel regarding infection

nisks related 1o employment or special conditions

6. Guidelines for work restriction because of infectious

discase
7. Maintenance of health records

Placement Evaluations

When personnel are initially appointed or are reassigned
to different jobs or areas. a placement evaluation can be
used to ensure that persons are not placed in jobs that would
pose undue risk of infection to them. other personnel. pa-
tients, or visitors. A health inventory is an important part
of this evaluation. This inventory can inciude determining
a health worker’s immunization status. and obtaining a his-
tory of any conditions that may predispose the health worker
10 acquiring or transmitting infectious diseases. for exam-
ple, a history of such childhood diseases as chickenpox and
measles, history of exposure to or treatment for tberculo-
sis, history of hepatitis, dermatologic conditions. chronic
draining infections or open wounds, and immunodeficient
conditions. Physical examinations may be useful to detect
conditions that may increase the likelihood of transmitting
disease to patients, or unusual susceptibility to infection.
and to serve as a baseline for determining whether any future
problems are wotk-related. There are no data. however, w0
suggest that routine complete physical cxaminations are
needed for infection control purposes. Neither are there data
to suggest that routine laboratory testing (such as complete
blood counts, serologic tests for syphilis. urinalysis, chest
roentgenograms) of preemployment screening for enteric or
other pathogens are cost-beneficial. The health inventory
can be used to determine whether physical examinations or
laboratory tests are needed. In some areas, however, local
public health ordinances may still mandate that certain
screening procedures be used.

1t is important that initial placement evaluations be done
when personnel are hired or as soon after as possible. After
the placement evaluation, later appraisals may be done as
needed for ongoing programs or evaluation of work-related
problems.

Personnel Health and Safety Education

Personne} are more likely to comply with an infection
control program if they understand its rationale. Thus, staff
education should be a central focus of the infection control

By
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program. Clearly written policies, guidelines. and proce-
dures are needed in many instances for uniformity. effi-
ciency, and effective coordination of activities. Since job
catcgories vary, not all personnel need the same degree of
instruction in infection control. Educational programs should
be matched to the needs of each group.

Immunization Programs

Since hospital personnel are at risk of exposure to and
possible transmission of vaccine-preventable diseases be-
cause of their contact with patients or material from patients
with infections, maintenance of immunity is an essentia)
part of & hospital’s personnel health and infection control
program. Optimal use of immunizing agents will not only
safeguard the bealth of personnel but also protect patients
from becoming infected by personnel. Following a consist-
ent program of immunizations could eliminate the problem
of susceptible personnel and avoid unnecessary work re-

Immunization recommendations are made by the U.S.
Public Health Service Immunization Practices Advisory
Committee (ACIP) and are published periodically in the
Morbidity and Mortality Weekly Report (MMWR). Indica-
tions for use of Licensed vaccines are generally the same for
hospital personnel as for the general population: however.
immunity to some diseases. such as rubella, may be more
important for persons who work in hospitals. Decisions about
which vaccines to include in immunization programs can be
made by considering 1) the risk of exposure to an agent in
a given area, 2) the nature of employment, and 3) the size
and kind of institution. The suggestions included in this
guideline summarize ACIP recommendations as they apply
to hospital personnel. The categories reflect the views of
the Working Group for this guideline. The ACIP guidelines
should be consulted for a detailed discussion of the rationale
for active or passive immunization of hospital personnel and
the general population. The ACIP guidelines can be re-
quested from Public inquiries. Building 1, Room B63. Cen-
ters for Disease Control. Atlanta. Georgia 30333.
® Screening for Susceptibility to Hepatitis B
or Rubella.

The decision to screen potential vaccine recipients for
susceptibility to hepatitis B virus (HBV) is an econonuc
one, because vaccinating HBV carriers or persons already
immune does not appear 10 present a hazard.'? In the United
States the prevalence of previous infection in any tarpeted
group, the cost of screening, and the cost of immunizing
personnel determine whether screening would be cost-
effective 3¢

Routincly performing serologic tests 1o determine suscep-
tibility o rubella to be sure vaccine is given only to proven
susceptibles may be very expensive. The ACIP believes that
rubella immunization of men and women not known to be
pregnant is justifiable without serologic testing
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® Vaccine Administration

The most efficient use of vaccines with high-risk groups
IS 10 immunize personnel before they enter high-risk situg-
tions. It is crucial that persons administering immunizing
agents be well-informed about indications. storage, dosage,
preparation. and contraindications for each of the vaccines,
toxoids. and immune globulins they may use. Product in-
formation should be available at all times. and pertinent
health history should be obtained from each health worker
before an agent is given.

How immunizations are provided to personnel and who
pays for vaccines are topics not addressed in this guideline.
Work Restrictions and Management of
Job-related llinesses and Exposures

Major functions of the personnel health service include
arranging for prompt diagnosis and management of job-re-
lated ilinesses and providing prophylaxis for certain pre-
ventable diseases to which personnel may be exposed. If
susceptible personnel contract a serious infection that is po-
tentially transmissible or are exposed to an iflness that Jeads
to a period during which infection may be spread. the hos-
pital’s responsibility 10 prevent the spread of infection to
patients and other personnel may somectimes require that
these persons be excluded from direct patient contact. For
any exclusion policy 10 be enforceable and effective. all
personnel—especially department heads. area supervisors.
and head nurses—must know when an illness must be re-
poried. Any policy for work restriction should be designed
10 encourage personnel 1o report their ilinesses or exposures
and not penalize them with loss of wages. benetits. or job
status.

Health Counseling

Access 10 health counseling about illnesses they may ac-
quire from or transmil to patients is especially important for
all hospital personnel. but particularly for women of child-
bearing age and persens with special clinical conditions. Al)
personnel should know about infection nisks related to em-
ployment. Female personnel who may be pregnant or who
might become pregnant should know about potemtial risks
10 the fetus due to work assignments and preventive measures
that will reduce those risks. Among the diseases with po-
tential for nsk to a fetus if contracted by the mother are
cytomegalovirus infection. hepatitis B. and rubella.
Coordinated Planning With Other Departments

For infection control objectives 1o be achieved. the activ-
ities of the personnel health service must be coordinated
with the infection control program and with vanious hospital
departments. This coordination will help assure adequate
surveillance of infections in personnei and maintenance of
effective infection control programs. During case investi-
gations. outbreaks. and other epidemiologic studies that in-
volve hospital personnel. coordinating activities will help to
assure that mvestigations can be conducted efficiendy and
control measures implemented promptly.



Epidemiology and Control of Selected Infections
Transmitted Among Hospital Personnel and Patients

Almost any transmissible infection may occur in the com-
munity at large or within the hospital and can affect both
personne} and patients. However, only those infectious dis-
cases that occur frequently in the hospital setting or are most
important to personnel are discussed below. These discases
have been divided into 2 » according to what we know
aboutd;cepidemiologymdwhcttwrmcprhnmyconccmis
1} preventing transmission of infection both to and from per-
sonnel and patients or 2) preventing transmission of infection
primarily from infected patients 1o personnel. Within each sec-
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tion, diseases are listed alphabetically. Relevant epidemiol-
ogy, microbiology, and preventive measures are reviewed for
each disease. Infectionsthznreunusualorarenotmajorno-
socomial problems in this country receive only a brief com-
ment or none at all.

In all patient-care activities, personnel can decrease the risk
of acquiring or transmitting infection by careful handwashing
and by taking care of patients with potentially transmissible
infections according 1o the CDC Guideline for Isolation Pre-
caurions in Hospizals,
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