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Overview of TB IPC guidelines

18 recommendations and 3 good practice
statements under the key areas of
TB infection prevention and control (TB IPC):

1. Administrative controls

2. Environmental controls

3. Respiratory protection

4. Core components of IPC programmes
(Research gaps)
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Background (1)

The End TB Strategy — Pillar 2

“Bold policies and supportive systems”

C. Universal health
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T cavand pezlmzp:d"w regulatory frameworks
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C. Universal health i .
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overly alleviation regulatory frameworks
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rational use of medicines,
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* Initial WHO recommendations on TB IPC focused on decreasing the risk of transmission in health care
facilities in resource-limited settings

« The 2009 guidelines update expanded its scope and provided guidance on specific measures for health
care facilities, congregate settings and households

e The 2019 update aimed to
* consider more recent evidence on TB IPC
* integrate evidence-based recommendations on general IPC, developed by WHO in 2016, providing

a broader health systems framework

« employ public health approach within the domains of both clinical and

programmatic management of TB
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Administrative controls (1)

Recommendation 1: Triage of people with TB signs and symptoms, or with TB disease,
Is recommended to reduce M. tuberculosis transmission to health workers (including
community health workers), persons attending health care facilities or other persons in
settings with a high risk of transmission. (Conditional recommendation based on very low
certainty in the estimates of effects)

Recommendation 2: Respiratory separation / isolation of people with presumed or
demonstrated infectious TB is recommended to reduce M. tuberculosis transmission
to health workers or other persons attending health care facilities. (Conditional
recommendation based on very low certainty in the estimates of effects)
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Administrative controls (2)

Recommendation 3: Prompt initiation of effective TB treatment of people with TB disease
Is recommended to reduce M. tuberculosis transmission to health workers, persons
attending health care facilities or other persons in settings with a high risk of transmission.
(Strong recommendation based on very low certainty in the estimates of effects)

Recommendation 4: Respiratory hygiene (including cough etiquette) in people with
presumed or confirmed TB is recommended to reduce M. tuberculosis transmission to health
workers, persons attending health care facilities or other persons in settings with a high risk of
transmission. (Strong recommendation based on low certainty in the estimates of effects)
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Environmental controls & Respiratory protection

Recommendation 5: Upper-room germicidal ultraviolet (GUV) systems are
recommended to reduce M. tuberculosis transmission to health workers, persons
attending health care facilities or other persons in settings with a high risk of transmission.
(Conditional recommendation based on moderate certainty in the estimates of effects)

Recommendation 6: Ventilation systems (including natural, mixed-mode, mechanical
ventilation and recirculated air through high-efficiency particulate air [HEPA] filters)

are recommended to reduce M. tuberculosis transmission to health workers, persons
attending health care facilities or other persons in settings with a high risk of transmission.
(Conditional recommendation based on very low certainty in the estimates of effects)

Recommendation 7: Particulate respirators, within the framework of a respiratory
protection programme, are recommended to reduce M. tuberculosis transmission to
health workers, persons attending health care facilities or other persons in settings with a
high risk of transmission. (Conditional recommendation based on very low certainty in the
estimates of effects)
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WHO recommendations on core components of IPC (4)

ore component 1. Infection prevention

and control programmes
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Core component 3. Infection prevention
and control education and training
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2016-WHO Department of Service Delivery and
Safety issued evidence-based guidelines on core
components of IPC programmes

8 core components combine 11
recommendations and 3 good practice
statements

Recommendations for national level and health
facility level

Aim being addressing current and preventing
future threats, strengthening health service
resilience and helping to combat AMR

Aim also to support countries develop own

national protocols for IPC and AMR action plans

Module 1: TB infection prevention and control

ore component 5. Multimodal strategies for impiementin
infection prevention and control activities
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Core component 6. Monitoring/audit of IPC
practices and feedback and control activities
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Core component 7. Workload, staffing and
bed occupancy at the facility level

that she ko aNeed 10 11 0rger 10 FB0UCe
standard

he panet

mmummmmmum (1) bad occupancy should not excesd the
capacity of the facilty. (2)Mmmml-g should be adeguataly assigned
20CoMING 10 patient warkl

(Smong recammendation, wymwd vidnoe)

Core component 8. Built Environment,
materials and equipment for IPC at the facility level
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IPC e 1a. Health facility: IPC programmes with a dedicated trained team should be in place in each acute health care facility

programme e 1b. National: Established active, stand-alone, national IPC programmes with defined objectives, functions and activities
IPC e 2. Evidence-based guidelines should be developed and implemented and undertaken education and training of health
Guidelines workers and monitoring of adherence to guidelines

Education ¢ 3a. Health facility: IPC education should be in place for all health workers utilizing team and task-based strategies

and training e 3b. National: The national IPC programme should support the education and training of the health workforce

HAI e 4a. Health facility: HAI surveillance should be performed to guide IPC interventions and detect outbreaks

Surveillance e 4b. National: establish HAI surveillance programmes and mechanisms for timely data feedback

Multimodal e 5a. Health facility: IPC activities using multimodal strategies should be implemented

strategies e 5b. National: national IPC programmes should coordinate and facilitate the implementation of multimodal strategies

Monitoring-audit e 6a. Health facility: regular monitoring and timely feedback of health care practices
and feedback  6b. National: Establish national IPC M&E programme including hand hygiene and feedback

Workload, staffing, e 7. Following elements should be adhered to: (1) bed occupancy should not exceed capacity; (2) staffing levels
bed occupancy should be adequately assigned according to workload

Built environment,

) e 8a. General principles: patient care should be in hygienic environment, including WASH infrastructure and IPC
materials and

e 8b. Materials, equipment and ergonomics for hand hygiene should be readily available at point of care

equipment
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Operational handbook

The handbook provides practical advice, best practices, checklists and other
job aids on how to implement WHO recommendations on TB IPC within the
clinical and programmatic contexts, using a public health approach with

multisectoral actions across relevant settings. .
YOK © 1

tuberculosis

It targets policy-makers at national and subnational levels, programme

Module 1: Prevention

managers for TB, HIV and noncommunicable disease programmes; managers Infection prevention and control
and clinicians at inpatient and outpatient health care facilities; managers at
congregate settings, occupational health officials; engineers; frontline health

: : : @ St
care workers; and other key stakeholders in the public and private sectors.

https://apps.who.int/iris/bitstream/handle/10665/372738/9789240078154-eng.pdf
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Integrated package of TB IPC

Three-level hierarchy of TB IPC

’a Triage of people with TB signs and symptoms,
or with TB disease

Administrative «:7 Respiratory separation

controls
.' Prompt initiation of effective TB treatment

of people with TB disease

. Respiratory hygiene
Environmental @ Ventilation systems
trol =
controts @ Upper-room germicidal ultraviolet (GUV) systems
Respiratory & Particulate respirators, within the framework
protection of a respiratory protection programme

IPC: infection prevention and control; TB: tuberculosis.
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National IPC focal person

e national TB IPC plan Subnational and facility-level IPC focal person
* national norms and regulations A HCW employed full time for oversight of TB IPC
e fund and resource mobilization from government and implementation
donors e ensure TB screening, training and education of HCWs
e develop and disseminate educational and advocacy at risk are performed regularly
material

e coordinate implementation of TB IPC activities
e facilitate recording and reporting of TB IPC

Coordination
and planning

IPC committee at facility level

e develop a TB IPC implementation plan TB IPC facility risk assessment
e advise facility administration on the choice of IPC tools e review patient flow
(respirators, UGV, ventilation) e location and scheduling of TB services

* ensure availability of above e Identify high-risk areas, congregation and waiting

e review implementation areas

e organize initial and regular refresher training e status of environmental controls and respiratory

 ensure the availability and use of SOPs protection measures

\ 1/
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Annex 3. Example of an outline
of facility tuberculosis infection
prevention and control plan

The facility tuberculosis (TB) infection prevention and control (IPC) plan given in this annex is based
on a publication from the United States Centers for Disease Control and Prevention (CDC) (7).

+ Name of facility:

+ TB IPC committee chair:

+ TBIPC focal person:

+ IPC committee members (e.g. nursing services, radiology, laboratory, medical records, community
representative, TB clinical lead and HIV clinical lead):

+ Schedule of IPC committee meetings (e.g. first Wednesday of each month), updates on T8 IPC will
be a standing agenda item:

Background

+ Type of health facility:

+ Patient visits per year (outpatients, inpatients):

+ Type of health services available (e.g. outpatient, HIV and anti-retroviral therapy [ART], TB screening
and follow-up, prenatal, maternity, paediatric and laboratory services including rapid TB diagnostics
and X-ray):

+ Estimated TB burden in the catchment area of the health facility:

+ Type of T8 services available (e.g. screening, diagnosis, treatment and T8 preventive treatment [TPT]):

Purpose

An infection prevention and control programme requires a plan for identifying and separating
patients, providing appropriate treatment and other measures to reduce the risk for T8 transmission
to patients and health care workers, The plan should be based on the findings from the facility risk
assessment and be consistent with the national TB IPC policy and latest guidelines from the World
Health Organization (WHO)

Authority statement

The designated TB IPC focal person should have the authority to assess, implement and ensure
compliance with this plan, including the authority to use measures to minimize the risk of T8
transmission to patients, visitors and health care workers.

Responsibilities

The facility IPC committee has the authority to adapt the plan as needed to maintain the safety and
health of patients, visitors and staff members. The T8 IPC focal person, with the support of the facility
administration and IPC committee, will ensure implementation of the plan as outlined in the following

Module 1: TB infection prevention and control

J Organization

sections for administrative and environmental controls, and respiratory protection. /
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Operational handbook (2): e.g. patient flow at outpatient clinic in Ghang

Does the patient have YT

a cough? {(NO}—> Normal queue
YES J{
Has the cough lasted (NO)—> Educate on proper
longer than 2 weeks? — cough etiquette

YES J{

E n r
ducate on prope Normal queue

cough etiquette
A. Fast track B. Separate
if possible

l d

Sputum examination

\ | 4
P eay
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Operational handbook (3)

Programmatic alignment of core components of IPC

and TB IPC
\ | /
o
Module 1: TB infection prevention and control 15 ‘,T:ﬁi.
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Core components of IPC and TB IPC (1)

Core Components 1 and 2 - IPC programmes and guidelines

* Ministry of health should ensure that
* Existing IPC committees incorporate TB IPC into their mandate and prioritize TB IPC
implementation
 ATB focal person is included on IPC committees at all levels of health system
* Ministry of health should ensure that TB IPC recommendations are incorporated within
e national IPC guidelines
* implementation protocols and

* standard operating procedures (SOPs)

\-
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Core Components 3 and 4 — Education, training and HAI surveillance

Facility IPC focal person should ensure that
e |PCtraining and on-the-job education of health care workers should include TB IPC
recommendations
« Standard communication tools (e.g., posters and flow charts targeting staff, patients
and visitors) include actions for TB IPC
Health care associated infection surveillance
e Surveillance is key to successful implementation of IPC
 TB among health workers may be a proxy indicator for quality of TB IPC actions in
health facility or congregate setting
 a programme for periodic TB screening should be established for health workers and
staff including access to rapid diagnostics, chest X-ray, and prompt start of TB
treatment or TB preventive treatment

@[P ), World Health
®¥ Organization 17
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Core Components 5 and 6 - Multimodal strategies, monitoring and feedback on IPC implementation

Effective integration of TB IPC into WHO recommended multi-modal IPC strategies
* system change —availability of infrastructure and supplies to implement IPC

* culture change through leadership engagement and positive reinforcement to promote best practices
* education and training
* reminders at workplace; and
Monitoring and feedback:
e TBIPCshould be regularly monitored along with other IPC interventions at the national and local levels
* feedback should be provided to the staff for quality improvement

* Periodic surveys may be undertaken data not routinely collected and to understand adherence to

national IPC protocols and SOPs.

o Y
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Core Components 7 and 8 - Workload, staffing, bed occupancy, infrastructure and equipment

For effective TB IPC

* WHO encourages ambulatory or home-based treatment over inpatient care or isolation

* limit hospital admission to those with severe TB (e.g., life-threatening, adverse events,
comorbidities)

« Sufficient staff should be available to serve number of patients cared for by health facility

* respiratory protection equipment should be made available to both staff and visitors

* Equipment and tools for disinfection and dilution of ambient air through effective ventilation

systems
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Operational handbook (4): Training and sensitization on triage

> Why triage? Principles underlying triage and practical aspects of its organization\\
> Steps to take once individuals with signs and symptoms suggestive of TB are identified:
* education on cough etiquette;
» promotion of the use of medical masks;
* respiratory separation and evaluation for TB; and
» prompt TB treatment if TB disease is detected.
=> Personal protection for health workers and staff:
* education on how to wear a particulate respirator correctly;
* the importance of continued use of masks or respirators;

* how to avoid contamination during use, removal and disposal of medical masks and
respirators; and

* when to change the medical mask or respirator (e.g. when it gets wet or dirty
with secretions).

&%
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Operational handbook (5): Environmental control (Upper-room GUV systems

Y-RAYS X-RAYS ULTRAVIOLET VISIBLE INFRARED MICROWAVES RADIOWAVES
m -.s 5 & ]
Ultraviolet Visible Infrared

UVC.¢.050nm rEepresents optimal wavelength
range to Kkill or inactivate airborne pathogens.

uv-c

100 260 280

LS
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Types of upper-room GUV fixtures-different room heights

IEl

Louvered/baffled fixture, Louvered/baffled fixture,
ceiling mounted wall mounted

Semi-open fixture, Louvered/baffled (wide-spaced)
ceiling mounted fixture, wall mounted
DX\ World Health e‘ ‘\.:'%
( Organization Module 1: TB infection prevention and control 22 ﬁ:ﬁ&.



Operational handbook (6): Ventilation systems (Air changes per hour)

« Removal of stale air and infusion

of fresh air dilutes the

2 138 207 .
organisms
4 69 104
6 46 o * Number of times that the total air
12 23 35 volume in a room or space is
15 18 28 completely removed and replaced
20 14 - in an hour
50 6 8 . . L
 ACH is a key consideration in
400 <1 1

determining the effectiveness of

ventilation systems
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Mechanical ventilation

Natural ventilation

Hybrid (mixed mode) ventilation

Advantages

Suitable for all climates and
weather

Suitable for warm and temperate
climates

Suitable for most climates and
weather

More controlled and comfortable
environment

Lower capital, operational, maintenance
costs for simple implementations

Energy saving, relative to
mechanical ventilation

Occupants have limited control to
affect ventilation

Capable of achieving very high
ventilation rates

More flexible

Disadvantages

Expensive to install and maintain

Easily affected by outdoor climate and
occupant’s behavior

May be more costly or difficult to
design

Can fail to deliver required
ventilation rates through faulty
design, maintenance or operation

May be difficult to plan, design, and
predict performance

Noise from equipment

Reduced comfort level of occupants in
extreme weather

Cannot achieve directional control of
airflow, if required

L<<§\
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Examples of room ventilation in patient care

Direction of natural Direction of natural Direction of natural
ventilation or incorrect ventilation or correct ventilation or correct
working locations working locations working locations

| Patient| [HCW/| | Patient| [HCW | |[HCW| [Patient |
\| : Inpl | \I 1l | \| - |:
Wind @ Wind> <Wind @ <Wind Wind> Wind
t=2—
I X Incorrect I I v/ Correct I I v/ Good Compromise I

HCW: health care worker. Source: Stop TB Partnership
Source: P Jensen Exhaust _ Supply Supply . .
. — < — s Turbine-driven
" A & o N[ — _@ ventilation
z 5 4 !
< c >
x wn Q \
- HCW - HCW a "\\ b
— @0 0] ® %
Supply L)L)
[/ Correct ) [ v/ Correct ] [X Incorrect] . s <,
v, &
/R 5O
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 TBIPC focal person at the site responsible for respiratory protection

e written SOPs

* dedicated funding and for medical masks, respirators and education material and
human resources for training of staff

* Esure availability of respirators of different sizes that meet global standards for
protection

* Ensure fit-testing for all users and a practice to “seal check” before wearing a respirator

* Ensure appropriate respirators use by all staff in high-risk situations (e.g., infectious TB
patients, staff with HIV)

* Facilitate general health screening of those using respirators regularly

W%
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Respiratory protection

Particulate respirators

WITH VALVES
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- Respirators protect healthcare workers and
contacts from inhaling infectious particles that are
small enough for airborne transmission

- Some respirators have valves, and some do not

- Their coding refers to filtering capacity when used
correctly (e.g, N95 filters 95%+ of particles 0.3um in
size)

gf’@ World Health
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Medical Masks

- Masks can protect from
infection via droplets but
offer minimal protection
against airborne transmitted
M. tuberculosis

- Masks can be made of gauze
or tissue, without a filter

- They are best suited for use
by people with infectious TB oo cear wro, sink mecio - ricc shryock
to reduce the release of infectious particles

into a space
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Respirator fit-testing

Step 1
- Cup the respirator in your hand with the nosepiece at your fingertips
allowing the headbands to hang freely below your hand.

Step 2

- Pasition the respirator under your chin with the nosepiece up.

Step 3

- Pull the top strap over your head resting it high at the back of your
head. Pull the bottom strap over your head and position it around the neck below
the ears.

Step 4

- Place fingertips of both hands at the top of the metal nosepiece. Mould the
nosepiece (USING TWO FINGERS OF EACH HAND) to the shape of your nose. Pinching
the nosepiece using one hand may result in less effective respirator performance.

L Cwnign e st by [npage Wit & Desgn. s, anpags- peveva ch

Step 5
- Cover the front of the respirator with both hands, being careful not to disturb the
position of the respirator.

Step 5a: Positive seal check
- Exhale sharply. & posiive prassure inside the respirator = no leakage. i leakage, adjust the position and/or tension straps.
Ritost the seal. Repeat the steps until the respirator ts socured propary.

Step S5b: Megative seal check
- Inhale deeply. i no leskage, negatve presswre will make respirator cing to your face.
- Loakage will rosult in loss of negative prossuna in the respirator duo to air onfering through gaps in the cosl

"
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Key indicators for routine reporting Source of information
1. Proportion of health facilities that have a valid and updated TB Policy document from the NTP, field

IPC plan visits and survey data
2. Proportion of health facilities that have appointed a TB IPC focal |Policy document from the NTP, field
person as a part of facility IPC committee visits and survey data

Surveillance data (should be available

3. Time from diagnosis to start of appropriate TB treatment .
8 PPTop in most case-based records)

4. Proportion of health care workers involved in the care of DS-TB or
MDR-TB, or in the collection of sputum samples, who are provided |Supervisory visits
with at least one respirator per week

5. Relative risk of TB disease among health care workers compared
with the TB notification rate in the adult population of the same Surveillance data
area in the same year

W
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Monitoring and evaluation...Cont (1)

7
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Annex 1. Data elements for
monitoring implementation of
tuberculosis infection prevention
and control

This annex provides two tables.

+ Table A1 lists indicative data elements that may be monitored using periodic surveys or through
Iimplementation research studies, to complement the indicators that are routinely collected
Indicators (described in Chapter 6); and

+ Table A1.2 provides an example of country evaluation of the tuberculosis (TB) infection prevention
and control (IPC) activities at 6 months compared with baseline.

Table Al.1. Data elements that may be monitored using periodic surveys or

Recommendation 1: Triage of people with  «Number of outpatients, inpatients or

T8 signs and symptoms, or with T8 disease, individuals attending the health facility or

is recommended to reduce M. tuberculosis living in a congregate setting.

transmission to health workers (including «Number of individuals identified as having
community health workers), persons cough at the reception or in the waiting areas

attending health care facilities or other
among those attending the health facility or
persons in settings with a high risk of regate
transmission. the corg seitng
R d 2 y sep *Number of individuals having cough fast-
/ isolation tt:d people with Bvesumed or tracked for TB evaluation.
demonstrated infectious T8 is recommended . e ough
to reduce M. fubercudasis transmission to :\ uolam?: mw‘dhu:im(m M\x

health workers or other persons attending
health care facilities. BN St irmacment

Recommendation 3: Prompt initiation *Number of indviduals having cough who
of effective T8 treatment of people with were evaluated for TB and diagnosed with T8
LB duunaul: recommended to ':me disease.
 tuberculasis transmission to healt «Number of indiiduals diagnosed with T8
‘,’“’"‘"‘ persons attending health care disease who started TB treatment within 7 4
acilities or other persons in settings with a days
high risk of transmission ‘ //

‘%a World Health

Annex 2. Facility tuberculosis risk
assessment tool

This annex is based on a tool produced by Médecins Sans Frontiéres (MSF) (7).

Instructions. This tool helps to give an idea of the risk of of My berculosis in
health care facility or congregate settings. The results should be comp! by the infection p

and control (IPC) focal person and interpreted by the IPC committee. For the Yes/No questions, a Yes
answer indicates good tuberculosis (TB) IPC practices. Any pertinent information on No answers is
noted in the Comments section below each table

Overview of the facility (interview with the health faclity manager)
Name, address and telephone number of the facility

Name of assessor

Name of facility manager

Date of current T8 IPC assessment

Date of last TB IPC assessment

Type of facility (e.g. primary health care or prison)

Medical services offered (e.g. OPD consultation, VCT or antenatal care)

Size of the population served by this facility

Facility T8 case notification rate per 100 000 per year

National TB case notification rate per 100 000 per year

Number of DR-TB patients in care
Number of people Iiving with HIV in care

Average number of cases of T8 reported per month in the facility

Is there a functional IPC committee in the facility or a committee at which T8 IPC is
discussed?

Is there a written facility-specific infection prevention and control plan (that includes
18 1IPC)*

Is there a budget allocated for TB IPC activities?

Is there a person in charge or a focal person for T8?

Is the TB focal person a member of the facility IPC committee?

How often does IPC committee meet? *

Did all the clinical staff receive documented TB IPC training or refresher training

within the past 2 years? "

*1f possible, ctain 4 copy of the mnutes of the last PC meeting and T8 BC plan

*Heview and note rumber (%) 4
o /
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Annex 9. Checklist for the
review of programmatic
implementation of tuberculosis
infection prevention and control

This checklist was prepared for the express purpose of national tuberculosis (TB) programme
reviews for TB infection prevention and control (IPC) (7, 2). Such reviews typically consider multiple
programmatic components; thus, a checklist helps the reviewer to focus on the critical areas of any
particular component.

Objectives

By the end of the review, experts should be able to comment on how TB IPC measures are implemented
at different levels of the health services (with the measures being administrative controls, environmental
controls, respiratory protection and the core components of IPC as they apply to TB).

Note: TB laboratory biosafety is generally dealt with separately from T8 IPC, and this review needs to
be coordinated with the experts reviewing the laboratory services.

Background
The End T8B Strategy calls for a 90% reduction in TB deaths and an 80% decrease in the T8 incidence
rate by 2030. The strategy emphasizes the need for pi .aaossa!lappmaches, mcludng TBIPC

at health care facilities and other settings where the risk of Mycob:

is high. TB IPC measures and practices are vital to reduce the risk of tramrrussbﬂ. by reducing
the concentration of infectious particles in the air and the exp of st dividuals to
such particles.

Stakeholders
Varlous personnel are involved in implementation of TB IPC and may be encountered as part of the
programme review:

+ managerial staff at national, subnational and health facility level contributing to the national T8
programme (NTP) and national HIV/AIDS progr and other individuals such as engl
at hospitals and primary health care facilities and at long-term residential facilities, prison

health services and migrant facilities; and

+ health care workers and community health workers involved in TB and HIV care; evaluations of
household contacts; implementation of IPC; diagnostic services in health care facilities, both in
public and private primary and secondary health sectors; and other services
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Operational handbook (9): Tools/ job aides

Health care worker tuberculosis screening form Health care worker TB screening register

Date: 1b: Age! Sex: [IMale [Female
Occupational category: Department:

Do you have any of the following symptoms or risk factors? (Check if present)
General symptom screen (people without HIV) Four-symptom screen (people with HIV)

(I Cough >2 weeks [l cough (any duration) Sex Ocoupational Screening Referred  Referrad | Chest TPT Dingnostic | Test
[ Fever >2 weeks [ Fever {any duration) categary reslt :;r:ﬁ facation ::H ::: FRgiman oulcoms tact k| el :::::;t
[] Loss of weight in last 3 months [ Loss of weight in last 3 months

[ Drenching night sweats [ Drenching night sweats 1

[] sputum production 4

[L] Coughing up blood 3

[ ] Lymphadenopathy (e.g. neck swelling)

L1 TB contact in the past year )

Is there a X-ray chest result? [ [ves _ INo Abnormality detected: | Yes | |No :

TB screening result | | Postive | Negative b

Referred for TB diagnosis? [ |ves  No If yes, referred where? 7

Referred for test for TB infection? If yes, referred where? B

(TB negative) [ Yes _INo

Started TB preventive treatment? Date of start of TPT:

('I'Bnegalive] [C¥es CINo TH: b kol 121 18 provenbbae resiment

s
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Tools/ job aides ...cont (1)

Annex 6. Sample posters for
health education

This annex provides sample posters for health education from different countries.

TB Infection Control in HIV Clinics and
Out-Patient Settings: a Team Approach’

Evory Person nts

I - 2 *:-II-'I_~—
- T ———
Infection Control Focal Person

§ R e L
"‘ . u-u?zv-—-_—-.n
Admissions Clark

]  Cotghing pabund T3 (R o WTjh M masy

I
!’I-d-

S
N e Keep this
- :.-.'.::::-........ stop
i o ] THE SPREAD OF T8
g RO, a0
Son Tovm ook Care promplly # you ik e nfuctod
::_—" nn=- -&Lu——m—n

! =@
Keep this Window Open
STOP THE SPREAD OF TB
@@

Sowee: COC, T8 BASICS toolbi (1)

Annex 7. How to choose upper-room germicidal

ultraviolet light fixtures

The scenarios in this annex are toad in g the most

using ultraviolet C (UVC) to create an effective

and cost-effective germicidal ultraviolet ight features; that is, features
UVCys, system. The effectiveness of the system depends on room shape and dimensions, type

upper-room
of fadures avadable and how occupants will use the space. The three examples gven demonstrate how these factors can influence final foture choices for

upper-room UVC (7).

A low-ceiling Floor-to-ceding height is 100 low to safely install upper-room UVCyse
room

B. Standard 1 Floor-to-ceding hexght s sufficient for upper-room UVC.c.
office or

room 2 Calculate room volume: (V) = () x (w) x ()

3. Calculate required room UVC.<. output (mW) Required UVCy, dose = V (m) x 1

4. Calculate type and number of UVCys. fixtures:
3) Fceldng haight s 24-30 m, use a louvred or baffled style fixture (ceiding not
enough to safely use an open design fixture).
b) A manufacturer has louvred or baffled UVC s, fixtures with six different levels of Ul
output.

9 W@dswmwmwm%wmmmm

dose for adequate disinfection for the room sze. Here the goal would be

m-wcu-dm-.zsonm

Cost consideration: In general, the cost of 3 UVCs. fixture with an output of 400 mW
m&mumdaMmfmxzmhmadewa The cost of
sm&mLhwau

ensures coverage of 3 area from the source; however
more

demmsmuvcel
multiple units

\y"@v World Health
A 77 Yy ¥ Organization
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Annex 8. Choosing a radiometer
for measurement of ultraviolet C
irradiation

The manufacturer's specifications should be checked to determine whether the radiometer has the
appropriate characteristics for wavelength, irradiance measurement and accuracy, based on the
ultraviolet C (UVC) source being used (7).

Wavelength range

The radiometer chosen should be able to measure wavelengths of 220-280 nm with a peak response
at 254 nm for standard UVCass low-pressure mercury lamps.

+ If measuring sources other than UVCys4 low-pressure mercury lamps, look for a radiometer
calibrated to the peak output of the concerned source.
+ If using more than one type of UVC fixture with different wavelengths, consider purchasing a
that can be p: to measure multiple wavelengths (rather than using
radiometers specific for lndhndud wavelengths)

Irradiance measurement range

The radiometer chosen should be able to measure effective’ iradiance within a recommended range
of at least 0.1-2000 pW/cm? for standard UVCys4 low-pressure mercury lamps.

* The upper end of the range may need to be increased if high-output, unbaffled UVC fixtures are
used.

* For wavelengths other than 254 nm, lhem‘gemayneedlobeshhedupudownbasedmme
peak output of the lamp ding on the

Accuracy

Accuracy may be referred to as *measurement uncertainty” under specfications. The radiometer
should have an accuracy (measurement uncertainty) for both of the following criteria:

+ Accuracy for measurements of UV irradiance of more than 1 to 2000 uW/cm’ should be £10%
of the reading (not +10% of the upper end of the radiometer range), to measure irradiance and
confirm performance of the source or lamp.

*+ Accuracy for measurements of UV irradiance of 0.05-1 uW/cm' should be +0.05 uW/cr’, to
measure safety levels for occupants.

Some radiometers meet both of the accuracy criteria required; however, if a radiometer meets anly
one of the two criteria, a second radiometer that meets the other criterion will be needed. Reputable

MOSE UV sy rachommeters

messy ity by /

Annex 10. Country example:
education messages for
tuberculosis and for tuberculosis
infection prevention and control

This annex provides examples of posters from Myanmar with educational messages for tuberculosis
(TB) and T8 infection prevention and control (IPC) for community members.

for 8 patientsand fames
By

National Tuberculosis
Programme, Department
of Public Health, Ministry of
Health

and
World Health Organization,
anfpanioqdiibaphetichl oty Offce yomor
BeSoprpfnoqdibiny
ogfnoqyl smoonofpy
#
mporinonny i gredibodefit Beoey

BBepyss Sonigup:3cgod

o$:nce opncomEoon:
(I cmmiddidogpenagh m) Blosly)

S
S Y 4

32 R



https://extranet.who.int/tbknowledge

English v 9 Y World Health
Consolidated Guidelines Operational Handbooks - Research and Innovation

Orgimzatlon

1 KNOWLEDGE
SHARING PLATFORM

Access the modular WHO guidelines on tuberculosis,
with corresponding handbooks and training materials.

Handks

WHO guidelines provide the latest evidence- The WHO Operational Handbooks on tuberculosis
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