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Purpose of document
The purpose of this document is to provide infettontrol guidance for health-care
workers (HCWs)* in health-care facilities evaluatior providing care for patients with
suspected or confirmed avian influenza (Al) infeatiincluding Al A (H5N1).
This guideline is intended for use in the currearigiemic alert period, in which there are
human Al infections, but no evidence for sustaihethan-to-human transmission.
Although this guidance may be modified as the epidéogy of Al evolves, health-care
facilities may use this guidance, in addition tadgmce in national pandemic influenza
plans, to assist with pandemic influenza planning.

Intended audience
This guidance is intended to be used by governplanners, health-care facility
administrators, infection control practitionerscopational health specialists, direct care
providers, and other professionals involved ingydtcare.
Although these recommendations are targeted fatiept health-care facilities, they may
be applicable to other patient care settings.
WHO recognizes that the recommendations in thidejine may need to be adapted due
to the local setting, local needs, and resourcidtrans.
Health-care facilities are encouraged to reviewrdo®mmendations and to modify them
according to what is possible, practical, and pnt.de

Updates to guidance
The present guideline replaces the document "InflaeA (H5N1):WHO Interim
Infection Control Guidelines for Health-care Fatis' published by the WHO Regional
Office for the Western Pacific on 10 March 2004q apdated in April 2006

The main change in the infection control recomméonda when compared to the April
2006 document is related to the application of ebPrecautions instead of Airborne
Precautions when providing routipatient care as part of infection control precansi
However, whenever performing aerosol-generatingguiares associated with increased
risk of infection transmission, HCWSs should applyb®rne Precautions as part of
infection control precautions. As of the date a$ tthocument, the available evidence does
not suggest airborne transmission from humans teeims, therefore, for routirgatient
care, Contact plus Droplet Precautions should bdeddtb Standard Precautions; for
aerosol-generating procedures, HCWs should applydaird plus Contact plus Airborne
Precautions.

These guidelines relate to and can be used in gotijun with the 2007 “WHO Interim
Infection Prevention and Control Guidelines for dgnic- and Pandemic- Prone Acute
Respiratory Diseases in Health Care” availablé@i#p://www.who.int/csr

Case surveillance and case and contact investigat®critical in defining and

identifying changes in the epidemiology of humaniméction and will continue to

inform Al infection control recommendations. Maddtions to this guideline will be
made, as necessary, as additional information bes@wailable. Please make sure the
version being used is the most recent version @viailat:
http://www.who.int/csr/disease/avian_influenza/glidestopics/en/index3.html

In the event of a human influenza pandemic, aduitioecommendations will be
forthcoming.
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Additional information
For further information related to infection pretien and control measures for acute
infectious respiratory diseases please refer tdi@\Interim Infection Prevention and
Control Guidelines for Epidemic- and Pandemic- Bréiute Respiratory Diseases in
Health Care” available aftttp://www.who.int/csr

This guideline does not include information on lddgoratory diagnosis and clinical
management of patients with Al infection. Pleafenrence WHO guidance related to
these topics at:
http://www.who.int/csr/disease/avian_influenza/ggliestopics/en/index1.html

WHO laboratory biosafety guidelines related to AVifus can be accessed at:
http://www.who.int/csr/disease/avian_influenza/alides/handlingspecimens/en/index.ht
ml

“WHO guidelines for the collection of human specimador laboratory diagnosis of avian
influenza infection” at:
http://www.who.int/csr/disease/avian_influenza/glides/humanspecimens/en/index.htm
I

*Any person working in a health-care facility, ergedical officer, nurse, physiotherapist, cleaner,
psychologist, laboratory worker, ambulance driege, whether or not they are an employee of thiéitiac
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|. Executive summary

Normally, Al viruses do not infect humans becauiskast barriers to infection, such as cell
receptor specificities. However, Al strains ocoasily cross the species barrier and directly
infect humans, including highly pathogenic strairet have caused fatal disease in
humans.] In 1997, Al A (H5N1) caused an outbreak in dontegoultry in China, Hong

Kong Special Administrative Region (SAR) and alstected humans, hospitalizing 18
people and causing six deatBsy Since then, other Al outbreaks (e.g. HON2 in9,997N2

in 2002, and H7N7 in 2003) have resulted in hunméections. For more details on Al and the
significance of its transmission to humans see Arine

Since the last pandemic in 1968-1969, the risknahHiuenza pandemic has never been
considered greater than at the present time. Alseoflate of this document, Al A (H5N1) is
endemic in birds in many parts of the world. Thelegpread persistence of H5SN1 in bird
populations poses two main risks to human healtl.first is the risk of infection when the
virus spreads directly from birds to humans. Thaoed risk, which is of even greater
concern, is that there will be increased possigdifor the widely circulating virus to infect
humans and possibly reassort into a strain thaatis highly infectious for humans and
spreads easily from human to human. Such a changd mark the start of a pandemic.

The present document comprises three parts: | Execsummary; Il Infection control
recommendations; and Il Annexes. The first paovjites a summary of the main
recommendations and rationale; the second partdaewa detailed description of the
recommendations; the annexes provide some backgjiatormation for the
recommendations in Part Il and some practical tools

Rationale

In an era of emerging and re-emerging communicdiskeases, basic infection control
precautions are the cornerstone of the approaptete@nt transmission of communicable
diseases in health-care facilities. The basic le¥@lfection control precautions (standard
precautions), when used as recommended, will letfé in preventing transmission of
most communicable diseases in health-care fasilifacilitating compliance with these basic
precautions should be emphasized in all healthfeaikties at all times.

The World Health Organization (WHO) regards evagecof transmission of an Al virus to
humans as a cause for concern, heightened vigilanckeincreased surveillance. During the
1997 human Al A (H5N1) outbreak in Hong Kong SAR,mosocomial spread was observed
when droplet and contact precautions were uSgfland there is no evidence to suggest that
airborne human-to-human transmission of Al A (H5N&$ occurred thus far][However, it

is of concern that recent publications have disdabat health-care workers (HCWSs) have
been exposed to Al-infected patients without arecHz protection. This could have resulted
in transmission of Al A (H5N1) infection to HCWs tlviconsequences for the health of
individual HCWs, as well as for public health. HC\Afe first responders, and it is of utmost
importance to provide them with protection agathsthazards associated with the provision
of health care.

Available evidence suggests that transmission ofdwinfluenza viruses occurs through
multiple routes including large droplets, directlandirect contact, and droplet nucl8i{L2
However, observational studies conducted in headtie-facilities suggest that droplet
transmission is the major mode of transmissiomat setting §,9,11 and standard



Avian influenza, including influenza A (H5N1), imnhans: WHO interim infection control guidelines Faralth-care facilities

precautions plus droplet precautions are recomntefatdhe care of patients infected with
human influenza (Annex 2).

As of the date of this document, no sustainediefftchuman-to-human transmission of avian
influenza A is known to have occurred, and themigvidence to suggest airborne
transmission from humans to humans.

Summary of WHO recommendations:

Standard and droplet precautions should be thenmimi level of precautions to be
used in all health-care facilities when providiragesfor patients with acute febrile
respiratory illness, regardless of whether Al itifat is suspected. The most critical
elements of these precautions include facial ptimte¢nose, mouth, and eyes if
sprays/splashes of secretions are anticipatedhand hygiene and these precautions
should be prioritized (Annex 3).

Therefore Standard plus Contact plus Droplet Primasishould be applied for
routine patient care of suspected or confirmedmégted patients, which comprise of
adequate hand hygiene, use of gowns, clean glowedical mask and eye protection
if splashes are anticipated. If aerosol-generginogedures are performed, PPE
should include particulate respirator instead oflized mask.

Personal protective equipment (PPE) recommendatiorfer HCWs
providing care to Al-infected patients

The use of PPE is mandatory if direct close contattt the patient is anticipated and
when entering the room where aerosol-producingaqmores in Al-infected patients
are being performed.

Medical mask (surgical or procedure mask)

Particulate respirators that are at least as pregeas NIOSH-certified N95, EU
FFP2, or equivalent (Annex 4) should be used whfopming aerosol-generating
procedures.

0 Appropriate procedures should be used to seleattaplate respirator that
fits well and a user seal check should be perforesash time a disposable
particulate respirator is worn.

o Surgical and procedure masks do not provide plioteetyainst small-particle
aerosols (droplet nuclei) and aerosol-generatinggatures (Annex 4) should
not be avoided as much as possible performedaficplate respirator is not
available.

Eye protection (face shield, visor, or gogglespfays/splashes of secretions are
anticipated and for all aerosol-generating procesiwWVhen providing care, in close
contact with a patient with respiratory symptomsg.(eoughing/sneezing), sprays of
secretions may occur and eye protection shouldsbd.u

Clean, non-sterile ambidextrous gloves, which sth@olver the cuffs of the gown.
Clean, non-sterile long-sleeved gowns (fluid-resistif available);

o If cloth gowns are used, a waterproof apron shaidd be used if
splashing of blood, body fluids, excretions, orreéons is anticipated.
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PPE is an integral part of routine infection cohfn@actice and is an important component
of prevention and control activities that are imted to reduce the risk of health care-
associated infections, including avian influenmahealth-care facilities. However, use of
PPE on its own does not prevent acquisition offathogen associated with the process
of care. Compliance with the use of recommendegtiidn control precautions (Annexes
3 and 4) is critical to prevent the possible traission of Al and other infections to
HCWs, patients, and visitors.

HCWs should receive training on the use of recondednnfection control
precautions as well as on the underlying concéaiisform the basis for these
recommendations.

Hand hygienas an important component of infection controlganations (Annex 3).

HCWSs must also be trained to use PPE correctlyrtect use of PPE may fail to
protect HCWs against the acquisition of health -@@®ociated infections and may
also lead to self-contamination and inoculatiorhviitfectious agents.

PPE placement should be carefully done before iegténe isolation room or area
and careful removal of PPE is critical to avoid-seintamination. Recommended
procedures for PPE placement and removal (sedtid) $hould be followed.

Infection control precautions and PPE are just sofitbe components of an overall
programme of infection prevention and control ialtiecare facilities. All health-care
facilities should establish an infection contrabgramme and it is also important that
there is an infection control programme at theameti level to support these activities in
health-care facilities (Annex 5).
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Il. Infection control recommendations

1. Standard infection control precautions for all lealth-care facilities
Standard precautionsfLO] (Annex 3) include:

a) Hand hygiene
- Before and after any patient contact.

After removing gloves or any other PPE item.
Routine hand hygiene is performed either by usmglaohol-based hand rub
(preferably) or by washing hands with soap and mextel using a single-use towel for
drying hands.
If hands are visibly dirty or soiled with blood other body fluids or if broken skin
might have been exposed to potentially infectioasemal, hands should be washed
thoroughly with soap and water. Hands should aésevéashed after using the lavatory.

b) PPE based on risk assessment and to avoid tevitadlood, body fluids, excretions, and
secretions.

c) Appropriate handling of patient-care equipment aoited linen.
d) Prevention of needlestick/sharp injuries.

e) Appropriate environmental cleaning and spillsaagement.

f) Appropriate handling of waste.

Rationale

The SARS outbreak illustrated the critical impodawf basic infection control precautions in
health-care facilities. Nosocomial transmissioi®8RS was often associated with
noncompliance with the basic level of infection tohprecautions (standard precautions).
Standard precautions include the use of faciakgt@n (nose, mouth, and eye protection if
sprays/splashes of secretions are anticipated)d/$lproviding care, in close contact, to
coughing/sneezing patients. However, it has nehlike routine practice of HCWs in many
health-care facilities worldwide to use this prai@t or to ask patients with acute respiratory
symptoms and fever to wear masks. In addition, maogestudies have documented the lack of
compliance with hand hygiene, a major componestaridard precautions. The use of alcohol-
based hand rubs in health-care facilities has beplemented in recent years in an attempt to
increase compliance with hand hygiene. Standardgntions, including hand hygiene and
appropriate use of facial protection when caringpiatients with acute febrile respiratory
illnesses, should be a priority in all health-cta@lities.

For additional information on standard precautices:

"Practical guidelines for infection control in helaltare facilitie$ at:
http://www.wpro.who.int/publications/PUB_92902223&m

"Prevention of hospital-acquired infections: A piieat guidé' at:
http://www.who.int/csr/resources/publications/degist/WHO_CDS_CSR_EPH_2002_12/en/

For additional information on hand hygiene, see:
"WHO guidelines on hand hygiene in health care (aded draft): a summatat:
http://www.who.int/patientsafety/events/05/globdlattenge/en/index.html
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2. Respiratory hygiene/cough etiquette for all he#h-care facilities

a) Persons with respiratory infection should becatked to:
- cover their mouth and nose with a tissue when coggind dispose of used tissue in
waste containers;
use a mask if coughing, when a mask is availaldecan be tolerated;
perform hand hygiene (use an alcohol-based handrulash hands with soap and
water) after contact with respiratory secretioms] a
stand or sit at least 1 metre (3 feet) from otle¥spns, if possible.

b) Health-care facilities should promote respinatoygiene/cough etiquette by:

- Educating HCWs, patients, family members, andaisibn the importance of
containing respiratory aerosols and secretionghlo prevent the transmission of
influenza and other respiratory viruses.

Posting signs requesting that patients and famédynivers with acute febrile
respiratory illness use respiratory hygiene/couguette.

Posting signs requesting that persons with acthiddeespiratory illness refrain from
visiting the health-care facility.

Considering making tissues and masks availablbatosburce control measures can
be used in common areas and areas used for thea@wal of patients with acute
febrile respiratory illnesses. Areas of gathersugh as waiting rooms, should be
prioritized.

Providing resources for hand hygiene (e.g. dispsnsealcohol-based hand rubs,
handwashing supplies) in common areas. Areastbegag, such as waiting rooms,
should be prioritized.

Rationale

Respiratory hygiene/cough etiquette procedureslghmiused by all patients with respiratory
symptoms (e.g. coughing, sneezing). The impacbeéing coughs and sneezes and/or placing
a mask on a coughing/sneezing patient on the con#it of respiratory droplets and secretions
or on the transmission of respiratory infections hat been systematically studied. In theory,
however, any measure that limits the dispersatsgpiratory aerosols should reduce the
opportunity for transmission. Masking of some pasemay be difficult, in which case the
emphasis should be on cough etiquette.

For additional information, sedRespiratory hygiene/cough etiquette in healthcatérsgys at:
http://www.cdc.gov/flu/professionals/infectioncaslfresphygiene.htm
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3. Early recognition, isolation, and reporting of pssible Al cases

a) Health-care facilities should:

- Make it a facility priority to establish methodsednsure early recognition and
investigation of possible Al cases (see Figure 1).
Initiate infection control precautions promptly whal infection is suspected.
Link the hospital-based surveillance system toptliglic health surveillance system and
report immediately all available essential inforimatregarding possible Al cases to
public health authorities via the local surveillargystem, as per Annex 1 of the
International Health Regulations 20Q8ee:
http://www.who.int/csr/ihr/One_pager_update new)pdit the national level IHR
(2005) will require the international notificatiom WHO by States Parties of "human
influenza caused by a new subtype" (see AnnextBeofHR (2005).

b) In countries* withknown Al infections in animals or humans, consither diagnosis of Al:

- In all patients who present with severe acute lelbespiratory illness (e.g. fever > 38 °C,
cough, shortness of breath) or other severe unieplaliness (e.g. encephalopathy or
diarrhoea),13] particularly in patients with a history of bird@osure, exposure to known
or suspected Al-infected patients, or exposurdhercseverely ill people within the two
weeks prior to symptom onset.

Family members who accompany suspected Al-infepgédignts to the health-care
facility can be assumed to have been potentialhosad to Al and should also be
evaluated for Al infection.

If symptoms and exposure history support the pdigibf Al infection, such patients
should be put under isolation precautions and shibelmoved away from other persons
and evaluated as soon as possible.

c) In countries* withouknown Al infections in animals or humans:
Query patients with severe acute febrile respiyailbress (e.g. fever > 38 °C, cough,
shortness of breath) or other severe unexplaitregbi (e.g. encephalopathy or
diarrhoea),13] about travel to Al affected countries within ttveo weeks prior to
symptom onset.
Consider the diagnosis of Al in patients with sevacute febrile respiratory illness who
have travelled to an Al affected country within the weeks prior to symptom onset and
who have had bird exposure, exposure to known spexied Al-infected patients, or
exposure to other severely ill people while in drafiected country during this time
period.
If symptoms, travel, and exposure history suppg@tgossibility of Al infection, such
patients should be put under isolation precautamtsshould be moved away from other
persons and evaluated as soon as possible.

Rationale

Prompt identification and isolation of patients, WE, or visitors who may be infected with Al is
critical to minimize the risk of nosocomial transmission &menable an efficient public health
response. The recognition of possible Al casesmtpen the Al case definition, which may
evolve as additional information becomes available.

*To access updated information about Al affectedntoes and case definition, please see:
http://www.who.int/csr/disease/avian_influenza/en/
To access updated information about Al affectechtries with animal Al disease, please see:

http://www.oie.int/eng/en_index.htm
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Figure 1

Initiation of Al infection control precautions in h ealth-care facilities

Patient

A 4

Patient enters triage with

symptoms of acute febrile L
respiratory illness
plus exposure history
A 4
Patlent| admitted for investigation

of influenza A/H5
|

A 4

Patient confirmed as having A/H5
infection (see case definition)

Infection control measures

Follow standard and droplet precautions

HCWs should use facial protection
(surgical/procedure mask, goggles/face shield)

Place a surgical/procedure mask on the
patient when in the waiting room; if no masks are
available, ask the patient to cover mouth and
nose with a tissue when sneezing or coughing

If possible, accommodate patient in a place
that is separate from other patients

Single room adequately ventilated ( 12 air
changes per hour) room, if possible

If single room is not possible, cohort patients
Staff should use barrier precautions*

Report to public health authorities

Other diagnosis || Reassess precautions

\ Infection control precautions to remain in

place for the required duration

\ 4

Adult > 12 years

A 4

A 4

Child 12 years

A 4

Infection control precautions to remain in
place for 7 days after the resolution of fever

Infection control precautions to remain in place

for 21* days after the onset of illness
*Young children can shed virus at high titres for up to 21 days

* Barrier precautions = adequate hand hygiene, use of gowns, clean gloves, medical mask and eye protection is splashes are
anticipated. If aerosol-generating procedures are performed, PPE should include particulate respirator instead of medical

mask.
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4. Isolation precautions for suspected or confirmedl-infected patients

a) Patient placement
- Place patient in a adequately ventilatetlA air changes per hour) room (airborne

infection isolation room) or area, if available {#ex 6).
If a single room is not available, suspected amdicned Al-infected patients may be
cohorted separately in designated multi-bed roonvgands.
Doors to any room or area housing suspected oirowed Al-infected patients must
be kept closed when not being used for entry cesegyr
To facilitate cleaning, and to reduce the poteritialirus aerosolization via
vacuuming, house Al-infected patients in uncarpetedns/areas, if possible.
When possible, isolation rooms should have them band washing sink, toilet, and
bath facilities.
The number of persons entering the isolation robaukl be limited to the minimum
number necessary for patient care and support.

b) Cohorting

- If single rooms are not available, patients infdatéth the same organisms can be
cohorted (share rooms). These rooms should bevilladefined area that is clearly
segregated from other patient-care areas usediofegted patients.
Designated units or areas should be used for dalgoM-infected patients (suspected
and confirmed cases should be housed separately).
The distance between beds should be at least & nhetreasing spatial distance
between patients may theoretically be helpful Evpnting transmission of droplet-
transmitted diseases.
Whenever possible, HCWs assigned to cohorted pgatée units should be
experienced house staff and should not “float” ®absigned also to other patient-
care areas.
The number of persons entering the cohorted a@adhbe limited to the minimum
number necessary for patient care and support.
Consider having portable X-ray equipment availaileohort areas.
HCWs assigned to cohorted patient-care units shoilgware that Al-infected
patients may be concurrently infected or colonizeth other pathogens (e.g.
Staphylococcus aureus, Clostridium diffi¢isend should use standard and (pathogen-
specific) transmission-based infection control pregons where applicable to prevent
transmission of health care-associated infections.

c) Barrier precautions for the care of patientwéspiratory illness or suspected or
confirmed Al infection
In addition to standard precautions, all HCWs plowg care for patients with acute
febrile respiratory illness or suspected or condid#\l infection should use PPE as
indicated in Table 1 below.

d) PPE for the care of suspected or confirmed Addted patients includes:
- Medical mask (surgical or procedure mask) for roifpatient care.

A particulate respirator that is at least as ptote@s a NIOSH-certified N95, EU
FFP2, or equivalent (Annex 4) for performing aetggmerating procedures.
Appropriate procedures should be used to seleattaplate respirator that fits well
and, whenever possible, a user seal check shoyldrf@med each time a disposable
particulate respirator is worn.
Clean, non-sterile ambidextrous gloves if directtaat with the patient is anticipated.

10



Avian influenza, including influenza A (H5N1), imnhans: WHO interim infection control guidelines Faralth-care facilities

Long-sleeved gown, if contact with patients is e@pated.

o If a gown that is not fluid-resistant is worn, aterproof apron should be
worn over the gown if splashing or spraying of paitgly infectious material
is anticipated as per standard precautions.

Protective eyewear (face shields/goggles/visorspiifys/splashes of secretions are
anticipated and for all aerosol-generating procesliWWhen providing care in close
contact with a patient with respiratory symptomsg.(eoughing/sneezing), sprays of
secretions may occur, and eye protection shoulasbd.

Follow recommended steps for placement and renaRPE and performance of
hand hygiene after PPE removal, see (e) below.

Aerosol-generating procedures increase the potdatidissemination of small-
particle aerosols (droplet nuclei) and should drdyperformed:

o0 when absolutely essential

o with the fewest number of personnel necessary

o with the most experienced personnel available

0 under elective, controlled conditions, if possif@eg. earlier intubation with
patient sedated/paralysed), and

o0 in an adequately ventilated)2 air changes per hour) room, if available.

e) PPE placement and removal procedures
If possible, monitor placement and removal of PEg.(mirror, observer).
Before entering the isolation room/area:

1. Collect all equipment needed.

2. Perform hand hygiene with an alcohol-based handptédferably) or soap and
water.

3. The example below is a suggested sequence fonguiti PPE and may be
changed according to the organization of the igmiainit. This sequence is
meant to reduce the possibility of self-contammatnd self-inoculation while
using PPE and when taking PPE off. Example:

put on fluid-resistant gown
put on disposable particulate respirator
perform user seal check of particulate respirator
put on hair cover (if used, e.g. during an aerggolerating procedure)
put on face shield or goggles
0 put on gloves (make sure gloves cover cuff of geleeves).

4. Enter the room and shut the door.
Leaving the isolation room/area:

1. Remove PPE in a manner that prevents self-contaimmer self-inoculation
with contaminated PPE or hands. The example bs@\suggested sequence
for removing PPE:

o0 leave the isolation room/area;

o remove PPE either in the anteroom or if there iam@room make sure
that neither the environment outside the isolat@m/area nor other
persons can get contaminated,;

o0 remove gloves and discard in rubbish bin (glovey bwpeeled from
hands when gown is removed);

o perform hand hygiene with an alcohol-based handpudferably) or
soap and water;

0 remove protective eyewear and discard in rubbish Hireusable, place
face shield in container for decontamination;

O O O0OO0Oo
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o if worn, remove hair cover and discard in rubbigi b
o remove medical mask or particulate respirator lagping elastic bands,
do not touch front of particulate respiratront of masks may be
contaminated) and discard in rubbish bin.
2. Perform hand hygiene with an alcohol-based handptédferably) or soap and
water.

f) Preparation of the isolation room/area
- Ensure infection control precautions through appade signage on the door.

Place a recording sheet at the entrance of thatisnlroom/area. All HCWs and visitors
entering the isolation room/area should print theimes (visitors should also provide
contact information) on the recording sheet so fiblaw-up/contact tracing is possible
if necessatry.
Remove all nonessential furniture. The remainingiture should be easy to clean and
should not conceal or retain dirt or moisture withr around it.
Stock linen as needed outside the isolation room (e the change room).
Stock the sink area with suitable supplies for hamaghing, as well as with alcohol-
based hand rub near point of care and room door.
Place appropriate waste bags in a bin. If possiéea touch-free bin.
Place a puncture-proof container for sharps infiddsolation room.
Keep the patient’s personal belongings to a minimiieep water pitcher and cup,
tissue wipes, and all items necessary for attendiqgersonal hygiene within the
patient’s reach.
Non-critical patient-care equipment (e.g. stethpscohermometer, blood pressure cuff,
sphygmomanometer) should be dedicated to the pafigossible. Any patient-care
equipment that is required for use by other pagishbuld be thoroughly cleaned and
disinfected prior to use.
Set up a trolley outside the door to hold PPE. Acglist may be useful to ensure that
all equipment is available (see sample checkligtrinex 6).
Place an appropriate container with a lid outsidedoor for equipment that requires
disinfection and sterilization. Once equipment asn appropriately cleaned it can be
sent for disinfection or sterilization as indicated
Keep adequate equipment required for cleaning &idfelction inside the isolation
room and ensure scrupulous daily cleaning of thiai®n room/area.
A telephone or other method of communication shdedet up in the isolation room to
enable patient or family members/visitors to comioate with HCWs to minimize the
necessity for HCWs to enter the room.
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Table 1

Barrier precautions for persons providing care forpatients with acute febrile
respiratory illness, including patients with suspeted or confirmed Al infection

Barrier Application of barrier precautions depending oretgb patient contact
precautions
Close contact (<1 Entry to Al Close contact (< | Performance of
metre) with isolation room/ | 1 metre) with Al- | aerosol-
patients with area, but no infected patient in generating
acute febrile anticipated or out of isolation| procedure on Al
respiratory illnesg patient contact | room/area patient®
who have no
known Al risk
factors*
Hand hygieng Yes Yes Yes Yes
Gloves Not routinelyy Risk assessment Yes Yes
Apron Not routinely Risk assessment Not routinely Not routinely
Gown Not routinely | Risk assessnfent Yes Yes
Hair cover Not routinely Not routinely Not routiryel Optional
Medical mask Yes Not routinely Not routinely Not routinely
(on HCW)
Particulate Not routinely No No Yes
respirator
Eye protection| Risk assessment  Risk assesSment  Yes Yes
Medical mask | Not routinelyl No Not routinely No
(on patient)
*Bird exposure in regions with Al infections in amals or exposure to Al-infected patients.
a. Aerosol-generating procedures create aerosoldfefelnt sizes (large and small-particle aerosdsingex

4). Examples of aerosol-generating procedures declandotracheal intubation; aerosolized or nebdliz
medication administration; diagnostic sputum inéugtbronchoscopy; airway suctioning; tracheostomy
care; chest physiotherapy; nasopharyngeal aspirgiimsitive pressure ventilation via face mask.(e.g
BiPAP, CPAP); high-frequency oscillatory ventilatigpostmortem excision of lung tissue.

b. Wherever possible, aerosol-generating procedurasdive performed in adequately ventilatediZ air
changes per hour) rooms, side rooms or other clgisgte-patient areas with minimal staff presemriéx
4). PPE should cover the torso, arms, and handg&kss the eyes, nose, and mouth.

C. Standard precautions are the minimum level of priégas indicated for all patients at all times (Axr3).

Gloves should be worn in accordance with standeedgutions. If glove demand is likely to exceedpyp
glove use should always be prioritized for contaith blood and body fluids (ambidextrous non-steril
gloves), and contact with sterile sites (sterilevgk).

e. Gloves and gown or apron should be worn duringnitepprocedures.

f. If splashing with blood or other body fluids is miated, and gowns that are not fluid-resistantused, a
waterproof apron should be worn over the gown.

g. If particulate respirator is not available, avoa@sol-generating procedures as much as possible.

h. Use eye protection if close contact (< | metrehwvgatient is possible.

i. Provide medical mask for patient (if tolerated),entpatient is outside the isolation room/area.
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Rationale

Standard and droplet precautions should be thexmimi level of precautions to be used in all
health-care facilities when providing initial cavehen etiologic diagnosis is still pending, for
patients with acute febrile respiratory illnesgyarlless of whether Al infection is suspected.
Isolation rooms reduce the risk of transmissiomfgction from the source patient to others by
reducing direct or indirect contact transmissioRERs used as part of infection control
precautions to provide the appropriate level otgrtion. Limiting contact between infected and
uninfected persons, such as nonessential HCWsiamnols, will reduce the risk of Al
transmission to susceptible persons.

5. Duration of infection control precautions

The infection control precautions recommended atstneild be implemented during the time
the patient is infectious:
adults and adolescents >12 years of age — implepneaautions at time of admission
and continue for 7 days after resolution of fever;

infants and children 12 years of age — implement precautions at timedafission
and continue for 21 dagdter symptom onset (young children can shed sehson
influenza virus at high titres for up to 21 days}]

6. Recommendations for ambulatory-care settings:

In countries withouteported Al infections in animals or humans:
Post signage to alert persons with severe acutgefebspiratory illness to notify staff
immediately and to use respiratory hygiene/cougiuette (see:
http://lwww.cdc.gov/flu/protect/covercough.htm)
Evaluate patients with acute febrile respirataineis promptly.
Consider scheduling clinic patients with acute ifelmespiratory illness at the end of
the day or at a time separate from well-patieritszis
Patients with acute febrile respiratory illnessviaiting areas should stand or sit at
least 1 metre (3 feet) from other persons or ie@aeate waiting area, if possible.
Provide tissues in the waiting area to containiratgy secretions when coughing or
sneezing. Provide receptacles for disposal of tisedes (no-touch receptacles if
possible).
Provide alcohol-based hand sanitizers in waitimg@amnd encourage hand hygiene
after contact with respiratory secretions.
Eliminate or decrease the use of items shared tigrps such as pens, clipboards, and
telephones.
Clean and disinfect environmental surfaces in wgiind patient-care areas daily and
when visibly soiled.
Ensure that medical devices are appropriately eléamd disinfected between
patients.
Mask persons with acute febrile respiratory illnesgossible.
HCWs should use standard and droplet precautioes wloviding care, in close
contact, for patients with acute febrile respiratiiness.
If a patient with suspected or confirmed Al infectiis referred to another health-care
facility, notify the receiving facility.
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In countries withAl infections in animals or humans, in additiorthe above measures,
alsa
Establish triage criteria to promptly identify pens at risk of Al infection.
Place patients with severe acute febrile respyatimess in a adequately ventilated
( 12 air changes per hour) room (if available) oa rmom with a door. Keep door
closed except for entry and egress until admistsidrospital, discharge home, or until
the possibility of Al infection has been excluded.
If Al infection is suspected, HCWs should use PP&bfe 1), if available.
High-risk aerosol-generating procedures in patievitis severe acute febrile
respiratory illness (Annex 4) should not be perfednm the ambulatory-care setting
unless they are necessary to save life and namattee exists. For further information
please refer to the upcoming guidelines “WHO Imtehifection Prevention and
Control Guidelines for Epidemic- and Pandemic- Rréweute Respiratory Diseases in
Health Care” available altittp://www.who.int/csr

If such a procedure is performed in this settinggdaquately ventilated {2 air
changes per hour) room should be used, if availaiole participating HCWs should
use PPE accordingly (Table 1).

After a suspected Al-infected patient has leftah#bulatory-care setting, clean and
disinfect environmental surfaces in the examinatamm or other areas where the
patient was located and clean and disinfect angmatare equipment used for the
patient.

If a suspected Al-infected patient is admittedransferred to another facility, notify
transporting HCWSs and receiving staff of the neagssfection control precautions.

7. Specimen collection/transport/handling within halth-care facilities

Specimens for transport must be placed in leakfmpecimen bags, which have a
separate sealable pocket for the specimen (i.lastighiohazardspecimen bag).
Personnel who transport specimens should be tramsafe handling practices and
decontamination procedures in case of a spill.

Specimens should be delivered by hand where pes$bleumatic tube systems must not
be used to transport specimens from patients wipected or confirmed Al infection.
HCWs who collect specimens from Al-infected patsestiould wear PPE (Table 1).

The accompanying request form should be clearlgllat as “(suspected) Al” and the
laboratory notified by telephone that the specimseion its way.”

Health-care facility laboratories should follow begsafety practices.

Rationale

As outlined in_standard precautiofs®e section 1 above), all specimens should bededas
potentially infectious and HCWs who collect or saort clinical specimens should adhere
rigorously to recommended infection control preansg in order to minimize the possibility
of exposure to infection.

For further information on specimen collection glides, see:

“WHO laboratory biosafety guidelines for handlingsimens suspected of containing avian
influenza A virusat:
http://www.who.int/csr/disease/avian_influenza/alides/handlingspecimens/en/index.html
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“WHO guidelines for the collection of human specirien laboratory diagnosis of avian
influenza infectiohat:
http://www.who.int/csr/disease/avian influenza/alides/humanspecimens/en/index.html

For further information on laboratory biosafety driines, see:
"WHO Laboratory Biosafety Manuat:
http://www.who.int/csr/resources/publications/biesg\WWHO CDS CSR_LYO 2004 11/en/

"Guidance on regulations for the Transport of Irtfeas Substancést:
http://www.who.int/csr/resources/publications/biet/\WWHO CDS CSR LYO 2005 22/en
/index.html

8. Family member/visitor recommendations

Visitors should be strictly limitetb those necessary for the patient’s well-being) @are.
They should be advised about the possible riskldafafismission.
- Visitors should be provided with PPE should berireted in its use and in hand hygiene
practices prior to entry into the patient isolatroom/area.
Parents/legal guardians of paediatric patientsldhueistrongly supported to accompany
the patient throughout the hospitalization.
Parents/relatives/legal guardians may assist ivigireg care to Al-infected patients in
special situations (e.g. lack of resources, paedigatients, etc.) if adequate training and
supervision of PPE use and hand hygiene is ensured.
Because family members may have been exposedv@Ate patient or similar
environmental exposures, all family members antors should be screened for
symptoms of respiratory illness at entry to thelitgc
Family members and visitors with symptoms shoulddmsidered as possible Al cases
and should be evaluated for Al infection.

Rationale

The child's right to be accompanied by a parerdllggardian at all timeshould be
guaranteed. Care of patients in isolation becond®benge when there are inadequate
resources, or when the patient has poor hygierdd)aleliberately contaminates the
environment, or cannot be expected to assist imtaiaing infection control precautions to
limit transmission of microorganisms (children,ipats with an altered mental state, or
elderly persons). Such patients should be managedcase-by-case basis, balancing the
rights of the patient with the risks they may préde others.

9. Patient transport within health-care facilities

The movement and transport of patients out ofsbkation room/area should be for
essential purposes only. The receiving area shmiidformed as soon as possible prior
to the patient’s arrival of the patient's diagnasis of the precautions that are indicated.
Surgical and procedure masks are appropriate oby#l-infected patients to contain
respiratory droplets and should be worn by suspeateonfirmed Al-infected patients
during transport or when care is necessary outditiee isolation room/area. Patients
should perform hand hygiene after contact with iraspry secretions.

If a mask cannot be tolerated (e.g. due to thepisi age or deteriorating respiratory
status) instruct patient (or parent of paediatatigmt) to cover nose/mouth with tissue
during coughing/sneezing or use the most pradditainative to contain respiratory
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secretions. If possible, instruct the patient tdgren hand hygiene after respiratory
hygiene.

If there is patient contact with surfaces, theséses should be cleaned and disinfected
afterwards.

HCWs transporting masked Al-infected patients stiausle a gown and gloves,

followed by hand hygiene.

Rationale
To reduce spread of virus; Al-infected patientspretory secretions are the principal source
of infecting material in health care settings.

10. Pre-hospital care and transport outside healtltare facilities

If tolerated by the patients, place a procedunmedical mask on all patients with
respiratory illness to contain droplets expelledriyicoughing. If this is not possible
(i.e. would further compromise respiratory statlifjcult for the patient to wear), have
the patient cover the mouth/nose with tissue wimerghking, or use the most practical
alternative to contain respiratory secretions.

Screen patients with severe acute febrile respiraloess for Al risk factors.

HCWs should use Standard plus Contact plus Drépletautions if pre-hospital care is
being provided for a suspected or confirmed Al-atéel patient or during transport of
the patient in a vehicle.

Unless medically necessary to support life, aergeakrating procedures (e.g.
mechanical ventilation) should be avoided durirgripospital care or during transport.
During transport optimize the vehicle’s ventilatimnincrease the volume of air
exchange. When possible, use vehicles that haweatepdriver and patient
compartments that can provide separate ventilati@ach area. In this situation, drivers
do not require particulate respirators.

Notify the receiving facility as soon as possibtepto arrival that a patient with
suspected Al infection is being transported tofétodity and of the precautions that are
indicated.

Follow recommended procedures for disposal of wastecleaning and disinfecting the
emergency vehicle and reusable patient-care equipafier pre-hospital care or
transport has been provided. Use a gown and glollesved by hand hygiene for these
procedures.

Rationale

Patients with severe Al infection may require ereay transport to a health-care facility.
The above recommendations are designed to proteé@{d{including emergency medical
services personnel, during pre-hospital care artsport.

11. Waste disposal

Use _standard precautiondien working with solid waste that may be contaated with Al
virus outside of the isolation room/area. Clinifiafectious) waste includes waste directly
associated with blood, body fluids, secretions exatetions; laboratory waste that is directly
associated with specimen processing, human tissudsding material or solutions
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containing blood, and animal tissue or carcassed 8 research; and also includes
discarded sharps.
- All waste generated in the isolation room/area khba removed from the room/area in
suitable containers or bags that do not allow fpaiagye or leakage of contents.
Waste should be classified as directed by the maltiaws or regulations. If waste from
Al infected patients is classified as infectiolrn all waste from an isolation room/area
should be considered as clinical waste and shaulddated and disposed of as per
facility policy and in accordance with national véggions pertaining to such waste
One layer of packing is adequate providing the wspdpment and soiled linen and
waste can be placed in the bag without contamigatia outside of the bag. Double
bagging is unnecessary..
When transporting waste outside the isolation reoed, use gloves followed by hand
hygiene.
Although the risk of transmission of Al infectiormhuman faeces is unknown, faeces
of Al-infected patients should be handled with aaugnd possible aerosolization of
faeces (e.g. removal of faeces from bedpan, comnuobolding, or reusable
incontinence pads by spraying with water) shoulébaEded.
Liquid waste such as urine or faeces can be flusfiedhe sewerage system if there is
an adequate system in place. Close toilet covenwilbshing faeces.

12. Dishes and eating utensils

Use standard precautiof handling dishes and eating utensils used bpestted or
confirmed Al-infected patients outside of the isidla room/area.
When possible, wash reusable items in a dishwagitleidetergent at the recommended
water temperature. If dishwashers are not availal@tergent and water should be used
to wash items. Rubber gloves should be used if iwgstems by hand.
Disposable items should be discarded with otheegdnvaste.

13. Linen and laundry

The use of standard precautiagesecommended for handling linen and other layioiat
may be contaminated with blood, body fluids, seéons, or excretions from suspected or
confirmed Al-infected patientd.f
Place soiled linen directly into a laundry bagtia tsolation room/area.
Contain linen in a manner that prevents the lingg foom opening or bursting during
transport and while in the soiled linen holdingaare
Heavily soiled linen should be rolled or foldedctintain the heaviest soil in the centre of
the bundle. Large amounts of solid material (eagcés) should be removed from linen
with a gloved hand and toilet tissue and then plact a toilet for disposal (close toilet
lid when flushing), before linen is placed into thandry bag.
When transporting soiled linen and laundry outsigeisolation room/arease gloves
followed by hand hygiene.
Soiled linen and laundry should not be shaken loeretise handled in a manner that
might create an opportunity for contamination & #énvironment or aerosolization of
virus.
Laundry personnel should use standard precautimhgerform hand hygiene after
removing PPE that has been in contact with soitezhland laundry.
Wash and dry linen according to routine facilitgrelards and procedurdd]
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14. Environmental cleaning and disinfection]5]

Cleaning MUST precede disinfection.

Al virus is inactivated by a range of disinfectaftt§] including:

phenolic disinfectants

guaternary ammonia compounds

peroxygen compounds

sodium hypochlorite (household bleach) (Annex 7)

alcohol (Annex 7)

other germicides with a tuberculocidal claim on ldeel[15]

Follow the manufacturers’ recommendations for ugeéidn, contact time, and handling
of disinfectants.

Patient rooms/areas should be cleaned at leagtatadl terminally at discharge. In
addition to daily cleaning of floors and other lzontal surfaces, special attention
should be given to cleaning and disinfecting freglyetouched surfaces (e.g. medical
equipment, bedside and over-bed tables, televiotrols, call buttons, safety/pull-up
bars, doorknobs, commodes, ventilator surfaces).

To avoid possible aerosolization of Al virus; damagher than dry dusting or sweeping
should be performed whenever possible; dust haid@enirfaces by moistening a cloth
with a small amount of disinfectant.

During wet cleaning, cleaning solutions and equiphs®on become contaminated;
clean less heavily contaminated areas first andgdhaleaning solutions, cleaning
cloths, and mop heads frequently.

The double bucket method (i.e. one bucket for érepsolution, one for rinsing) is
recommended.

Equipment used for cleaning and disinfection meastleaned and dried after each use.
Mop heads should be laundered daily and dried tlgitly before storage or reuse.
Carpeted areas should not be designated for Attediepatients but if they cannot be
avoided, and vacuuming is necessary, a vacuumeaeeth high-efficiency particulate
air (HEPA) filtration should be used.

Keep areas around the patient free of unnecessppjiss and equipment to facilitate
daily cleaning.

Paper sheeting that is changed between patieappi®priate for patient examination
tables in outpatient areas; use disinfectant t@wlipwn table between patients.

Do not spray (i.e. fog) occupied or unoccupied reawth disinfectant. This is a
potentially dangerous practice that has no provesege control benefit.

O oO0Oo0OO0OO0Oo

Rationale

Al virus can survive in the environment for varialpleriods of time (hours to days), and can
be inactivated by standard hospital disinfecta@lsaning and disinfection should follow
standard procedures for the health-care environfid&hEnvironmental cleaning and
disinfection is intended to remove pathogens fromt@minated surfaces and items, thus
breaking the chain of transmission. Disinfectioa ighysical or chemical means of killing
microorganisms (but not necessarily spores). ChephMUST precede disinfection. Items and
surfaces cannot be disinfected if they are not ¢iesaned of organic matter (patient
excretions, secretions, dirt, soil, etc.). For mie&ails on the use of alcohol and bleach, see
Annex 7.
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15. Patient-care equipment

Use _standard precautigriacility practices, and manufacturers’ recommeruetifor

handling and reprocessing used patient-care equipnmeluding medical devices.

- If possible, place contaminated patient-care eqaigtrin suitable bags or containers
before removing it from the isolation room/area.
Clean heavily soiled equipment and then apply mf#istant effective against influenza
virus before containing it and removing it from ikelation room/area.
When transporting contaminated patient-care equiprmetside the isolation room/area,
use gloves followed by hand hygiene.
Use standard precautions and follow current reconaatons for cleaning and
disinfection or sterilization of reusable patieate& equipment.
If not visibly soiled, wipe external surfaces ofrfatle equipment that has been used for
performing X-rays and other procedures in the ismtaroom/area with an approved
hospital disinfectant upon removal from the roomdar

16. Patient discharge

If the patient is discharged while possibly stillectious (see section 5), family members
should be educated in personal hygiene and infectimtrol measures (e.g. hand hygiene
and the use of a surgical or procedure mask byianpavho is still coughing).

Family members should be educated to avoid poalid/other animals that have beenill,
and to self-monitor their health status (Annex 8).

Terminal cleaning of the patient room should bdgrered after patient discharge.

17. Occupational health recommendations
17.1. Recommendations for health-care facility admistrators

Vaccinate HCWs against seasonal influenza and movetccine uptake. WHO
guidelines for the use of seasonal influenza vacirhumans at risk of Al infection are
available at:
http://www.who.int/csr/disease/avian_influenza/glides/seasonal_vaccine/en/

Keep a register of HCWs who have provided caré\feinfected patients.

Develop a HCW influenza-like illness surveillangstem in the health-care facility,
including self-reporting and self-isolating by syimqmatic HCWs.

Develop a system to monitor work absenteeism faftheeasons, especially in HCWs
providing care for Al-infected patients.

Screen all HCWs providing care Al-infected patidiotsinfluenza-like symptoms before
they start each duty period; those who are symptiorehould be evaluated and excluded
from duty.

If antiviral prophylaxis is recommended by localipp, health-care facility administrators
should contact public health officials for assis&ifor obtaining adequate supplies of
neuraminidase inhibitors for prophylaxis of HCWs\ading care for Al-infected patients
(Annex 9).

Develop a system to provide neuraminidase inhibitorHCWSs exposed to Al-infected
patients according to local/national policies.

Develop methods to provide additional support to/fJe.g. emotional and family
support), as necessary.
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17.2. Recommendations for all HCWs

Receive the current seasonal influenza vaccinebas as possible (if not already
vaccinated).

Observe good respiratory and hand hygiene atnadii

Observe all other recommended infection controtauéions.

Monitor for symptoms of influenza-like illness (ajiy sore throat, difficulty breathing).

*For more information on seasonal influenza vaccplease see:
http://www.who.int/csr/disease/avian_influenza/glides/seasonal_vaccine/en/

17.3. Recommendations for HCWs who have provided cafor Al-infected patients

Check temperature twice daily and monitor for syonma of influenza-like illness (cough,
sore throat, difficulty in breathing) for 10 dayféea last possible Al exposure (Annex 10).
In the event of fever > 38 or the development of influenza-like symptoms W&C
should immediately limit their interactions withhets, exclude themselves from public
areas, and notify the infection control/occupatidrealth team (and/or their health-care
provider) that they are symptomatic and may beciefe with Al.

Rationale

HCWs are also members of the community and duaganal influenza outbreaks they can
become infected with influenza either through exgpesn the community or in the health-
care facility (not necessarily as a result of patexposure). Seasonal vaccine will not protect
against Al, but will help prevent concurrent infeatwith human influenza and Al, which

will minimize the possibility of reassortment okthirus. Protective levels of antibodies are
usually detectable 2—4 weeks after vaccination gatsonal influenza vaccine. In addition,
HCWs who provide care for Al-infected patients npayentially be exposed to Al viruses
and should be monitored and supported as needed.

17.4. Other occupational health issues

If possible, perform serological and other tesfmgAl on HCWs with influenza-like
illness and who have cared for Al-infected patients

Healthy HCWs with serological evidence of previddsA (H5N1) infection should have
protective antibodies against this strain and aaprioritized for the care of Al A (H5N1)
patients. These workers could also be prioritizegrovide care for patients who are at
risk of serious complications from influenza (eérgnsplant patients and neonates).
HCWs who are at high risk for complications of ughza (e.g. pregnant women,
immunocompromised persons, and persons with reéspjrdiseases) should be informed
about the medical risks and offered work assignmtat do not involve providing care
for Al-infected patients.

HCWs who have underlying clinical conditions thatrease their risk for severe
influenza disease should not be involved in dipattent care.

18. Administrative control strategies for health-cae facilities

Develop plans for the evaluation and managemestugected or confirmed Al-
infected patients, including infection control pretions.

Develop a system to promptly identify and isolategible human Al cases, and to
promptly notify public health authorities.
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In countries with known Al infections in animalslmumans, post signage at all
entrances and clinical evaluation areas (e.g.odjremergency departments, etc.) in
health-care facilities to alert patients and visitto report severe acute febrile
respiratory illness immediately to health services.
Once confirmed Al-infected patients have been aewhito the facility, nosocomial
surveillance should be heightened for evidenceanfsimission to other patients and
HCWs.
Educate HCWs to follow combined standard and dtqpiecautions for all patients
with acute febrile respiratory iliness.
Educate HCWs about Al and the recommended infectiorrol precautions for
suspected or confirmed Al-infected patients.
Use evidence-based methods to increase compliaititénfection control
precautions, including visual aids in appropriateations.
Ensure that adequate infection control suppliegpereided, i.e.
o hand hygiene facilities (soap and clean runningewaticohol-based hand rub);
o PPE — gowns, gloves, eye protection, medical mas#garticulate
respirators;
o additional PPE items for housekeeping purposeseptive footwear,
waterproof aprons, and rubber gloves;
o0 adequate supply of appropriate cleaning and disiitfe materials.
Post signage requesting that visitors with acugpiratory illness refrain from visiting
the facility.
Infection control education for HCWs
All HCWs:
o Standard and droplet precautions for all patientls acute febrile respiratory
symptoms.
o Epidemiology of Al and the appropriate infectiomtol precautions for
known or suspected Al-infected patients (Annexe®, B, 4).
HCWs who may have contact with an Al-infected patist:
o Self-monitoring for influenza-like illness.
o Self-reporting to the appropriate surveillance pans the health-care facility.
o Training in the use of PPE; including the correaeps for placement and
removal of PPE and performance of hand hygiene.
Educate HCWs and visitors on the correct use of &REhand hygiene, i.e.

o recommended steps for placement and removal ofaPEperformance of
hand hygiene;

0 appropriate procedures to select a disposablecpkaté respirator that fits
well; train HCWs who will be likely to use disposalparticulate respirators
how to put them on and how to perform user seatk$e

Plan for adequate staffing; use of PPE increasekentatigue and decreases
productivity. PPE breaks are necessary and itligfulgf an observer monitors
placement and removal of PPE.

To minimize the number of HCWs entering the roorsuspected or confirmed Al-
infected patients, facilities may consider the pniyncare of such patients by selected
nursing staff who will provide meals, collect spaens, clean the room, and handle
laundry and waste disposal.

Develop a policy to limit visits of family membefsther than parents of paediatric
patients) and ensure that visitors comply withatifen control precautions, including
correct use of PPE and hand hygiene.
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Consider the availability of neuraminidase inhibstéor treatment of patients and
prophylaxis of exposed HCWSs, as per local policy.

Develop risk communication strategies for HCWsjquds, and patients’
families/visitors.

Encourage partnerships between patients, theilieanand HCWs that promote
good infection control practices in the health-dality.

Align the health-care facility with the nationalmemic preparedness plan if it is
available. Such plans may include consideratioAlavaluation clinics, designation
of Al referral health facilities, health-care fatjilentry controls, and other measures.

Rationale

Hospital administrators and governments play arkéyin creating the necessary conditions
at the institutional level to promote the preventad spread of health care-associated
pathogens. The lack of written guidelines, pooiilabdity of necessary conditions (staff and
supplies), the lack of a culture or tradition ohatence to infection control practices, as well
as the lack of administrative leadership or sup@dkrtargets for improvement. Enhancing
individual and institutional attitudes regarding fieasibility of making changes, obtaining
active participation at all levels, and promotingimastitutional safety climate, all represent
major challenges. Lessons from the SARS outbreakst that the most important factors
involved with compliance were the HCWSs’ perceptibat their facilities had clear policies
and protocols, the perceived attitudes and actdbnsanagement regarding the importance of
occupational health and safety, having adequait@ricain infection control procedures, and
having specialists availabl&{,19

Education, regular supplies and adequate staffing,
institutional climate, and leadership are the comsones
of promotion of good infection control practices.

19. Prioritizing the use of PPE when supplies arenited

Provision of necessary PPE supplies should bestitutional priority
- Reuse of disposable PPE items should be avoided.
Data on reuse of disposable PPE items for influameanot available at this time and
reuse may increase the potential for contaminatiomever, this risk must be balanced
against the need to fully provide protection for\N€&
If a sufficient supply of PPE items is not avaihealth-care facilities may consider
reuse of some disposable items only as an urganpdrary solution andnly if the item
has not been obviously soiled or damaged (e.gsetkar torn).
To avoid wastage, critically evaluate situationsvitich PPE is indicated using the
rationale provided in Table 1.

Surgical and procedure masks
- wear masks once and then discard
change masks when they become moist
do not leave masks dangling around the neck
after touching or discarding a used mask, perfaamdhhygiene.
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Gloves
If supplies of gloves are limited, reserve glovessdituations where there is a
likelihood of contact with blood or body fluids,dluding during aerosol-generating
procedures.
Use other barriers (e.g. disposable paper towafspnapkins) when there is no
direct contact with patient’s respiratory secresi¢e.g. to touch equipment linked to
the patient). Scrupulous hand hygiene is critiodhis situation.

Gowns
If supplies of gowns are limited, gown use showddobioritized for aerosol-
generating procedures and for activities that medlolding the patient close (e.g. in
paediatric settings), or when other extensive htodyedy surface contact is
anticipated.
If there is a shortage of gowns, gowns may alswdra in the care of more than one
patient in a cohort area if there is no direct aohbetween the gown and the patients.

Eye protection

- Reusable eye protective equipment poses a poteiskdbr cross-infection. Any
such items must be cleaned and disinfected aftdr @se when leaving an isolation
room/area, using agents effective against influemzhpreferably using agents
recommended by the manufacturer. Cleaning musegeedisinfection. Hand
hygiene must be performed after disposal or clepafreye protective equipment.

20. Environmental control strategies for health-cae facilities[15]

Keep spatial separation of at ledgnetre between patients with respiratory illn&ks/
and other persons.

As an extra precaution, some isolation rooms ireladgmall, attached room
(anteroom) at the entry to the patient room whétE Bnd other supplies may be
stored and where HCWs can put on and remove sorfie PP

In health-care facilities without air conditioninggnsider the use of natural ventilation
(open windows in isolation rooms/areas) if weattenmits, keeping the door
closed.p2|

Provide “no-touch” devices when possible (e.g. wttat can be turned on/off with
elbow or foot).

Rationale
Environmental controls may reduce the risk of Ansmission in patient-care areas housing
Al-infected patients or in areas used for the eatidm of patients with respiratory illness.

For more information, please consuBitidelines for environmental infection control in
health-care facilitiesat: http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5210atirh
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21. Care of the decease@8§]
21.1. Removal of the body from the isolation roomfaa

PPE to be used by HCWs:

0 particulate respirator, if HCWs remove the bodyrfrthe isolation room/area
immediately after the patient’s death;

o surgical or procedure mask is sufficient if aithe isolation room/area has
been exchanged;

o Disposable long-sleeved, cuffed gown, (waterprid@futside of body is
visibly contaminated with potentially infectiouscaegtions or secretions).
Alternatively, if no waterproof gown is availabkewaterproof apron can be
used,

o Non-sterile, ambidextrous gloves (single layerjyugt cover cuffs of gown.

If splashing of body fluids is anticipated:

0 balaclava-type cap (disposable)

o face shield (preferably) or goggles.

The body should be fully sealed in an impermeabliykbag prior to removal from the
isolation room/area and prior to transfer to paigglor to the mortuary.

No leaking of body fluids should occur and the médag should be kept clean.

After removing PPE, perform hand hygiene.

Transfer to pathology or to mortuary should ocas@on as possible after death.

If the family of the patient wishes to view the lyagfter removal from the isolation
room/area, they may be allowed to do so. If theepatied in the infectious period, the
family should wear gloves and gowns and perforndhaygiene.

Cultural sensitivity should be practised when arpatient dies.

21.2. Postmortem examination44]

If a postmortem examination is needed, obtain faewinsent.

Family should not observe the postmortem procedure.

The number of HCWs present should be restricteddaninimum number necessary.
The team should consist of at least two people wgappropriate PPE.

Recommended PPE for autopsy

Scrub suits: tops and trousers or equivalent gasnen

Disposable, waterproof, long-sleeved gowns (if éem@oof gown is not available, a
waterproof apron can be used over a gown).

Medical masks, or if small particle aerosols mightgenerated during autopsy
procedures, a particulate respirator at least@e@ive as a NIOSH-certified N95,
EU FFP2 or equivalent should be used.

Face shield (preferably) or goggles.

Either autopsy gloves (cut-proof synthetic mestve) or two pairs of non-sterile
ambidextrous gloves.

Balaclava-type caps (disposable).

Boots, canvas or similar slip-on shoes or overslidisposable) or stout plastic bags.
PPE placement: HCWs should put PPE on in the cheowja (see Figure 2) before
proceeding to the post-mortem room where the bsdycated.
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PPE placement
1. In the change-room HCWs should replace their astteet clothes with scrub suits, or

equivalent coverall garments, plus canvas or sirslip-on shoes.

2. Wear standard autopsy PPE, including a scrub sarit wnder a fluid-resistant gown
or a non-fluid-resistant gown plus waterproof apmye protection (i.e. face shield,
goggles), autopsy gloves or two pairs of non-garhbidextrous gloves, particulate
respirator or medical mask (as appropriate), ané slvers (Figure 2).

3. Then proceed to the postmortem room where the Imlgated.

PPE removal
Remove PPE, avoiding contamination of hands, bdéaéing the autopsy suite and
dispose of it in accordance with recommendatioriter&kemoval of gloves, perform hand
| hygiene (use an alcohol-based hand rub or washshaitid soap and water).
Figure 2

Application sequence of PPE, including medical mas&ind goggles for conducting an
Autopsy

Environmental control$15]

- Whenever possible, perform autopsies on Al-infettethan bodies in autopsy
settings that have an adequate air-handling sysfighis includes a minimum of 12
air changes per hour, negative pressure relatiagjacent areas, and direct exhaust
of air to the outside. Exhaust systems around tubepay table should direct air (and
aerosols) away from HCWs performing the procedarg. exhaust downward).

Use containment devices whenever possible. Usafieityscabinets for the handling
and examination of smaller specimens. When availalse vacuum shrouds for
oscillating saws or local exhaust ventilation totedn aerosols and reduce the
volume released into the ambient air environment.
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Reduce aerosols in the autopsy room (e.g. durimg éxcision)24,295 by

o avoiding the use of power saws;

0 conducting procedures under water if there is achaf aerosolisation; and
o avoiding splashes when removing lung tissue.

Cleaning of surfaces after autopsy
Surfaces that have become contaminated with tissulesdy fluids should be cleaned and
decontaminated by:
o removing most of the tissue or body substance ab$orbent materials;
thorough cleaning of surfaces with water and licuedergent;
wetting the surface with a sodium hypochlorite solu (Annex 7);
allowing at least 10 minutes contact time; and
rinsing thoroughly.

O O0OOo0OOo

Rationale

Safety procedures for Al-infected human bodies khba consistent with those used for any
autopsy procedure. In general, the acknowledgedrtiaof work in the autopsy room seem
to arise more from contact with infected matewald particularly with splashes on body
surfaces, than from inhalation of infectious mateitHowever, if the Al-infected patient died
during the infectious period, the lungs may stilhtain virus and additional respiratory
protection is needed during procedures performetth@mungs or during procedures that
generate small-particle aerosols (e.g. use of psaes, washing intestines). Therefore,
postmortem examinations of Al-infected patientsudtidoe conducted in a postmortem room
using full barrier precautions.

21.3. Mortuary care [26]

Mortuary staff should be informed that the decedsstiAl.

If mortuary staff are responding to the death oA&imfected patient who died at home,
PPE should be used while in the home as per Stftacautions.

In the mortuary, mortuary staff and the burial testmould use standard precautions
when caring for the body. This includes appropriege of PPE and performance of
hand hygiene to avoid unprotected contact with dildmdy fluids, secretions, or
excretions.

Embalming may be conducted as per routine.

Hygienic preparation of the deceased (e.g. cleaniitpdy, tidying of hair, trimming of
nails, and shaving) may also be conducted.

The body in the body bag can be safely removedttoage in the mortuary, sent to the
crematorium, or placed in a coffin for burial.

If autopsy is being considered, the body may bd hater refrigeration in the mortuary.
Standard infection control precautions should blevied; there is no further risk of
airborne or droplet spread of Al.

If the family of the patient wishes to touch thedppothey may be allowed to do so. If
the patient died in the infectious period, the ggreahould wear gloves and gowns and
follow with hand hygiene.

If family members want to kiss or touch the bodsr(tls, face), these body parts should
be disinfected, using a common antiseptic (e.g. a@%hol).

If the family wants only to view the body and tleeé of the deceased, but not touch it,
there is no need to wear any kind of PPE.
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Annex 1

Avian influenza background

1. Avian influenza

Al is an infectious disease of birds caused by #strains of the influenza virus. The
disease, which was first identified in Italy moban 100 years ago, occurs worldwi@&|[
All birds are thought to be susceptible to Al. ktfen in birds causes a wide spectrum of
symptoms, ranging from mild illness (low pathogéyicto a highly contagious and rapidly
fatal disease resulting in severe epidemics, wisidimown as “highly pathogenic Al”
(HPAI). This form is characterized by sudden onsetere illness, and rapid death of
affected birds/flocks, with a mortality rate thancapproach 100%.

Direct or indirect contact between domestic floaksl wild migratory waterfowl has been
implicated as a frequent cause of epidemics intpopbpulations. It is generally accepted
that migratory waterfowl, most notably wild duckse the natural reservoir of Al viruses,
which can be transmitted to domestic bird popufetiand to commercial poultry. In the
absence of good surveillance and prompt controkomes, Al epidemics can last for years.

The current outbreak of highly pathogenic Al A (HBNwhich began in south-east Asia in
mid-2003, is the largest and most severe on redtader before in the recorded history of
this disease have so many countries been affectedtaneously. The Al A (H5N1) virus
has also proved to be especially tenacious. Deftdeath or destruction of an estimated
150 million birds, the virus is now considered emdein many parts of Indonesia and Viet
Nam and in some parts of Cambodia, China, Thailand,possibly the Lao People’s
Democratic Republic. The risk of a pandemic wiltgst until the disease is controlled in
birds, which may take several years.

2. Avian-to-human Al A (H5N1) transmission

The first human cases of Al A (H5N1) associatedhlite current outbreak in birds were
confirmed in January 2004, after clinical sampédeh from two children and one adult
admitted to hospital in Hanoi, Viet Nam, with sexeespiratory illness tested positive for
this strain.pg] Since then, additional human cases have occimrséveral countries, and
the clinical spectrum of Al A (H5N1) infection irumans ranges from asymptomatic
infection to severe disseminated dise&$é-pr updated information on affected countries,
see:http://www.who.int/csr/disease/avian_influenza/ciowen

3. Human-to-human Al A (H5N1) transmission

Although assessment of possible human-to-humasnression of Al A (H5N1) is
complicated by the likelihood that close contadtsrohave similar exposure histories (e.qg.
poultry exposures), available evidence indicatas ltmited human-to-human transmission
may have occurred. However, sustained transmissiesmot been demonstrated and there is
no evidence that there has been more than oneagemeof human-to-human transmission.

In the 1997 Al A (H5N1) outbreak in China, Hong Kp8AR, there was evidence of
possible human-to-human transmission between edgoersons and household contacts
and HCWs, but social contact was not associated AlitA (H5N1) infection.p,6,29

In the current Al outbreak, investigation of hun#dnA (HS5N1) cases suggests that human-
to-human transmission may have occurred in houdebloisters?8] and in one case of
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apparent child-to-mother transmissi@@[ Thus far, all secondary cases appear to have had
close contact with cases without the use of prémasit and human-to-human transmission
via the airborne route has not been identif@é.[

Human conjunctiva and ciliated nasal epithelialscebntain cellular receptors that are
preferentially recognized by avian, rather than Aaomnfluenza virus
haemagglutinin32,33 Therefore, the contribution of the possible reubé transmission in
humans may differ between Al A (H5N1) and seasboabtan influenza. Although it is
unknown at this time whether inoculation of the ey@ose is important in the acquisition
of human Al A (H5N1) infection, it seems prudenfpiotect these sites from inoculation.
Also, since diarrhoea has been frequently notel i (HS5N1) infected patients7] and Al
A (H5N1) has been isolated from the faeces of adiuoase 3] faeces may also prove to
be a source of infection.

Disease transmission and severity may also beetktatviral load, viral strain, and host
immune response&l,34 The theory advanced during the SARS outbreak that
“superspreading” events may occ@g[is unproven and it is unknown if superspreading-
like events will occur with Al A (H5N1).

Although human-to-human transmission of Al A (H5NiBs been rare to date, the
accumulation of point mutations or reassortment&itituman influenza virus could lead to
increased transmissibility of the virus at any tidméections in HCWSs could signal such a
change.

4. Al A (H5N1) transmission in health-care facilites

Although complicated by different definitions ofXjgosure,” and limited data, studies to
date indicate that Al A (H5N1) is not easily trantted between humans in health-care
facilities at this time. Thus far in the currentif@al) outbreak, the risk of nosocomial
transmission of Al A (H5N1) to HCWs has been veny | even when no specific infection
control precautions were used, and no cases haredstected among HCWs who
observed droplet and contact precautions. Howdesause Al A (H5N1) is not easily
transmissible between humans at this time, nosaldransmission would not be expected
to be common, irrespective of the precautions uskd.available information concerning
transmission of Al A (H5N1) in health-care fac#isi as of the date of the current document
is summarized below.

In 1997, serological studies of HCWs exposed t&A\AH5N1) infected patients suggested
that if transmission occurred, it was inefficiebff] In a report on the first 10 human cases
admitted to two hospitals in Viet Nam during thereat outbreak, no influenza-like illness
was reported in health-care or laboratory workeenahough two of the patients were
managed with standard precautions only and nefiftedity was equipped with airborne
infection isolation (negative pressure) roor28).

In another report, no evidence of transmission fwasd among HCWs who provided care
for two very ill Al A (H5N1) infected patients alblugh the implementation of droplet and
contact precautions was delayed and no negatigsyme rooms were availablgg]

In two additional seroprevalence studies, no evidesf infection with Al A (H5N1) was
identified in HCWs exposed to infected patientsootheir clinical samples3[7,39 In one

of these studies, most HCWs reported wearing PREhwwhoviding care for Al A (HS5N1)
infected patients with 73% using a medical m&34.[The possible use of negative pressure
rooms was not reported.
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The other study involved HCWs who were exposectélaA (H5N1) infected patient
without the use of appropriate PPEE[None of these HCWs was infected, despite the fact
that use of medical masks, gloves, and gowns wasnmmbemented until 48 hours after the
infected patient had been admitted. After that tirl€Ws performing aerosol-generating
procedures used N95 particulate respirators, loairs and/or hoods, and goggles, in
addition to gowns and glove8§] This facility did not have negative pressure r@goon any
special ventilation system.

In the current outbreak, patients from Cambodiail@hd and Viet Nam were admitted a
median of 6-8 days (range 3-8) after illness osséttis possible that some patients may
have been less infectious during their hospitabratminimizing the risk of Al A (H5N1)
transmission to HCWs/[| 37

In February 2005, a case of severe respiratorgsirwas reported in a nurse who provided
care to an Al A (H5N1) infected patient in Viet N4 This case has not been confirmed,
and the route of transmission is unclear becausastreported that the nurse had also
visited a village where the poultry were ill. Sianily, in a nurse in Indonesia, who
developed respiratory symptoms on 31 December 2665 providing care for an H5N1
infected patient, occupational exposure is considi@nlikely, since she also had potential
exposure to infected poultry.
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Annex 2

Human-to-human seasonal influenza A transmission

Most of our present knowledge on the transmissfseasonal influenza to humans is
based on epidemiological studies of human influemmhsome experimental studies in
animals.

The recommendations to prevent and control humdns#toan transmission are based on
the following rationale.

1. Infectious respiratory aerosols

Coughing, sneezing, and talking can generate @spyraerosols, which contain particles
of varying sizes39 Particle size is determined by the force andsuesinvolved in the
generation of the particles; the greater the farwd pressure, the smaller the particle size.
The length of time for which particles remain susged in the air is determined by
particle size, settling velocity, relative humidapd airflow. Larger particles (6 mm)
typically remain suspended in the air for a limipetiod of time and settle within 1 metre
(3 feet) of the source. The smallest particles (aH evaporate quickly and the dried
residues that remain (droplet nuclei) settle fromair slowly. Because the velocity of the
air movement in a room can be greater than thinggtelocity, droplet nuclei may be
carried on air currents for some distance and nesiaspended in the air for considerable
lengths of time 39] There is no predictable size for droplet nudleeg final size depends
on the nature of the fluid that contained the oigjars, the initial size of the aerosol,
environmental conditions (e.g. temperature, redativmidity, and airflow), the time spent
airborne, and the size of the organism/s withimagplet.

Infection control guidelines frequently cite a jiaé size of 5mm as a breakpoint which
distinguishes between diseases spread by drogfetrtission (larger particless mm)
and diseases spread by airborne transmission (paréitles < 5mm).[10]

2. Human influenza A routes of transmission10]

Available evidence suggests that transmission ofdruinfluenza viruses occurs through
multiple routes including large droplets, directiandirect contact, and droplet nucl8

12] Airborne (droplet nuclei) transmission may be mbkely to occur in situations in
which droplet nuclei particles are generated &exosol-generating procedures in infected
patients).

Using current transmission-based terminology, atilza is transmitted between humans
via droplets (droplet transmission), by direct amdirect contact (contact transmission),
and small-particle aerosols (airborne transmisgi®nl 1 However, the importance of
each route of transmission, particularly in setimdnere there are adequate air changes
per hour, remains unclear. Observational studiedwcted in health-care facilities
suggest that droplet transmission may be the nmagate transmission in those
settings.8,9,13

2.1 Droplet transmission

Droplets are generated primarily during coughimgezing, and talking. Droplet
transmission occurs when larger particle® rm) containing the infectious agent are
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propelled through the air and deposited on thewuntjva, nasal mucosa, or mouth of a
new host. Larger particles spread in this mann@cély do not remain suspended in the
air for long periods; therefore, special air hamglland ventilation are not required. Large
droplet transmission has been considered a majderabtransmission of influenza based
on epidemiologic patterns of disease transmission.

The main evidence for droplet transmission of humn#loenza A comes from
observational studie€] During the 1957-1958 H2N2 influenza pandemicaeautely ill
patient was admitted to a four-person hospital reath no precautions. The following
day roommates and HCWs became ill. Subsequenttijtiagal HCWs and patients
scattered in other wards became ill. The epidergiod investigation suggested that
HCWs helped disseminate infection to patients iheptvards through either droplet or
contact spread.[40]

More recently, nosocomial influenza experiencesvatUnited States hospitals were
described. In one hospital, transmission of inflzeewas rarely noted. In this facility,
most rooms were single, but had positive pres®jrin[the other hospital, transmission
of influenza in paediatric patients was most oftbeerved among patients in the same
room, particularly those in adjacent cribs. Padsien other rooms in the same ward were
less likely to become infected, even though roomrslavere open and influenza patients
were not housed in negative pressure rooms.[9]&tves studies suggest that the
predominant mode of transmission was either thrdagje droplets or by direct or
indirect contact.

2.2 Contact transmission

Contact transmission may occur through either tiskim-to-skin contact or through

indirect contact with virus in the environment andculation of the conjunctivae, nose,

and mouth, which typically occurs via contaminatetds.
Direct contact involves a direct surface-to-surfaody contact and physical
transfer of microorganisms between an infectedotwrized person and a
susceptible host, such as occurs when a HCW tupasient, bathes a patient, or
performs other patient-care activities that reqdirect personal contact.
Direct-contact transmission can also occur betvteerpatients, with one serving
as the source of the infectious microorganismstheather as a susceptible host.
Indirect contact involves contact of a susceptitdst with a contaminated
intermediate object, usually inanimate, such asasomated surfaces, patient-
care equipment, instruments, or dressings, or ountted hands that are not
cleaned or contaminated gloves that are not chabgedeen patients.

Evidence for contact transmission of human infla&eAzcomes from experiments in
which influenza infection was induced by the apgiicn of nasal dropsi[l] suggesting a
possible role for contact transmission (e.g. irdsah inoculation by contaminated
fingers).

Human influenza virus has been found to survivel<48 hours on nonporous surfaces
and < 8-12 hours on cloth, paper, and tissues-a485% humidity and a temperature of 28
°C. Virus could be transferred from nonporous stg$ato hands for 24 hours and from
paper tissues to hands for 15 minutes. Howevduenta virus could only be recovered
from hands for 5 minutes, and only if viral titneere high.£2] Survival of Al virus also

is dependent on environmental conditio#8].[
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2.3 Airborne transmission

Airborne transmission occurs by dissemination tifegiairborne droplet nuclei (particles
<5 m of evaporated droplets containing microorganitimas can remain suspended in
the air for long periods of time) or dust partictestaining the infectious agent.

Airborne transmission can result in wide dispecdahe infectious agent by air currents
and inhalation by a susceptible host within theesanom or a greater distance from the
source patient, depending on environmental factbesgfore, special air handling and
ventilation are required to prevent airborne traissian.

To date, the available studies have not definigivkedmonstrated the role of airborne
transmission in human influenza. The best evideferborne transmission of influenza
in humans comes from a 1979 study of influenzastrassion on an aircrafttf]
Passengers, including a passenger who becameyaitlutéth a new H3N2 influenza
strain, were detained on a runway for 4.5 houraririgy this time the ventilation system
was turned off for 2-3 hours. Although the ill pasger stayed on the plane the entire
time, the other passengers and crew were freent@ @nd go. The passengers (including
the index case) were eventually separated intagn@aps and flown to their destination
on two other planes. Within 72 hours, 72% of thespagers and crew subsequently
developed influenza-like illness (91% with confimni@fluenza). The risk of illness was
dependent on the amount of time spent on board.edexythere were no differences in
attack rates between the groups on the two subseplames, suggesting that additional
exposure in an airplane with standard ventilatimhrabt increase the risk of iliness.
Although airborne transmission is a possible exati@n, droplet and contact spread
cannot be excluded because passengers and crew aud passed within 1 metre of the
coughing passenger on their way to various air¢aaftities.

Experimental studies in animals provide evidenceafdorne transmission of
influenza;B4,45—-47 however, it is unclear whether these resultstEextrapolated to
humans.
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Annex 3

Standard and transmission-based precautions

1. Standard precautions 0]
Background

Standard precautions should be used for all patieaeiving care in hospitals, regardless of
their diagnosis or presumed infection status. Stechgdrecautions apply to
- blood
- all body fluids, secretions, and excretions excsy#at, regardless of whether or
not they contain visible blood;
- non-intact skin; and
- mucous membranes.
Standard precautions are designed to reduce thefrisansmission of microorganisms from
both recognized and unrecognized sources of ifedt hospitals.

Hand hygiene

Hand hygiene, which includes hand washing with smapwater and the use of alcohol-based
hand rubs is critical to prevent possible self-udation of the nose, mouth, and conjunctiva
and the transfer of microorganisms to the enviramnoe to other patients by contaminated
hands. Hands should be washed with soap, eithir gdantimicrobial, and water when

visibly soiled or contaminated with proteinaceouwstenial. The use of an alcohol-based hand
rub for routine hand antisepsis is recommendeterhealth-care setting for all other clinical
situations.

Perform hand hygiene after touching blood, bodidfusecretions, excretions, and
contaminated items, whether or not gloves are weenform hand hygiene immediately after
gloves are removed, between patient contacts, e wtherwise indicated to avoid transfer
of microorganisms to other patients or environmelhtsiay be necessary to perform hand
hygiene between tasks and procedures on the samptpa prevent cross-contamination of
different body sites.

Alcohol-based hand rubs

Alcohol-based hand rubs have been recommendedifat hygiene in health-care
settings when hands are not visibly soiled or aoimated with proteinaceous
material. If hands are visibly soiled or contant@mbwith proteinaceous material,
hand washing with soap and water must be perforéuakn decontaminating hands
with an alcohol-based hand rub, apply the produthé palm of one hand and rub
hands together, covering all surfaces of handdiagdrs, until hands are dry. Follow
the manufacturer's recommendations regarding theneof product to uself]

Many studies have demonstrated that influenzapaaleped virus, is susceptible to
alcohols when tested in vit] and in-vivo testing with a 95% ethyl alcohol hand
disinfectant reduced influenza virus on hands ga reduction > 2.550] Ethyl
alcohol has greater activity against viruses tisapriopyl alcohol%1] and therefore
ethyl alcohol-based hand disinfection products imayreferred over isopropyl
alcohol products in settings where transmissioAlas likely.
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Hand washing

When washing hands with soap and water, wet harsedsiith water, apply an
amount of product recommended by the manufactaorkaihds, and rub hands
together vigorously for at least 15 seconds, cogeail surfaces of the hands and
fingers. Rinse hands with water and dry thorougtity a disposable towel. Use the
towel to turn off the faucetlp]

Gloves

Wear gloves (clean, non-sterile gloves are adejjudten touching blood, body fluids,
secretions, excretions, and contaminated itemsoiPatean gloves just before touching
mucous membranes and non-intact skin. Change glmteseen tasks and procedures on the
same patient after contact with material that n@ytain a high concentration of
microorganisms. Remove gloves promptly after usére touching non-contaminated items
and environmental surfaces, and before going tthengatient, and wash hands immediately
to avoid transfer of microorganisms to other pdsier environments.

Facial protection
Mask

Wear a mask as part of facial protection to prafeetmucous membranes of the nose,
and mouth during procedures and patient-care setvihat are likely to generate
splashes or sprays of blood, body fluids, secrstiand excretions.

Eye protection/face shield

Eye protection should be used, regardless of thgnadisis, when there is a risk of

contamination of the eyes/conjunctivae by splasimeissprays of blood, body fluids,

secretions, and excretions generated through patee. The use of eye protection

should be based on an individual risk-assessmehedime of providing care.

Eye protection should always be worn during aergsolerating procedures (Annex
4).

- When providing care, in close contact with a pdtigith respiratory symptoms (e.g.
coughing/sneezing), sprays of secretions may oeeut eye protection should be
used when working within 1 metre of patients witlute febrile respiratory iliness.
Eye protection can be achieved by the use of aryobithe following:

o face shield
o  visor, or
0 goggles

Gown

Wear a gown (a clean, non-sterile gown is adequatejotect skin and to prevent soiling of
clothing during procedures and patient-care agwithat are likely to generate splashes or
sprays of blood, body fluids, secretions, or exorst Select a gown that is appropriate for
the activity and amount of fluid likely to be encdered. Remove a soiled gown as promptly
as possible and wash hands to avoid transfer agbariganisms to other patients or
environments.
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Foot protection

Although not typically referenced as an elemerdtahdard precautions, adequate foot
protection is an important element of HCW protettidealth-care facilities should ensure
that all HCWs wear appropriate footwear, i.e. fluedistant shoes that cover all parts of the
feet (not sandals), while working in the healthectacility.

Patient-care equipment

Handle used patient-care equipment soiled withdlbody fluids, secretions, and excretions
in a manner that prevents skin and mucous memlesgpasures, contamination of clothing,
and transfer of microorganisms to other patientsenvironments. Ensure that reusable
equipment is not used for the care of another patietil it has been cleaned and reprocessed
appropriately. Ensure that single-use items areadited properly.

Environmental cleaning and disinfection

Ensure that the hospital has adequate proceduréisefooutine care, cleaning, and
disinfection of environmental surfaces, beds, hié&graedside equipment, and other
frequently touched surfaces, and ensure that firesedures are being followed.

Linen

Handle, transport, and process used linen soilédbood, body fluids, secretions, and
excretions in a manner that prevents skin and nsiomembrane exposures and
contamination of clothing, and that avoids transfiemicroorganisms to other patients and
environments.

Occupational health and bloodborne pathogens

Take care to prevent injuries when using needézdpsls, and other sharp instruments or
devices; when handling sharp instruments aftergmores; when cleaning used instruments;
and when disposing of used needles. Never recapnesslles, or otherwise manipulate them
using both hands, or use any other technique tivahies directing the point of a needle
towards any part of the body; rather, use eith@mexhanded "scoop" technique or a
mechanical device designed for holding the neddtath. Do not remove used needles from
disposable syringes by hand, and do not bend, boeatherwise manipulate used needles by
hand. Place used disposable syringes and neeciidigelsblades, and other sharp items in
appropriate puncture-resistant containers, whiclulshbe located as close as practical to the
area in which the items were used. Avoid use ddaible syringes, but if they are necessary,
place reusable syringes and needles in a punasrstant container for transport to the
reprocessing area. Use mouthpieces, resuscitadigs, or other ventilation devices as an
alternative to mouth-to-mouth resuscitation methadseas where the need for resuscitation
is predictable.

Patient placement

Place a patient who contaminates the environmewhordoes not (or cannot be expected to)
assist in maintaining appropriate hygiene or emvitental control in a single room. If a
single room is not available, consult with infeaticontrol professionals regarding patient
placement or other alternatives.
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Resources for standard and transmission-based pteicas " Practical guidelines for
infection control in health-care facilitiést:
http://www.wpro.who.int/publications/PUB 92902223&m

"Prevention of hospital-acquired infections: A piaat guide' at:
http://www.who.int/csr/resources/publications/dresist/WHO CDS _CSR_EPH 2002 _12/e
n/

Resource for hand hygiene

“WHO guidelines on hand hygiene in health care (aded draft): a summatyat:
http://www.who.int/patientsafety/events/05/HH_Guides_100ct2005_AdvDraft FINAL.p
df

2. Transmission-based precautionslif]]

Transmission-based precautions (droplet, contadta&rborne) are to be used in addition to
standard precautions when providing care for ptiefo are suspected or confirmed to be
infected with highly transmissible or epidemiolagig-important pathogens for which
additional precautions, beyond standard precaytamesneeded to interrupt transmission in
health-care facilities.

Droplet precautions
- Patient placement: single room, if possible; if aahilable, use cohorting, keeping at
least 1 metre between patients' beds.
Use surgical or procedure mask when entering thergaoom; masking is
mandatory if working within 1 metre of the patient.
Patient transport: limit patient movement, use eflimal mask by the patient.

Contact precautions
Use for all contact with the patient or the pateenhvironment:
Gloves
o Clean non-sterile, ambidextrous gloves are adequate
o0 Gloves should cover the cuff of the gown.
0 Gloves should be worn only once and then placedviaste receptacle.
Gown
0 A disposable gown made of synthetic fibre or a vah#hcloth gown may be
used.
o Ensure that gowns are of the appropriate sizellpdaver the area to be
protected.
o Gowns should preferably be worn once and then glaca waste or laundry
receptacle, as appropriate, and hand hygiene pesfbr
Use either disposable equipment or dedicate equipsueh as stethoscopes, blood
pressure cuffs, thermometers, etc. to specifiepti If equipment needs to be shared
among patients, it must be cleaned and disinfemégeen uses.
It is critical that HCWs refrain from touching th&yes, nose, or mouth with
potentially contaminated gloved or ungloved hands.
Avoid contaminating environmental surfaces thatravedirectly related to patient
care (e.g. door handles, light switches).
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Airborne precautions

When entering the isolation room/area or when pliog care to a patient with an
airborne infectious disease in other settings,ausarticulate respirator that is at least
as protective as a NIOSH-certified N95, EU FFPZquivalent (Annex 4)1[0]
Appropriate procedures should be used to seleattaplate respirator that fits well
and a user seal check should be performed eachatpaeticulate respirator is worn.
Airborne precautions also include environmentaltaas, such as placing the patient
in an airborne infection isolation room or aré&§][

Resources for transmission-based precautions
"Practical Guidelines for Infection Control in HehlCare Facilitie$ at:
http://www.wpro.who.int/publications/PUB 92902223&mm

"Prevention of hospital-acquired infections: A piieat guidé' at:
http://www.who.int/csr/resources/publications/desjst/WHO CDS CSR EPH 2002 12/en/

Resource for airborne infection isolation rooms
“Guideline for environmental infection control indlh-care facilities, 2003at:
http://www.cdc.gov/ncidod/dhgp/gl environinfectibtml
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Annex 4

Respiratory protection

1. High risk aerosol-generating procedures
It is likely that aerosol-generating proceduresease the potential for dissemination of
small-particle respiratory aerosols (droplet nydleithe immediate vicinity of an Al patient.
Examples of aerosol-generating procedures include:

endotracheal intubation;

administration of aerosolized or nebulized medaa(this administration route
should be strongly discouraged in Al-infected pasdf appropriate airborne
precautions are not guaranteed);

bronchoscopy;

airway suctioning;

tracheostomy care;

chest physiotherapy;

nasopharyngeal aspiration;

positive pressure ventilation via face mask (eigA®, CPAP) ;
high-frequency oscillatory ventilation;

resuscitation manoeuvres;

postmortem excision of lung tissue.

Transmission of SARS to HCWs in Toronto, Canada,lbe®en associated with several
medical procedures, but due to lack of adequattystasign these findings defer further
conclusions %2, 53 Transmission to HCWs in Hong Kong SAR was assed with the use
of a medication nebulizebf] Although the risk of aerosol-generating proceduras not

been evaluated for influenza, additional precaustiion HCWs performing aerosol-generating
procedures on Al-infected patients appear warraf@8Jd°PPE should cover the torso, arms,
and hands as well as the eyes, nose, and moutlofldseair cover is optional.

For more detailed information on the risk associakavith aerosol generating procedures
refer to:

"WHO Interim Infection Prevention and Control Guides for Epidemic- and Pandemic-
Prone Acute Respiratory Diseases in Health Carailave athttp://www.who.int/csr

2. Resplratory protection for aerosol-generatingprocedures
A particulate respirator at least as protectiva ABOSH-certified N95, EU FFP2 or
equivalent is the minimum level of respiratory ton required for HCWs
performing aerosol-generating procedures.
Appropriate procedures should be used to seleattacplate respirator that fits well
and a user seal check should be performed eachatoirsposable particulate
respirator is worn, before entering the isolatioam/area.
The particulate respirator should seal tightlyrte tace to fully protect HCWs from
exposure to small-particle respiratory aerosols.
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3. Environmental controls for aerosol-generatingprocedures
Perform the procedure in a adequately ventilatd@ @ir changes per hour) room (if
available).
If a adequately ventilated {2 air changes per hour) room/area is not available
o perform the procedure in a single room with a dbat closes and away
from other patients;
o if possible, increase air changes and avoid reaitiom of the room air
(exhaust air outside}tp—21
o if recirculation of air from such rooms is unavditta pass the air through a
HEPA filter before recirculation;
0 keep doors closed except when entering or leaviagdom, and minimize
entry and egress during the procedure.
Closed ventilation systems for intubated patierdy miso be used

4. Selection of respiratory protection equipment

Particulate respirators
HCWs performing aerosol-generating procedures wmfdcted patients should select the
highest level of respiratory protection equipmergiible, preferably a particulate respirator.
Particulate respirators are filtering face-piecesighed to protect the wearer from respiratory
aerosols expelled by others, regardless of padizk
The fit and seal of disposable particulate respigais critical for effective function. If there is
not a good fit and seal airborne particles maynbaled from leaks and the particulate
respirator will not be effective.
Particulate respirator wearers should be trained togput the device on in order to achieve
the best seal.
A user seal check should be performed each timspmshble particulate respirator is worn.
Facial hair impedes good fit, and seal may notdbeéexed, significantly decreasing the
efficiency of the particulate respirator. HCWs wiifitial structure abnormalities may also be
unable to obtain a good seal and need alterngppeoaches for respiratory protection.
Use a particulate respirator that filters more t@d%o of airborne particled.(] Examples of
acceptable disposable particulate respiratorsenirugarious parts of the world include:

0 United States: NIOSH-certified N95 (95%), N99 (9994100 (99.7%)
Australia/New Zealand: P2 (94%), P3 (99.95%)
China: Il (95%), | (99%)
Japan: % class (95%), 8 class (99.9%)
Republic of Korea: % class (94%), special (99.95%)
European Union: CE-certified filtering face-piedass 2 (FFP2)(95%), or
class 3 (FFP3)(99.7%).
Some factors to consider when choosing particugdpirators in the health-care setting
include affordability, availability, impact on mdity, impact on patient care, potential for
exposure to higher levels of aerosolized respiyatecretions, and potential for reusable
particulate respirators to serve as fomites fargmaission.

O O O0OO0Oo

For information on particulate respirators, see
http://www.cdc.gov/niosh/npptl/topics/respirators
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Surgical and procedure masks

Surgical or procedure masks are indicated whenigiray care for patients infected by
droplet transmitted diseases and/or as part chifacotection during patient-care activities
that are likely to generate splashes or spraysooidh body fluids, secretions and excretions.
Surgical and procedure masks do not offer apprprespiratory protection against small-
particle aerosols (droplet nuclei) and should rotibed unless particulate respirators are not
available when dealing with diseases transmittethbyairborne routebp-59 if a particulate
respirator is not available, use a tightly-fittingask.

There are no minimum standards or standardizedgestethods for medical mask filter
efficiency, and there is a wide variety of filtdfieiencies among available masks.

Surgical and procedure masks are not designedt fond thus do not prevent leakage around
the edge of the mask when the user inhales, whialmajor limitation for protection against
droplet nuclei$9

Medical masks come in two basic types: one typdfised to the head with two ties,
conforms to the face with the aid of a flexiblewstinent for the nose bridge, and may be
flat/pleated or duck-billed in shape; the secomtis pre-moulded, adheres to the head with
a single elastic band and has a flexible adjustrizgrihe nose bridge.

Procedure masks are flat/ pleated and affix tdda with ear loops. All masks have some
degree of fluid resistance but those approved abo@lemasks must meet specified standards
for protection from penetration of blood and bollyds.
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Annex 5

National infection control programmes

The responsible health authority should developtonal (or regional) infection control
programme to support health-care facilities in p2dg the risk of health care-associated
infections.

More information on infection control programmes ¢ee found in Prevention of hospital-
acquired infections: A practical guitiat:
http://www.who.int/csr/resources/publications/degjst/WHO_CDS_CSR_EPH_2002_12/e
n/

Such programmes must:

- set relevant national objectives consistent witteohational health-care objectives;
develop and continually update guidelines for recmnded health-care surveillance,
prevention, and infection control practices;
develop a national system to monitor selected tigas and assess the effectiveness
of interventions;
harmonize initial and continuing training progransfier HCWs;
facilitate access to materials and products esddatihygiene and safety;
encourage health-care establishments to promatetioh control best practices, and
encourage health-care establishments to monitdthhesre-associated infections and
to provide feedback to the HCWSs concerned.

The national or regional health authority shouldigeate an agency to oversee the
programme (a ministerial department, institutianpther body), and plan national activities
with the help of a national expert committee.

The national infection control committee should:
review risks associated with new technologies,raoditor the risk of acquiring an
infection from new devices and products, beforér eproval for use;
review and provide input into investigation of athks and epidemics; and
communicate and cooperate with other health-canétfacommittees with common
interests, such as pharmacy and therapeutics, iartinal use, biosafety, health and
safety, waste management, and blood transfusiomitbees.

Each health-care facility should:
- develop an infection control programme to ensueevikll-being of patients, HCWs,
visitors, and the environment;
develop an annual workplan to assess and promot lgealth care; appropriate
isolation, sterilization, and other infection catpractices; HCW training and
epidemiological surveillance; and
provide sufficient resources to support the infatttontrol programme.

Risk prevention for patients and HCWs is the comaé#reveryone in the facility, and must be
supported by the senior administration.
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Annex 6

Isolation rooms

Figure 4
General principles of an isolation unit
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Suggested checklist for isolation room/area trolleyable

The following items should be kept on the troll¢yak timesso that personal protective

equipment is always available for health-care wiske

Equipment

Stock present

Face shield/visor/goggles

Single use gloves for clinical use (sizes: smadidiam, and large)

Gloves (reusable for environmental cleaning)

Hair covers (optional for high-risk procedures, sbuld be
available)

Particulate respirators (N95, FFP2, or equivalent)

Surgical or procedure masks

Single-use long-sleeved fluid-resistant gowns

Single-use plastic aprons (optional; for use iasping is
anticipated)

Alcohol-based hand rub

Plain soap (liquid if possible, for washing handsgliean water)

Clean single-use towels

Sharps containers

Appropriate disinfectant for environmental cleaning

Large plastic bags

Appropriate clinical waste bags

Linen bags

Collection container for used equipment

For more information on isolation precautions see:

"Practical guidelines for infection control in helaltare facilitie$ at:

http://www.wpro.who.int/publications/PUB_929022238&M

"Prevention of hospital-acquired infections: A piieat guide' at:

http://www.who.int/csr/resources/publications/desist/WHO CDS CSR EPH 2002 12/e

n/

For additional information on hand hygiene, see:

"WHO guidelines on hand hygiene in health care (aded draft): a summatyat:
http://www.who.int/patientsafety/events/05/globdiallenge/en/index.html
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Annex 7

Use of disinfectants

Alcohol and bleach
Although Al virus can be inactivated by a rangaisinfectants, alcohol and bleach are
effective agents when used as directed below, andb®a more easily obtained.

Alcohol

Alcohol is effective against influenza viru9 Ethyl alcohol (70%) is a powerful broad-
spectrum germicide and is considered generallyrsup® isopropyl alcohol. Alcohol is
often used to disinfect small surfaces (e.g. rulsbeppers of multiple-dose medication vials,
and thermometers) and occasionally external susfatequipment (e.g. stethoscopes and
ventilators). Because alcohol is flammable, itsasea surface disinfectant should be limited
to small surface areas and it should be used ikhweatilated spaces only. Alcohol may also
cause discoloration, swelling, hardening, and arackf rubber and certain plastics after
prolonged and repeated use.

Sodium hypochlorite (bleach)

Bleach is a strong and effective disinfectant,ibistreadily inactivated in the presence of
organic material. Its active ingredient, sodium dgfglorite, is effective in killing bacteria,
fungi and viruses, including influenza virus.

Diluted household bleach works at variable contiawes (from 10—60 min), is widely
available at a low cost, and may be recommendedi$arfection in health-care facilities.
However, bleach irritates mucous membranes, threaki the airway, decomposes under
heat and light, and reacts readily with other cloaisi Therefore, caution is advised when
bleach is used. Improper use of bleach may redsadfectiveness for disinfection and can
also result in health-care worker injury.

Procedures for preparing/using diluted bleach
- Use mask, rubber gloves, and waterproof apron. [@sgge also recommended to
protect the eyes from splashes.
Mix and use bleach solutions in well-ventilatedaere
Mix bleach with cold water because hot water deangap the sodium hypochlorite
and renders it ineffective.
Bleach containing 5% sodium hypochlorite shouldlihéted as in the table below:
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Sodium hypochlorite: concentration and use

Starting solution

Most household bleach solutions contain 5% sodiufn
hypochlorite (50 000 ppm* of available chorine)

Recommended dilution

1:100 dilution of 5% sodiunpdwghlorite is the usual
recommendation. Use 1 part bleach to 99 partstepid
water (1:100 dilution) for disinfection of surfaces

Adjust ratio of bleach to water as needed to a&hiev
appropriate concentration of sodium hypochloritg, €
for bleach preparations containing 2.5% sodium
hypochlorite, use twice as much bleach (i.e. 2spart
bleach to 98 parts water)

Available chlorine after dilution

For bleach pregons containing 5% sodium
hypochlorite, a 1:100 dilution will yield 0.05% 600
ppm available chlorine

Bleach solutions containing other concentrations of
sodium hypochlorite will contain differing amourds
available chlorine when diluted

Contact times for different uses:

Disinfection by wipingof nonporous surfaces

Disinfection by immersiomnf items

N.B. Surfaces must be cleaned of organic materials
such as secretions, mucus, vomitus, faeces, béwod,
other body fluids prior to disinfection or immersio

D

A contact time of 10 minutes is
recommended
A contact time of 30 minutes is recommend

*ppm, parts per million

Precautions for the use of bleach

Bleach can be corrosive to metals and damage psoirdéaces.

Avoid touching the eyes. If bleach gets into thesgymmediately rinse with water for
at least 15 minutes and consult a doctor.

Bleach should not be used together with, or mixét,wther household detergents
because this reduces its effectiveness and cae chesnical reactions.

A toxic gas is produced when bleach is mixed witlilia detergents such as those
used for toilet cleaning and this gas can causthdganjury. If necessary, use
detergents first and rinse thoroughly with watdohe using bleach for disinfection.
Undiluted bleach liberates a toxic gas when exptsedinlight and should be stored
in a cool, shaded place out of the reach of childre

Sodium hypochlorite decomposes with time. To engareffectiveness, purchase
recently produced bleach and avoid over-stocking.

Diluted bleach should be made fresh daily, labedated, and unused portions

discarded 24 hours after preparation.

Organic materials inactivate bleach; surfaces restleaned of organic materials

prior to disinfection with bleach.

Keep diluted bleach covered, protected from sutligha dark container (if possible)
and keep out of the reach of children.
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Annex 8

Information about Al and contact with chickens, dudks, and other animals

Avoid contact with chicken farms, duck farms, oy d&&rm where animals have beenill,
slaughtered, or are thought to harbour Al.

If you inadvertently come into contact with an enomiment where there are/have been
sick or dead poultry, wash your hands thoroughly monitor your temperature for 7
days. If you develop a sudden high fever (> 38t®igns of respiratory illness, consult
your doctor about antiviral medication.

If you have had contact with poultry that have dien Al or if you have had contact
with the faeces of these poultry, consult your teeire adviser for advice regarding
self-monitoring of temperature and where to obtegatment/ prophylaxis if needed.
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Annex 9

Antiviral prophylaxis after Al exposure

Antiviral drugs have demonstrated efficacy in tteatment and prevention of seasonal
influenza A.B0, 6] Additional data are needed on the role of araigiin the treatment and
prophylaxis of Al. Older M2 inhibitor antivirals ff@antidine and ramantidine) are ineffective
against Al A (H5N1) in vitro$2] but Al A (H5N1) is susceptible in vitro to neurandase
inhibitors (oseltamivir and zanamivip3—63 The optimal dose and duration of treatment for
Al with neuraminidase inhibitors are unknown.

In reports to date, of 25 Al A (H5N1) patients wieceived oseltamivir, 19 died. However,
treatment may have been started too late to bete#e[7,28 The development of antiviral
resistance is also a concern and oseltamivir eegisthas been detected in Al A (H5N1)
isolates from several patients treated with oselt@66,67 Even if proven effective for
treatment or prophylaxis of Al A (H5N1), neuramiag® inhibitors are expensive and current
supplies are limited.

Health-care facilities should follow the nationalipy on antiviral prophylaxis of HCWs
providing care for Al infected patients.

Antiviral prophylaxis for potentially exposed HCWs [7]
When used, the HCW should take 75 mg oseltamivaisphate each day for at least 7
days beginning immediately, or as soon as possltler, unprotected exposure (< 48
hours) to an Al A (H5N1) infected patient. Whendisgrophylaxis should continue
until 1 week after the last unprotected exposife.[
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Annex 10

Sample HCW influenza-like illness monitoring form

Name:

Job title:

me kelephone number:

Work location:

Date/s of exposure (list all, use back of pagedassary):

/

Type of contact with Al patient, patient environrheor virus:

Was personal protective equipment (PPE) used: No

Yes

If yes, list PPE used (e.g. gown, gloves, partieutaspirator, medical mask, eye protection, etc):

List any non-occupational exposures (i.e. expoBuigrds or persons with severe acute febrile raspiy

illness):

Please check your temperature twice a day (mordiNg,evening, PM) for 10 days after providing céoe an
Al-infected patient (including 10 days after yoast exposure), and also monitor yourself for anthef
following influenza-like illness symptoms including

- fever>38°C

cough

acute onset of respiratory illness

sore throat

arthralgia

myalgia or prostration
gastrointestinal symptoms (e.g., diarrhea, vomjtaigdominal pain)

If any symptoms of influenza-like illness (ILI) aog immediatelimit your interactions with others, exclude

yourself from public areas, and notify at
Day 1 Day 2 Day 3 Day 4
Day 5
Date Date Date Date Date
/ / / / / / / / / /

AM temperature:

AM temperature:

AM temperature:

AM temperature:

AM temperature:

PM temperature:

PM temperature:

PM temperature:

PM temperature:

PM temperature:

ILI symptoms: ILI symptoms: ILI symptoms: ILI symptoms: ILI symptoms:
No Yes No Yes No Yes No Yes No Yes
Day 6 Day 7 Day 8 Day 9
Day 10
Date Date Date Date Date
/ / / / / / / / / /

AM temperature:

AM temperature:

AM temperature:

AM temperature:

AM temperature:

PM temperature:

PM temperature:

PM temperature:

PM temperature:

PM temperature:

ILI symptoms:
No Yes

ILI symptoms:
No Yes

ILI symptoms:
No Yes

ILI symptoms:
No Yes

ILI symptoms:
No Yes
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