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Purpose of 2005 Guidelines

• Update 1994 Mycobacterium tuberculosis 
infection control (IC) guidelines

• Further reduce threat to health-care workers 
(HCWs)

• Expand guidelines to nontraditional settings
• Simplify procedures for assessing risk



Hierarchy of Infection Control

Respiratory Protection

Administrative Controls

Environmental Controls



• Administrative controls: reduce risk of 
exposure via effective IC program

• Environmental controls: prevent spread 
and reduce concentration of droplet 
nuclei

• Respiratory protection controls: further 
reduce risk of exposure

Fundamentals of Infection Control



Administrative Controls
• Assign responsibility for TB IC
• Conduct TB risk assessment
• Develop written TB IC plan

– Recognize and transfer TB suspects
– Separate TB suspects from others

• Provide TB screening for HCWs
• Train HCWs about TB IC
• Ensure timely lab processing
• Use appropriate signage advising cough 

etiquette



Environmental Controls

• Control source of infection
• Dilute and remove contaminated air
• Control airflow 
• Local and general exhaust ventilation
• Room air cleaners

– High efficiency particulate air (HEPA) 
filtration

– Ultraviolet germicidal irradiation (UVGI)



Respiratory Protection (RP)

• Implement RP program
• Train HCWs in RP
• Train patients in respiratory hygiene



What’s New
• Expanded scope of health-care settings 
• Change of risk classification and tuberculin 

skin test (TST) frequency
• “Airborne infection isolation” (AII)
• Criteria for initiating and discontinuing AII 

precautions
• QuantiFERON-TB Gold test (QFT-G)
• Respirator fit testing and training (including 

voluntary use of respirators by visitors)
• Frequently asked questions (FAQs)
• Expanded Glossary



Expanded Scope
Inpatient settings
• Emergency departments
• Intensive care units
• Laboratories
• Bronchoscopy suites
• Autopsy suites

Outpatient settings
• Dental care settings
• Dialysis centers 
• Medical offices/ 

ambulatory care units

Nontraditional facility-
based settings

• Correctional facility 
medical services

• Home-based healthcare/ 
outreach

• Long-term care facilities/ 
hospices

• Homeless shelters



TB Risk Assessment
Settings Expecting to Encounter TB Patients

• Review number of TB patients encountered
• Determine

– HCWs to be included in TB screening
– Number of AII rooms needed
– Types of environmental controls needed

• Identify and address areas with increased 
transmission risk 

• Conduct periodic reassessments



TB Risk Assessment
Settings Not Expecting to Encounter TB Patients

• Assign responsibility for TB IC program
• Perform a risk assessment

– Written TB IC plan 
– Problem evaluation and contact 

investigation
• Document steps for prompt recognition and 

evaluation of suspected M. tuberculosis
transmission

• Conduct periodic reassessments



Change in Risk Classifications

Previous
Minimal
Very low
Low
Intermediate
High

New
Low
Medium
Potential 
ongoing 
transmission



TB Testing Frequency

Risk classification Frequency
Low Baseline on hire; further 

testing not needed 
unless exposure occurs

Medium Baseline, then annually

Potential ongoing 
transmission

Baseline, then every 
8–10 wks until evidence 
of transmission has 
ceased



FAQs (1)
• Is placing a TST on a pregnant woman safe?

• Should two-step testing be performed in a 
contact investigation for HCWs who have not 
had a TST within the preceding 12 months? 

• If a person does not return for a TST reading 
within 48–72 hours, when can a TST be 
placed on them again?



FAQs (2)
• Should a TST reading of >10 mm be accepted 

7 days after the TST was placed?

• Does BCG affect TST results and  
interpretations?

• Are periodic chest radiographs recommended 
for HCWs (or staff or residents of LTCFs) who 
have positive TST or BAMT results?



Conclusions
• 2005 guidelines

– Greater flexibility for assessing risk
– Broader scope of health-care settings

• Since publication
– Errata posted on the DTBE website
– Additional FAQs posted

http://www.cdc.gov/nchstp/tb/
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Answers to FAQs



Q:  Is placing a TST on a pregnant woman safe?

A:  Yes, placing a TST on a pregnant woman is safe.

Q:  Should two-step testing be performed in a 
contact  investigation for HCWs who have not 
had a TST within the preceding 12 months? 

A:  No, two-step testing should only be used for 
baseline TST screening and has no role in a 
contact investigation. 



Q:  If a person does not return for a TST reading 
within 48–72 hours, when can a TST be placed 
on them again?

A:  A TST can be administered again as soon as 
possible. If the second step of a two-step TST 
is not read within 48–72 hours, administer a 
third test as soon as possible (even if multiple 
months have elapsed), and ensure that the 
result is read within 48–72 hours.



Q:  Should a TST reading of >10 mm be accepted 7 
days after the TST was placed?

A: If the TST was not read between 48–72 hours, 
another TST should be placed as soon as 
possible and read within 48–72 hours. 
However, certain studies indicate that positive 
TST reactions might still be measurable 4–7 
days after the TST was placed. If the TST 
reaction is read as >15 mm 7 days after 
placement, the millimeter result can be 
recorded and considered to be a positive 
result.



Q:  Does BCG affect TST results and  interpretations?

A:  BCG is the most commonly used vaccine in the 
world. BCG might cause a positive TST (i.e., false-
positive) result initially; however, tuberculin 
reactivity caused by BCG vaccination typically 
wanes after 5 years but can be boosted by 
subsequent TST. No reliable skin test method has 
been developed to distinguish tuberculin reactions 
caused by vaccination with BCG from reactions 
caused by natural mycobacterial infections, 
although TST reactions of >20 mm of induration are 
not usually caused by BCG.



Q:  Are periodic chest radiographs recommended 
for HCWs (or staff or residents of LTCFs) who 
have positive TST or BAMT results?

A:  No, persons with positive TST or BAMT results 
should receive one baseline chest radiograph 
to exclude a diagnosis of TB disease. Further 
chest radiographs are not needed unless the 
patient has symptoms or signs of TB disease 
or unless ordered by a physician for a specific 
diagnostic examination. Instead of 
participating in serial skin testing, HCWs with 
positive TST results should receive a medical 
evaluation and a symptom screen. 



TB Risk Classifications (1/3)

Inpatient 
Settings Low Medium

Potential 
Ongoing 

Transmission

<200 beds <3 TB 
patients/yr

>3 TB 
patients/yr

≥200 beds <6 TB 
patients/yr

>6 TB 
patients/yr

Evidence of 
ongoing 

transmission,
regardless of 

setting



TB Risk Classifications (2/3)

Outpatient 
Settings Low Medium

Potential 
Ongoing 

Transmission

TB treatment 
facilities, 

medical offices, 
ambulatory care 

settings

<3 TB 
patients/yr

>3 TB 
patients/yr

Evidence of 
ongoing 

transmission, 
regardless of 

setting



TB Risk Classifications (3/3)
Nontraditional 
Facility-based 

Settings
Low Medium

Potential 
Ongoing 

Transmission
Emergency 

medical service 
(EMS), medical 

settings in 
correctional 

facilities, 
outreach care, 

LTCFs

Only patients 
with LTBI 
treated;

No cough-
inducing 

procedures 
are performed;

System to 
detect/ triage  
persons with 
TB symptoms

Settings 
where TB 

patients are 
expected to 

be 
encountered

Evidence of 
ongoing 

transmission 
regardless of 

setting
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