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Avian Influenza, including Influenza A (H5N1), in Humans; WHO Iaterim Infection Control
Guidelines for Health Care Facilities (9 February 2006)

3. Early recognition, isolation, and reporting of possnble Al cases
a) Health care facilities should:

Make it a facility priority to establish methods to ensure early recogmtlon and investigation
of possible Al cases;

Promptly initiate infection control precautions when Al infection is suspected; and

Link the hospital-based surveillance system to the public health surveillance system and
report immediately all available essential information regarding possible Al cases to public
health authorities via the local surveillance system, as per Annex 1 of the [nternational
Health Regutations 2005 (see: http://www.who.int/csr/thr/One_pager_update_new.pdf).
Although the IHR (2005) will not enter into force until June 2007, they are cited here as the
recommended best practice. At the national level the IHR (2005) will require the
infernational notification to WHO by States Parties of "human influenza caused by a new
subtype" [Annex 2 of the IHR(2005)].

b) In countries* with known Al infections in animals or humans, consider the diagnosis of Al

In all patients who present with severe acute febrile respiratory illness (e.g., fever > 38° C,
cough, shortness of breath} or other severe unexplained illness (e.g., encephalopathy or
diarrhoea),[13] particularly in patients with a history of bird exposure, exposure to known or
suspected Al-infected patients, or exposure to other severely iil people.

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

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

¢) In countries* without known Al infections in animals or humans:

Query patients with severe acute febrile respiratory illness (e.g., fever > 38° C, cough,
shortness of breath) or other severe unexplained illness (e.g., encephalopathy or
diarrhoea),[ [ 3] about travel to Al affected countries within the prior two weeks.
Consider the diagnosis of Al in patients with acute febrile respiratory illness who have
travelled to an Al affected country within the prior two weeks and who have had bird
exposure, exposure to known or suspected Al-infected patients, or exposure to other
severely ill people while in an Al affected country during this time period.

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

*To access updated information about Al affected countries, please see:
htpAwww owho int/csr/disease/avian influcnzal/en/

Rationale

Prompt identification and isolation of patients, HCWs, or visitors who may be infected with Al is
critical to minimize the risk of nosocomial transmission and to enable an efficient public health
response.
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Figure 1: Initiation of Al infection control precautions in health care facilities
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4. Isolation precautions for suspected or confirmed Al-infected patients
a) Patient placement:

Place patient in a negative pressure room (airborne infection isolation room) or area, if
available (Annex 6).

If a negative pressure room is not available or cannot be created with mechanical
manipulation of the air, place patient in a single room.

If a single room is not available, suspected and confirmed Al-infected patients may be
cohorted separately in designated multi-bed rooms or wards.

Doors to any room or area housing suspected or confirmed Al-infected patients must be
kept closed, when not being used for entry or egress.

To facilitate cleaning and to reduce the potential for virus aerosolisation via vacuuming,
house Al-infected patients in uncarpeted rooms/areas, if possible.

When possible, isolation rooms should have their own hand washing sink, toilet, and
bath facilities.

The number of persons entering the isolation room should be limited to the minimum
number necessary for patient care and support.

b) Cohorting

If single rooms are not available, patients infected with the same organisms can be
cohorted (share rooms). These rooms should be in a well-defined area that is clearly
segregated from other patient care areas used for uninfected patients.

Designated units or arcas should be used for cohorting Al-infected patients (suspected
and confirmed cases should be housed separately).

The distance between beds should be > 1 meter. Increasing spatial distance between
patients may theoretically be heipful in preventing transmission of respiratory aerosols.
Whenever possible, HCWSs assigned to cohorted patient care units should be experienced
house staff and should not “float™ or otherwise be assigned to other patient care areas.
The number of persons entering the cohorted area should be limited to the minimum
number necessary for patient care and support.

Consider having portable x-ray equipment available in cohort areas.

HCWs assigned to cohorted patient care units should be aware that Al-infected patients
may be concurrently infected or colonized with other pathogenic organisms {(e.g.,
Staphylococcus aureus, Clostridium difficile) and should use standard and applicable
transmission-based infection control precautions to prevent transmission of healthcare-
associated infections.

c) Barrier precautions for the care of patients with respiratory illness or suspected or confirmed
Alinfection. In addition to hand hygiene, all individuals providing care for patients with
respiratory illness or suspected or confirmed Al infection should use PPE as indicated in Table
1 below.

d) PPE for the care of suspected or confirmed Al-infected patients includes:

A particulate respirator that is at least as protective as a U.S. NIOSH-certified N95, EU
FFP2, or equivalent (Annex 4).
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